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ORIGINAL  COMMUNICATIONS. 


HIGH  DEGREES  OF  HEAT  VS.  LOW  DEGREES  OF  HEAT  AS 

PALLIATIVE   TREATMENT   FOR   ADVANCED    CASES 

OF  CARCINOMA  OF  THE  UTERUS. 

With  Autopsy  Report  of  a  Case  Treated  by  the  Long  Appli- 
cation OF  Low  Heat  as  Advocated  by  Dr.  J.  F.  Percy.* 

BY 
H.  J.  BOLDT,  M.  D., 

New  York,  N.  Y. 
(With  four  illustrations.) 

Doubtless  all  who  have  had  experience  in  the  treatment  of  cancer 
of  the  uterus,  too  far  advanced  for  radical  operation,  will  concede 
that  the  heat  method,  applied  with  the  actual  cautery,  first  brought 
to  notice  and  strongly  advocated  by  the  late  Dr.  John  Byrne,  of 
Brooklyn,  gives  the  most  satisfactory  results. 

Radium  and  x-vay  treatment,  even  with  the  newer  methods,  have 
not,  so  far  as  my  observation  goes,  given  better  results— nay,  nor 
as  good  results.  Neither,  in  my  experience,  has  intramuscular 
medication,  \^ath  the  various  remedies  used  for  experimentation 
from  time  to  time,  shown  any  noticeable  improvement;  although 
some  observers  have  claimed  not  only  improvement  but  absolute 

cures. 

In  this  connection  I  wish  to  report  the  case  of  a  patient,  sent  to 
me  from  Mexico,  who  temporarily  improved  under  radium  therapy, 
to  such  a  degree  that  the  uterine  bleeding  and  the  pressure  pain 
disappeared.  The  pain  had  necessitated,  the  employment  of 
*  Read  at  the  meeting  of  the  Southern  Surgical  and  Gynecological  Society 
at  Cincinnati,  December  14,  15,  16,  igiS- 


2  boldt:  high  degrees  vs.  low  degrees  of  heat 

narcotics  by  her  home  physician  for  some  months  previously.  But 
after  the  first  radium  application  no  narcotics  were  necessary.  The 
size  of  the  cancerous  mass,  however,  did  not  decrease  in  size,  as 
was  ascertained  by  rectovaginal  examination.  On  the  contrary  it 
gradually  increased.  Seeing  the  publication  of  practically  miracu- 
lous results  emanating  from  European  confreres,  I  advised  the 
patient  to  seek  .T-ray  treatment  at  Freiburg,  where,  I  thought,  the 
technic  was  better  understood.  It  chanced  though,  that  she  was 
induced  to  remain  at  Paris,  in  the  care  of  a  physician  generally 
considered  as  the  expert  in  the  use  of  radium — who  assured  her 
family  that  she  could  be  cured.  He  retained  her  for  four  months, 
during  which  time  the  patient  and  family  had  been  given  repeated 
assurance  of  her  gradual  but  steady  improvement.  Eventually  she 
returned  here  to  die,  yet  up  to  the  last  treatment,  emphatic  promises 
of  final  cure  had  been  made.  According  to  the  nurse  and  the 
patient's  family,  the  Parisian  confrere  asserted,  that  by  his  method 
of  using  radium  success  in  such  cases  was  invariable.  While  I  do 
not  doubt  the  intended  correctness  of  published  reports,  I,  never- 
theless, must  be  convinced  by  personal  observation  before  I  ever 
again  express  faith  in  any  remedy.  No  man  is  infallible  and  judg- 
ment and  opinion  will  vary  as  long  as  the  world  exists. 

Heat  treatment,  however,  has  stood  the  test  of  time,  and  clinical 
experience  has  shown  that  patients  so  treated  live  longer  and  are 
freer  from  the  distressing  symptoms  than  those  under  any  other 
method  of  treatment.  Indeed,  Byrne  assured  us  that  a  goodly 
number  are  cured  completely  of  their  disease  by  it. 

Moreover,  it  is  a  comparatively  safe  therapeutic  agent,  if  properly 
applied  in  selected  cases;  that  is,  where  the  disease  has  not  already 
advanced  so  far,  that  the  bladder  or  rectum  or  both  would  probably 
be  injured  by  a  thorough  application  with  the  cautery. 

Dr.  Percy  claims  that  his  method  of  applying  heat  is  more  efiica- 
cious  than  that  advocated  by  Byrne.  Experiments,  he  asserts, 
have  proved  to  him  that  low  degrees  of  heat — so  low  that  the  tissues 
are  not  charred — have  a  deeper  destructive  influence,  if  the  heat 
application  is  made  to  cover  a  longer  period  of  time.  In  order  to 
get  such  low  degrees  he  had  a  rheostat  made  which  could  be  so 
regulated  that  only  sufficient  heat  to  obviate  carbonization  would 
pass  to  the  electrode. 

Charring  should  never  be  caused — only  desiccation — according  to 
Percy's  theory.  But,  Byrne,  too,  said  that  heat  must  never  be  more 
than  a  dull  cherry  red.  He  used  electrodes  that  were  heated  only 
by  a  battery,  believing  that  there  was  more  therapeutic  value  in 
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the  heat  evolved  from  a  battery  than  that  from  an  electric  current. 
Of  course,  comment  on  this  is  not  necessary.  But  Byrne's  reason 
for  using  low  heat  was  also  to  prevent  bleeding  during  the  process 
of  cauterizing,  which  he  said,  should  a  higher  degree  of  heat  be  used 
than  the  dull  cherry  red,  was  likely  to  prove  a  very  dangerous  factor. 

With  the  Byrne  method  and  with  my  own,  in  which  much  higher 
degrees  of  heat  are  used,  I  have  had  extensive  experience,  covering 
many  years;  but  with  Percy's  method  my  experience  is  comparatively 
limited,  but  theoretically,  however,  it  impressed  me  so  favorably 
that  I  have  used  it  a  number  of  times  during  the  last  two  years. 

Concerning  Byrne's  method  and  the  still  higher  degree  of  heat 
method,  I  will  not  speak  in  detail,  since  I  have,  on  former  occasions, 
published  my  experience. 

As  said  in  the  foregoing,  the  prognosis  as  to  safety  to  life  from 
operation  is  generally  good — so  good  that  a  fatal  result  is  a  rarity. 
I  have  had  but  one  fatal  result  from  the  high  degree  of  heat,  and  that 
was  after  the  patient  had  left  the  hospital,  about  two  weeks  subse- 
quent to  operation.  JThen,  too,  the  circumstances  were  unfortunate 
in  that  the  patient  lived  so  far  from  my  home  that  it  required  an 
hour  to  reach  her.  Moreover,  the  crisis  occurred  in  the  middle  of 
the  night,  and  I  was  not  prepared  to  meet  the  condition  with  which 
I  was  confronted.  The  eschar  was  thrown  off  and  bared  the  uterine 
artery  which  spouted  in  jets  like  a  miniature  fountain.  The  cavity 
was  tightly  packed  with  gauze,  and  I  purposed  to  open  the  abdomen 
and  tie  the  vessel  if  the  bleeding  did  not  cease  by  the  time  that  I 
had  prepared  myself  to  do  this.  She  died  as  the  result  of  hemorrhage 
before  I  could  do  the  operation. 

The  second  death — which  induced  me  to  make  this  report — oc- 
curred after  the  application  of  the  lower  degree  of  heat,  according 
to  the  Percy  technic. 

Mrs.  D.  F.,  the  widow  of  a  physician,  aged  sixty  years.  One 
pregnancy  twenty-eight  years  previously,  was  seen  in  February, 
1915.  She  had  a  carcinoma  of  the  cervix,  too  far  advanced  for 
radical  operation.  The  palliative  cautery  operation  was  done  with 
low  heat.  Time  of  cauterization,  two  hours.  The  immediate 
effect  of  the  operation  was  good.  The  bleeding  and  the  discharge 
ceased,  and  she  left  the  hospital  about  the  tenth  day. 

Re-examination  in  April.  The  cauterized  surface  felt  and  looked 
smooth  and  was  firm;  no  bleeding  Uj^on  firm  manipulation  of  the 
surface.  But  the  rectal  examination  showed  the  tumor  mass  larger 
than  before  operation. 

I  felt  that  while  the  surface  bleeding  had  ceased,  yet  the  disease 
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was  active  and  had  continued  to  progress.  Therefore,  I  thought 
it  best  to  make  another  appHcation  of  heat,  to  get  a  destruction  of 
carcinoma  cells  farther  distant.  The  cauterization  was  extended 
to  a  period  covering  two  and  one-half  hours.  At  no  time  was  the 
heat  brought  to  a  point  to  cause  charring. 

On  the  fourth  day  incontinence  of  urine  commenced,  due  to 
separation  of  a  slough,  caused  by  the  cautery. 

f  The  patient  died  of  sepsis  on  the  eighth  day.  The  autopsy  report 
is  appended  herewith. 

But  before  including  it,  I  want  to  say,  that  personally,  I  have 
never  seen  an  instance  in  which  slightly  distant  parametria!  infiltra- 
tion had  become  lessened  after  any  cautery  operation. 

Percy  says  that  a  fixed  uterus  becomes  movable  under  the  appli- 
cation of  low  heat.  This  is  true  to  a  certain  extent,  but  it  seems 
to  me  that  he  makes  an  erroneous  deduction.  The  mobility  is 
brought  about  by  the  thickened  paracervical  tissue  being  dried  out 
by  the  heat,  and  the  cervix  itself  destroyed  by  the  action  of  heat,  so 
that  it  is  natural  that  the  uterus  itself  becomes  more  mobile,  if 
previously  fixed  by  the  indurated  base  surrounding  it.  This  is  the 
case  also  with  the  use  of  high  heat.  The  parametrial  infiltration, 
however,  a  short  distance  from  the  uterus,  does  not  become  lessened. 
So  that  there  is  nothing  new,  nor  an  iota  of  superiority,  much  less 
peculiarity,  in  the  lower  heat  degree  method.  On  the  contrary,  it 
is  inferior,  if  the  time  element  be  taken  into  consideration,  since 
high  heat  will  accomplish  the  same  result  in  one-fourth  the  time. 

PATHOLOGIC  REPORT  FROM  THE  LABORATORY  OF  THE  POST-GRADUATE 
MEDICAL   SCHOOL   AND   HOSPITAL. 

Died  4:30  A.  M.,  April  15,  1915. 

Autopsy  1:15  p.  M.,  April  15,  191 5. 

Clinical  Diagnosis: — Carcinoma  of  uterus. 

General  Inspection. — The  body  is  that  of  a  well-developed  and 
well-nourished  adult  female.  The  skin  is  white  with  a  slight  yellowish 
tinge.  There  is  abundance  of  black  hair  intermingled  with  gray 
over  the  head.  Pupils  are  equal,  round  and  dilated,  measuring 
7  mm.  in  diameter.  The  teeth  are  in  good  condition.  External 
orifices  negative.  There  is  a  slight  amount  of  purplish  hypostasis 
over  dependent  parts;  slight  degree  of  body  heat  over  chest;  rigor 
mortis  throughout.  The  chest  is  moderately  full  but  the  intercostal 
angle  is  less  than  a  right  angle.  The  upper  part  of  the  abdomen  is 
on  a  level  with  the  ensiform  but  the  lower  part  is  two  finger  breadths 
above  ensiform. 
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Main  Incision. — There  is  i  to  2  cm.  of  orange-yellow  panniculus. 
Musculature  deep  red  in  color,  moderate  amount.  The  junctures 
of  the  costal  cartilages  and  the  ribs  are  well  ossified. 

Abdominal  Cavity.- — The  intestines  are  moderately  distended  with 
gas,  bluish  red  in  color,  moist  and  glistening.  There  is  no  free 
abdominal  fluid.  In  the  pelvis  the  small  intestines  are  matted 
together  by  recent  fibrinous  adhesions.  On  separating  these  adhe- 
sions an  abundance  of  yellow  purulent  fluid  escapes,  estimated  at  80 
c.c.  This  fluid  is  localized  to  the  pelvis  by  adhesions  between  the 
intestines  and  a  thin  seminecrotic  fibrinous  membrane  which 
extends  backward  over  the  uterus.  The  uterus  is  therefore  within 
the  pus  cavity  and  has  about  it  that  purulent  exudate.  The  liver 
is  I  cm.  below  costal  margin.  At  the  lower  pole  of  the  spleen  and 
between  it  and  the  external  abdominal  wall  is  a  recently  formed 
abscess  cavity  measuring  5  cm.  in  diameter  and  filled  mth  a  yellowish 
creamy  pus.  The  diaphragm  on  the  left  side  is  at  the  fifth  inter- 
space, on  the  right  at  the  fifth  rib. 

Pleural  Cavity. — The  lungs  are  moderately  well  collapsed  and 
free.     No  increase  of  pleural  fluid. 

Pericardial  Cavity. — There  is  no  increase  of  fluid  and  both  the 
visceral  and  parietal  pericardia  are  smooth  and  glistening. 

Heart. — Weight  340  grams.  There  is  considerable  amount  of 
pericardial  fat  and  the  muscle  is  soft  and  flabby.  Tricuspid  valve 
admits  two  fingers;  flaps  negative.  Pulmonary  admits  thumb  with 
ease;  flaps  negative.  ^litral  admits  two  fingers;  flaps  negative. 
Aorta  admits  thumb  with  ease;  flaps  negative. 

Lungs.- — ^Right  lung — weight  270  grams.  It  varies  from  light 
to  deep  red  in  color;  surface  smooth;  no  areas  of  consolidation.  On 
section  bleeds  freely  and  is  aerated  throughout.  Left  lung — weight 
300  grams;  similar  in  all  respects  to  right  except  that  it  contains  a 
few  small  calcified  tubercles  in  apex. 

Liver. — Weight  1800  grams.  It  is  dark,  bluish  red  in  color, 
smooth  and  firm.  On  section  bleeds  freely.  Lobules  stand  out 
distinctly.     There  appears  to  be  a  moderate  congestion. 

Spleen. — Weight  170  grams.  The  spleen  is  deep  bluish  red  in 
color  except  for  a  yellowish  area  at  one  pole  which  forms  border  of 
abscess  above  described.  On  section  the  pulp  is  soft,  deep  red  in 
color  and  the  fibrous  trabeculae  are  quite  prominent. 

Kidneys. — Right  kidney.  Weight  350  grams.  The  surface  is 
moderately  smooth,  dark  red  in  color,  but  in  places  there  are  small 
yelloA\ish  white,  slightly  raised  areas.  The  capsule  strips  with 
some  difficulty,  being  moderately  adherent  in  scattered  areas,  and 
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exposes  a  mottled  light  to  deep  red  surface  with  small  yellow  pin- 
point nodules  distributed  over  it.  The  cut  surface  bleeds  freely,  is 
mottled  light  and  deep  red  and  has  scattered  throughout,  but 
especially  located  in  the  cortical  portion,  yellowish  areas  varying 
from  a  few  millimeters  to  i  cm.  in  diameter,  soft  in  consistency  and 
outlined  by  a  deep  red  border.  The  cortex  is  considerably  thickened 
and  poorly  demarkated  from  the  medullary  portion.  The  ureter 
is  congested,  edematous  and  somewhat  enlarged.  Left  kidney: 
weight  90  grams.  The  surface  is  indelinitely  lobulated.  The  color 
is  bright  red  and  the  consistency  is  very  soft,  almost  cystic.  The 
capsule  strips  with  slight  difficulty  and  exposes  a  light  red,  finely 
granular  surface.  On  section  the  kidney  substance  is  greatly 
thinned,  due  to  the  dilatation  of  the  pelvis,  and  measures  only  4  to 
6  mm.  in  thickness.  The  cortical  and  medullary  portions  cannot  be 
distinguished.  The  ureter  is  dilated  and  the  walls  greatly  thinned 
in  its  upper  two-thirds,  but  the  lower  third  is  constricted  and  near 
the  bladder  entrance  is  cord-like  with  no  demonstrable  lumen. 

Genitourinary  Organs. — The  vagina  contains  gauze  soaked  in  a 
yellowish-brown  fluid.  The  vaginal  walls  are  ragged  and  necrotic. 
The  finger  may  be  passed  from  the  vagina  directly  into  the  bladder 
through  an  opening  3  cm.  in  diameter.  By  directing  the  finger 
posteriorly  it  may  also  be  passed  between  the  bladder  and  the  uterus 
and  directly  into  the  peritoneal  cavity.  From  this  point  the  perit- 
onitis apparently  originated.  The  walls  of  the  bladder  are  greatly 
thickened,  measuring  i3^^  cm.,  and  the  mucous  lining  is  coated  over 
with  a  foul-smelling  brownish-red  necrotic  layer.  The  cervix  has 
largely  sloughed  away  and  presents  a  ragged  necrotic  surface.  A 
probe  may  be  passed  within  the  uterine  cavity  for  a  distance  of  33^^ 
cm.  The  uterus  measures  4)^^  cm.  in  length,  7  cm.  laterally  and 
5  cm.  anteroposteriorly.  The  walls  are  i}-^  cm.  in  thickness.  On 
section  of  the  uterus  and  bladder  a  sharp  line  of  demarkation  exists 
between  the  necrotic  tissue  adjacent  to  the  vagina  and  the  living 
tissue  above.  Along  the  iliac  vessels  are  numerous  large  and  small 
indurated  glands,  some  of  them  measuring  i3-^  cm.  in  diameter. 

Microscopic: 

Liver. — The  liver  shows  a  condition  of  marked  passive  congestion 
and  a  mild  chronic  biliary  cirrhosis  as  manifested  by  the  presence  of 
round  cells  and  a  moderate  fibrosis  about  the  bile  ducts. 

Spleen. — There  is  some  thickening  of  the  capsule  and  a  moderate 
increase  in  the  fibrous  trabeculae  but  the  most  striking  feature  is  the 
intense  congestion.  The  erythrocytes  are  in  places  so  numerous  as 
largely  to  obscure  the  normal  pulp.  The  number  of  polynuclear 
leukocytes  is  considerably  increased. 
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Right  Kidney. — The  cortex  is  swollen  and  the  glomeruli  relatively 
diminished.  The  convoluted  tubules  are  slightly  dilated.  The 
cells  are  swollen,  finely  granular  and  the  nuclei  stain  poorly.  Scat- 
tered throughout  are  small  abscesses  with  hemorrhagic  borders. 
The  centers  are  filled  with  pus  cells  and  numerous  short  Gram  nega- 
tive bacilli.  These  abscesses  are  diffusely  distributed  throughout 
all  parts  of  the  kidney  but  are  especially  numerous  in  the  cortex 
and  apparently  have  had  a  hematogenous  origin.  There  is  marked 
general  congestion  and  edema. 

Left  Kidney.- — The  cortex  is  greatly  thinned  and  the  glomeruli 
pressed  together;  many  of  them  are  hyaline.  There  is  a  diffuse 
fibrosis  which  increases  as  the  pelvis  is  approached  and  encroaches 
extensively  upon  the  tubules  so  that  their  number  is  greatly  dimin- 
ished. Lining  the  pelvis  is  a  thick  layer  of  old  dense  connective 
tissue  through  which  very  few  if  any  collecting  ducts  pass.  Scat- 
tered throughout  are  accumulations  of  round  cells. 

Bladder. — A  section  passing  upward  from  the  vagina  reveals  a 
layer  of  necrotic  tissue  below,  which  is  sharply  demarkated  from  the 
living  tissue  above.  Extending  beyond  this  area  of  necrosis,  how- 
ever, is  a  diffuse  fibrosis  with  numerous  giant  cells  scattered  through 
it,  suggesting  that  a  previous  injury  had  produced  such  an  effect. 
The  epithelial  lining  has  been  largely  denuded  and  there  is  in  its 
stead  a  congested  hemorrhagic  granulation  tissue.  The  submucosa 
is  fibrosed  and  to  a  less  extent  the  entire  muscular  wall.  Smears 
and  cultures  from  pus  in  the  anterior  culdesac  yields  numerous  colon 
bacilli. 

Uterus. — A  section  passing  upward  from  the  cervix  reveals  a 
necrotic  layer  which  extends  upward  into  the  muscular  walls  of  the 
uterus.  Beyond  this  the  tissue  does  not  appear  to  be  affected  and 
well  beyond  the  area  of  necrosis  are  nests  of  cancer  cells,  which, 
judging  from  the  presence  of  mitotic  figures,  are  still  actively  pro- 
liferating. There  does  not  appear  to  have  been  any  specific  select- 
ive action  upon  the  neoplastic  growth. 

Iliac  Glands. — Many  of  these  glands  are  extensively  invaded  with 
cancer  cells  which  present  no  evidence  of  degeneration. 

ANATOMICAL   AND   MICROSCOPICAL   DIAGNOSIS. 

Immediate  Cause  of  Death: 

Pelvic  peritonitis,    metastatic  perisplenic   abscess   and   multiple 

abscesses  of  right  kidney. 
Other  and  Contributing  Factors: 

Carcinoma  of  uterus  with  extensive  secondary  metastasis  of  pelvic 

glands. 

Sloughing  of  vaginal  walls  and  subjacent  portion  of  bladder  and 

lower  third  of  uterus. 

Old  calcified  tubercles  of  apex  of  left  lung. 

Marked  congestion  and  mild  biliary  cirrhosis  of  liver. 

Marked  congestion  and  leukocytic  infiltration  of  spleen. 

Hvdronephrosis  with  atrophy  of  left  kidney. 

(Signed)  R.  M.  Taylor. 
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Supplementary: 

Microscopic. — The  entire  uterine  wall  with  the  exception  of  a 
small  part  of  the  fundus  is  invaded  with  carcinoma.  This  invasion 
is  more  extensive  near  the  cervix  and  gradually  becomes  less  as  the 
fundus  is  approached.  The  process  has  evidently  spread  upward 
from  below  and  has  affected  the  entire  thickness  of  the  wall  from 
the  endometrium  to  the  serosa.  The  neoplastic  cells  are  irregularly 
arranged  in  large  and  small  nests  but  sometimes  occur  singly  or  in 
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Fig.  2. 


rows.  Some  of  the  larger  nests  have  broken  down  in  the  center  but 
the  cells  about  the  periphery  appear  to  be  living  and  actively  pro- 
liferating. In  some  places  there  is  a  slight  tendency  toward  a 
tubular  or  glandular  arrangement,  but  for  the  most  part  this  is  not 
manifested.  The  general  type  of  cell  is  large,  though  varying  con- 
siderably in  size,  with  a  round  or  oval  deeply  staining  nucleus  and  a 
relatively  small  amount  of  vacuolated  cytoplasm.  There  is  con- 
siderable fibrosis  which  bears  a  definite  relation  to  the  neoplastic 
invasion  and  has  evidently  resulted  from  the  stimulus  of  the  tumor 
cells.  Blood-vessels  are  moderately  numerous  and  are  engorged 
with  blood. 

At  the  lower  border  of  the  uterus  there  is  a  distinct  blue  band 
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passing  across  it  {a,  Fig.  i)  which  fades  into  the  dififuse  pink-staining 
necrotic  tissue  below  (b).  Above  is  a  narrow  hemorrhagic  zone  with 
numerous  inflammatory,  fragmenting  and  seminecrotic  cells  scat- 
tered through  it.  One  may  therefore  start  from  below  in  the  entirely 
necrotic  tissue  and  by  passing  upward  encounter  cells  in  all  degrees 
of  degeneration  until  the  apparently  uninjured  tissue  (c)  is  reached. 
The  first  intact  cells  to  be  met  with  are  the  mononuclear  and  poly- 
morphonuclear inflammatory  cells  which  undoubtedly  have  accumu- 
lated since  the  injury;  the  next  are  the  connective-tissue  cells. 
No  tumor  cells  can  be  recognized  in  this  seminecrotic  zone.  At 
several  places  (d)  the  zone  passes  directly  through  a  nest  of  tumor 
cells;  these  cells  appear  to  have  been  completely  destroyed  and  only 
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Fig.  3. 

a  mass  of  cellular  detritus  remains,  while  the  connective  tissue  on 
either  side  and  at  the  same  level  does  not  seem  to  be  so  severely 
affected  as  there  still  remain  a  few  normal-appearing  nuclei,  yet  the 
majority  show  evidence  of  fragmentation.  A  Httle  farther  inward 
this  difference  is  entirely  lost  and  the  tumor  cells  show  no  morpholog- 
ical effect  of  injury  and  are  evidently  proliferating,  as  manifested 
by  the  presence  of  mitotic  figures.  Apparently  unaffected  cancer 
nests  are  found  within  i  mm.  of  the  necrotic  portion. 

In  Fig.  2  is  shown  a  higher  magnification  of  some  such  nests, 
which  are  represented  in  Fig.  i  at  {e)  and  are  3  mm.  from  the  line  of 
demarkation  between  the  hving  and  dead  tissue.  These  cells  present 
no  morphological  evidence  of  a  degenerative  change  and  many  of 
them,  especially  those  near  the  periphery  of  the  nests,  are  in  the 
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process  of  division.  Figs.  3  and  4  which  are  a  higher  magnifica- 
tion of  selected  fields  from  the  same  cell  group  show  cells  in  the  proc- 
ess of  mitosis. 

We  come  now  to  the  practical  part  of  the  argument  as  revealed 
by  the  pathologic  report.  And  in  this  instance  the  proverb  that 
"  one  swallow  does  not  make  summer  "  does  not  hold  good.  Here  we 
have  one  carefully  studied  case,  with  consideration  of  the  therapeutic 
measures  adopted,  and  it  does  show  us  definitely  what  we  may 
expect.  The  results  of  Dr.  Percy's  experimentation  fall  to  the 
ground,  since  his  work  was  done  on  dead  tissue  (beef),  and  our  deduc- 
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Fig.  4. 

tion  rests  upon  the  action  of  heat  on  living  tissue.  We  show  with 
incontrovertible  positiveness  the  fallacy  of  believing  that  the  effect 
of  heat  applied  in  low  degrees  (so  low  that  desiccation  only  takes 
place)  and  kept  in  contact  with  the  tissue  upon  which  its  detrimental 
action  on  cell  growth  should  be  exerted  over  a  long  period  of  time, 
extends  for  any  considerable  distance  beyond  the  surface  to  which  the 
cautery  is  applied;  nor  can  it  exert  its  destroying  effect  upon  deeper 
seated  cancer  cells.  This  extensive  action  of  heat,  we  must  remem- 
ber, was  the  behef  that  we  entertained,  and  because  of  this  some — - 
particularly  Byrne — held  that  cancer  was  actually  cured  by  heat, 
even  when  past  the  stage  of  a  radical  operability  (and  this  is  the 
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salient  claim  for  Percy's  technic).  I  too  believed  in  the  correctness 
of  much  deeper  destruction  of  cancer  cells  than  the  vicinity  of  the 
cauterized  surface,  until  this  autopsy  proved  my  misconception. 
I  will  say,  however,  that  I  at  no  time  believed  that  any  case  of  cancer 
of  the  uterus,  if  the  disease  had  advanced  a  considerable  distance 
into  the  parametria,  or  if  the  pelvic  glands  had  become  invaded 
by  cancer  cells,  could  be  cured  by  heat  treatment,  despite  the 
assertions  of  others  of  this  possibility. 

I  did  not  believe  it,  because  I  have  seen  a  large  number  of  patients 
with  advanced  uterine  cancer  for  whom  I  used  the  cautery  treatment, 
and  I  have  never  seen  a  single  instance  actually  cured.  If  this  were 
possible,  I  should  have  seen,  at  least  now  and  then,  a  cure.  But 
they  all  died  in  the  course  of  time,  though  they  were  made  compara- 
tively comfortable,  and  their  life  was,  at  least  in  my  opinion,  pro- 
longed, particularly  those  in  advanced  years. 

In  the  case  of  the  patient  whom  I  am  considering,  we  had  an 
instance  in  which  a  comparatively  low  degree  of  heat  was  used — at 
no  time  sufficiently  intense  to  cause  carbonization  but  just  on  the 
border  line — and  its  action  was  continued  for  two  and  one-half 
hours — a  most  trying  procedure  for  the  operator.  And  yet,  directly 
beyond  the  "A"  zone  (see  illustration)  we  meet  with  actively  pro- 
liferating cancer  cells.  Only  quite  near,  immediately  in  contact 
with  the  "A"  zone,  the  cells  appear  destroyed.  Particular  attention 
is  called  to  the  unchanged  condition  of  the  carcinomatous  iliac  glands. 

This  one  case  alone  gives  us  positive  evidence  that  the  actual 
cautery  therapy  has  only  superficial  destructive  ability  on  cancer 
cells,  even  when  used  as  long  as  two  and  a  half  hours,  and  without 
carbonization.  And  on  this  the  main  stress  is  laid  by  Dr.  Percy 
and  others.  It  also  verifies  beyond  a  scintilla  of  doubt  the  state- 
ment made  by  me  on  several  occasions  that  in  my  opinion  the  higher 
degrees  heat  will  give  precisely  as  satisfactory  therapeutic  results, 
despite  the  carbonization,  as  the  lower  degrees.  In  fact,  one  may 
destroy  deeper  and  more  rapidly  with  it;  hence,  it  is  superior  to  use 
for  first  cauterization. 

The  only  valid  objection  to  high  degrees  of  heat  that  I  can  see  is 
the  smoke  and  the  odor  that  occur  during  the  operation.  But  this 
is  of  negligible  significance.  An  essential  advantage,  nevertheless, 
is:  One  may  finish  a  cautery  operation  in  twenty  minutes.  But 
the  greatest  advantage  is:  One  can  practically  strip  the  uterine  and 
cervical  structure,  so  as  to  leave  behind,  as  Byrne  aptly  called  it, 
"only  a  shell  of  the  uterus." 

I  had,  before  using  the  technic  advocated  by  Percy,  turned  on 
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enough  current  to  bring  the  large  dome  platinum  electrode  up  to 
white  heat  when  taken  off  the  tissue  for  the  purpose  of  examining 
the  parts  before  reapplying,  and  for  the  purpose  of  burning  off 
the  coating  of  carbon  collected  on  the  electrode.  Practical  experi- 
ence has  never  shown  any  undesirable  effect  from  this  procedure. 
And  after  all,  it  is  clinical  experience  that  gives  the  decisive  voice. 
But  when  applied  to  the  tissues  the  electrode  does  not  become  so 
heated;  the  heat  imparts  then,  as  is  evidenced  by  inspection,  only  a 
dark-to-light-red  color  to  the  electrode.  But  this  does  not  become 
lessened  so  long  as  the  current  is  kept  on,  and  that  is  what  I  want  for 
quick  destructive  work. 

After  the  electrode  has  probably  caused  a  fairly  thick  layer  of 
carbonization  structure,  I  raise  the  heat  to  a  higher  degree,  so  that 
it  becomes  a  light  red,  the  dark  red  having  been  used  in  the  beginning. 

Unquestionably  this  technic  requires  more  skill  and  better  judg- 
ment, but  it  is  also  more  interesting  and  less  monotonous  than  the 
slow  desiccation  process. 

The  making  of  manual  examinations  at  intervals,  to  determine 
how  much  has  been  burnt  out,  are  essential. 

To  Percy,  however,  much  credit  is  due  in  connection  with  the 
cautery  operation  for  uterine  cancer — so  much,  indeed,  that  it 
cannot  be  overestimated — namely:  To  have  the  abdomen  open  dur- 
ing the  operation,  which  is,  from  my  point  of  view,  more  essential 
with  the  high  heat  advocated  by  me,  than  by  his  technic.  More- 
over, the  necessity  of  having  a  thoroughly  competent  associate's 
hand  in  the  abdomen,  to  control  the  vaginal  operator's  work.  Be- 
cause of  the  rapidity  of  the  process,  the  abdominal  assistant's  work 
does  not  become  monotonous  either.  He  is  constantly  on  the  qui 
vive.  I  have  occasionally  controlled  the  electrode  myself  with  my 
left  hand,  an  assistant  aiding  my  guidance  from  below.  This  is 
really  the  most  satisfactory  method,  since  an  assistant's  hand  in  the 
abdomen  can  never  so  accurately  gauge  what  the  operator  wishes 
to  accompHsh,  as  can  the  operator's  own  hand. 

The  ligation  of  the  internal  iliac  arteries  is  also  a  good  interven- 
tion. This  was  first  suggested  and  practised  by  the  late  Dr.  Pryor, 
as  a  means  of  alleviating  the  bleeding  and  discharge  as  the  result  of 
advanced  uterine  cancer.  It  has  been  done  a  number  of  times  by 
myself  and  others,  particularly  by  Bainbridge  in  his  blocking  opera- 
tion, for  this  purpose.  The  same  is  true  for  oophorectomy.  Dr. 
Percy  did  well  to  call  attention  to  these  procedures.  And,  then, 
too,  the  improvement  that  Percy  made  on  the  cooling  specula  devised 
by  me  is  not  to  be  underestimated.     The  speculum  used  by  myself 
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is  illustrated  as  his  number  seven,  on  page  305,  American  Journal  of 
Obstetrics,  Aug.  i,  1915.  There  are  two  lengths  of  my  specula, 
and  they  have  the  advantage  of  a  cock  on  the  outflow  tube,  to  regu- 
late the  rapidity  of  the  flow  of  water,  and  always  keeping  the  specu- 
lum vacuum  filled. 

While  I  would  not  like  to  work  without  my  specula,  the  shorter 
and  larger  diameter  specula  of  Percy  are  of  great  value  in  most  cases 
of  multipara,  when  the  vagina  is  large  and  roomy.  With  cooling 
specula,  there  is  not  the  slightest  danger  of  ever  injuring  structures 
in  the  vagina  or  the  vulva,  not  intended  to  be  destroyed. 

Danger  of  the  structure  being  injured  by  high  degrees  of  heat,  as 
the  bladder,  rectum  and  ureters,  is  always  present  when  the  elec- 
trode is  in  the  hands  of  one  not  accustomed  to  such  work;  but  in 
the  hands  of  a  competent  man,  the  risk  is  very  slight,  especially 
when  the  rule  of  removing  the  cautery-point  for  the  making  of 
examinations  is  followed  and  a  competent  observer  has  his  hand 
in  the  abdomen.  That  the  lower  degrees  of  heat  are  likewise  risky 
in  this  respect  is  shown  by  the  result  of  our  autopsy. 

It  takes  from  one  to  two  weeks  for  the  separation  and  throwing  oflE 
of  the  charred  eschar.  Then  more  or  less  bloody  oozing  begins  to 
manifest  itself  from  the  raw  surface.  Acetone,  applied  as  advised 
by  Dr.  George  Gellhorn,  overcomes  this.  Or  one  may  use  a  strip 
of  styptic  gauze  to  pack  the  cavity. 

But  better  still  when  the  eschar  has  been  separated  completely — 
indeed,  the  ideal  finishing  treatment  with  heat  is  this:  The  desicca- 
tion of  the  cavity  with  low  heat,  without,  however,  the  reopening  of 
the  abdomen,  since  the  application  of  the  low  heat  need  not  be 
employed  longer  than  about  twenty  minutes,  to  bring  about  satis- 
factory desiccation.  Although  I  have  reopened  the  abdomen  to  do 
the  secondary  desiccation,  I  do  not  find  it  imperative  in  the  average 
case.  One  must  not  use  force  in  applying  the  electrode  then, 
because,  if  the  main  operation  has  been  thoroughly  done,  the  walls 
of  the  uterine  shell  are  thin.  I  prefer  this  finishing  operation  to 
anything  else  and  invariably  employ  it,  if  I  may  do  so. 

While  the  therapeutic  value  of  radium  in  the  treatment  of  cancer 
may  be  doubted  by  many,  still  there  is  so  much  evidence  from  men, 
both  here  and  abroad  whose  judgment  cannot  be  doubted,  testifying 
to  its  curative  effect,  that  it  is  my  belief  that  more  or  less  benefit 
may  be  obtained  in  some  cases.  Personally  I  have  never  seen  more 
than  temporary  benefit.  This,  however,  was  in  the  instances  in 
which  I  used  radium  alone. 

It  is  for  this  reason  that  1  would  add  the  use  of  radium  as  an 
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additional  therapeutic  agent  after  the  final  treatment — the  desicca- 
tion treatment — has  been  given.  I  commend  it  particularly  since 
it  can  do  no  harm  if  properly  used,  and  it  may  be  of  much  benefit. 

One  may  use  75  milligrams  of  radium,  twenty-four  successive 
hours  through  a  filter,  placed  in  a  rubber  capsule,  the  capsule  being 
placed  directly  in  the  burnt-out  cervicouterine  cavity,  held  in  place 
by  gauze  packing,  and  left  in  twenty-four  hours  without  seeing 
burns  caused.     I  believe  therefore  that  it  is  safe  to  leave  it  so  long. 

One  word  of  precaution.  Since  my  experience  with  a  secondary 
fatal  hemorrhage,  I  do  not  allow  these  patients  to  leave  constant 
supervision  until  after  the  carbonized  or  charred  eschar  has  been 
thrown  oft"  and  when  I  feel  confident  that  there  is  no  further  danger 
of  secondary  hemorrhage.  They  may  be  up  and  about  as  much  and 
as  soon  as  they  wish  after  the  operation.  In  fact,  I  encourage  them 
to  be  out  of  bed  to  get  fresh  air,  so  as  not  to  make  them  bed-invalids. 

It  must  be  obvious  then  that  high  heat  and  low  heat  should  be 
used  to  bring  about  the  best  results  obtainable  from  the  heat  treat- 
ment for  uterine  cancer  that  is  too  far  advanced  for  radical  operation. 

To  the  late  John  Byrne,  of  Brooklyn,  all  credit  is  due  for  bringing 
the  actual  cautery  treatment  to  our  attention.  To  Percy  is  due 
the  credit  for  enabling  us  to  use  heat  more  thoroughly  and  with 
greater  safety,  by  calling  our  attention  to  the  opening  of  the  abdomen 
and  having  one  competent  to  guide  our  work  with  his  hand  in  the 
abdomen. 

39  East  Sixty-ftrst  Street. 


CONTRACTION  RING  DYSTOCIA.* 

BY 

PAUL  T.  HARPER,  M.  D., 

Albany,  New  York. 

It  is  not  the  purpose  of  the  writer  to  enter  into  a  complete  discus- 
sion of  a  complication  of  labor  to  which  the  above  name  has  been 
given.  Such  an  exposition  would  require  careful  preliminary  in- 
vestigation and  review  of  available  literature  that  neither  the  time 
given  for  preparation  nor  that  allowed  for  presentation  would  allow. 
Further,  proof  both  valid  and  convincing  that  tonic  and  isolated 
contraction  of  Bandl's  ring  is  an  entity  would  have  to  be  adduced, 
for  eminent  authorities  have  even  claimed  that  the  condition  does 
not  exist. 

*  Read  at  a  meeting  of  the  Societ}'  of  the  Alumni  of  the  Sloane  Hospital  for 
Women,  October  22,  1915. 
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What  follows  has  been  suggested  by  an  observation  of  ten  cases 
of  definitely  obstructed  labor  associated,  in  each  instance,  with  tonic 
contraction  of  the  ring.  To  them  the  familiar  term  contraction  ring 
dystocia  is  applied  for  in  each  the  tonic  contraction  of  the  ring  made 
further  spontaneous  progress  in  labor  impossible;  and  only  by  the 
elimination  of  the  ring  as  a  cause  of  obstruction  (in  some  it  was  not 
the  only  cause)  could  labor  be  made  to  terminate  with  minimum 
danger  to  mother  and  child.  Further,  in  each  the  ring  was  found  in 
tonic  contraction  in  the  absence  of  a  like  condition,  though  with 
more  or  less  retraction  of  the  upper  or  active  uterine  segment. 

In  reporting  the  cases,  in  addition  to  the  essential  data,  mention 
will  be  made  only  of  the  respects  in  which  they  departed  from  the 
normal  or  usual  in  history,  the  obstetric  physical  examination,  and 
the  course  of  labor  up  to  the  time  of  discovery  of  the  ring. 

All  temperamental  types  were  represented  among  the  patients 
though  the  neurotic  predominated.  No  case  presented  pelvic  de- 
formity, associated  pathological  conditions  of  the  generative  tract, 
or  a  degree  of  disproportion  that  ordinarily  would  be  considered  un- 
favorable. Each  patient  was  delivered  as  soon  as  the  obstruction 
was  discovered;  beginning  spontaneous  relaxation  of  the  ring  under 
ether  to  the  surgical  degree  was  awaited  and  its  dilatation  was  com- 
pleted manually,  when  the  operative  treatment  suited  to  the  ac- 
companying abnormality  of  presentation  or  position  was  carried  out. 
There  were  three  stillbirths;  two  of  the  children  (i  and  5)  were  lost 
in  extraction;  the  third  (7)  was  dead  when  the  case  was  seen  in  con- 
sultation. Two  children  died  within  twenty-four  hours;  one  (i) 
from  septicemia  ("colon  bacilli  in  the  circulating  blood")  and  the 
other  (5)  from  prematurity  and  shock.  The  maternal  mortality 
was  nil;  the  puerperium  in  each  case  was  febrile. 

With  the  foregoing  abstract  and  brief  summary  of  cases  as  a  basis, 
but  a  single  feature  of  contraction  ring  dystocia,  namely,  the  symp- 
tom-complex and  clinical  picture,  will  be  taken  up. 

Premature  rupture  of  membranes  and  the  irritating  effects  of  intra- 
uterine manipulations  and  of  oxytoxic  agents  more  or  less  readily 
explain  the  subsequent  appearance  of  the  obstruction.  Though  in 
five  of  the  cases  (i,  6,  7,  8,  9)  labor  was  dry,  in  two  of  the  most 
typical  (2  and  5)  the  membranes  remained  intact  throughout  labor 
and  were  ruptured  artificially  when  delivery  was  made.  Though  a 
hydrostatic  dilator  was  employed  in  one  case  (i),  the  particular 
indication  for  the  procedure,  namely,  cessation  of  pains  with  the 
cervix"  two  fingers  and  internal  os  obliterated,"  and  the  observation 
that  the  presenting  part  did  not  distend  the  os  at  the  time  of  intro- 
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duction,  possibly  suggest  the  presence  of  obstruction  already  set  up. 
Though  quinine  and  pituitrin  had  been  administered  freely  in 
one  (3),  the  very  employment  of  the  medication  is  evidence  that  to 
the  physician  in  charge  of  the  case  labor  seemed  already  obstructed; 
and  the  fact  that  pains  were  atypical  before  administration  and  sub- 
sequently were  influenced  "in  no  apparent  way"  by  it  would  suggest 
the  frank  breech  presentation  as  a  more  logical  predisposing  or  ex- 
citing cause  of  the  dystocia  than  the  particular  treatment  he  saw 
fit  to  apply. 

The  contractions  associated  with  ring  obstruction  are  usually 
described  as  "painful."  They  are  not  invariably  so.  In  two  of  the 
ring-in-front  cases  (2  and  5),  the  patients  professed  to  have  suffered 
less  than  in  earlier  labors  and  one  (5)  was  delivered  in  the  presence 
of  pains  progressively  decreasing  in  frequency  and  intensity.  With 
the  ring  behind  the  presenting  part,  more  or  less  of  the  pelvic  cavity 
is  encroached  upon  and  subjected  laterally  to  continued  pressure  of 
greater  or  less  degree.  Obviously,  in  direct  proportion  to  the  extent 
to  which  these  conditions  obtain,  the  contractions  will  be  "painful." 
Equally  as  striking  as  the  occurrence  of  intermittent  though  "pain- 
ful" contractions  (and  such  in  general  are  their  characteristics,  at 
least  until  obstruction  has  been  completely  set  up)  is  the  appearance 
of  "pain  "  atypical  of  the  stage  of  labor  in  which  it  appears.  In  one 
(4),  labor  began  with  a  single  "severe"  and  long-continued  pain;  in 
another  (6),  they  were  "frequent,  severe  and  propulsive"  from  the 
onset;  and  in  a  third  (10),  pains  identical  wdth  the  latter  appeared 
suddenly  eight  hours  after  the  onset  of  labor  when  dilatation  had 
progressed  but  little  and  while  the  membranes  were  still  intact  and 
persisted  for  two  hours,  when  they  gradually  assumed  more  normal 
characteristics.  Further  illustrations  of  abnormalities  are  as  follows : 
in  one  case  (8),  an  intense  backache  persisted  from  the  rupture  of 
the  membranes  until  the  onset  of  labor  four  hours  later;  in  another 
(9),  a  vaginal  examination  to  determine  dilatation  of  the  cervix  and 
thickness  of  the  lower  uterine  segment  was  possible,  on  account  of 
intense  pain,  only  with  the  employment  of  anesthesia  to  the  surgical 
degree. 

The  foregoing  facts,  combined  with  the  occurrence  of  the  condition 
in  patients  more  or  less  neurotic,  would  at  least  make  reasonable  eth 
assumption  that  faulty  innervation  of  the  uterine  musculature  or 
irregular  stimulation  of  an  orderly  nerve  supply  are  etiological  fac- 
tors to  be  considered.  Since  the  complication  did  not  recur  in  a 
second  pregnancy  in  one  (10)  and  had  not  occurred  in  a  previous 
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pregnancy  in  another  (5),  it  is  reasonable  to  assume  that  quite  nor- 
mally innervated  uterine  muscle  acted  improperly. 

Persistent  recession  of  the  presenting  part  is  ordinarily  associated 
with  a  sudden  and  serious  complication,  the  symptoms  of  which  rap- 
idly assume  such  proportions  that  the  mere  fact  that  the  presenting 
part  has  receded  is  lost  sight  of.  But  the  part  could  recede  with  the 
uterine  muscle  intact  if  the  force  pressing  it  up  (or  preventing  it  from 
coming  down)  were  stronger  than  that  directing  it  downward.  In 
a  vertex  presentation,  excessive  lateral  pressure  exerted  by  a  con- 
tracting zone  of  circular  muscle  fibers  about  the  shoulder  girdle  in 
advance  (that  is,  toward  the  occiput)  of  the  bisacromial  diameter, 
would  raise  the  part  upward  as  long  as  the  force  continued  active  or, 
in  terms  of  the  condition  at  hand,  until  the  constriction  at  the  neck 
was  reached.  Then,  unless  the  lower  uterine  segment  were  to  re- 
tract to  the  same  degree,  the  presenting  part  would  have  receded 
from  the  external  os  and  would  fail  to  distend  it  not  only  when  the 
uterus  was  inactive  but  also  at  the  height  of  a  contraction,  if  the  cir- 
cular grasp  were  strong  enough.  Consider  the  same  constricting 
force  brought  to  bear  upon  the  head  in  advance  of  its  greatest  trans- 
verse diameter.  The  inevitable  result  will  be  the  upward  displace- 
ment of  the  presenting  part,  amotion  that  will  continue  as  long  as  the 
force  is  active  or  until  the  head  is  raised  above  the  constriction. 
Whether  or  not  the  presenting  part  becomes  disengaged  as  a  result 
of  the  recession  will  depend  upon  the  relation  of  the  zone  of  contrac- 
tion to  the  plane  of  the  pelvic  inlet.  If  disengaged,  subsequent  mal- 
presentation  and  malposition  are  possible.  Should  they  occur, 
neither  spontaneous  correction  could  follow  nor  artificial  be  made 
while  the  constricting  force  continued  to  act. 

To  the  satisfaction  of  the  writer  four  of  the  cases  illustrate  reces- 
sion and  at  least  one  aspect  of  malpresentation.  In  one  (4),  moder- 
ate recession  of  the  presenting  part  at  the  height  of  a  uterine  con- 
traction was  noted.  Search  revealed  the  presence  of  a  tonically 
contracted  ring  behind  the  part  and  delivery  was  made.  In  another 
(10).,  a  like  condition  was  found  and  examination  under  anesthesia 
was  suggested,  but  declined.  Delivery  was  accomplished  sixteen 
hours  later  when  anesthesia  failed  to  relax  the  ring  sufficiently  to 
permit  of  delivery  of  a  live  child.  In  case  5,  six  hours  after  the  onset 
of  labor  presentation  was  found  transverse  (L.  Sc.  P.)  with  foot,  hand 
and  cord  palpable  through  an  external  os  of  ''3-!-  "  and  the  bulging 
membranes  in  contact  with  it.  (Presentation  and  position  two 
weeks  earlier  were  as  follows:  vertex;  L.  O.  A.,  in  midpelvis.)  A 
thorough  attempt  at  external  cephalic  version,  even  under  anesthesia, 
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was  made  and  failed:  the  head  could  not  be  brought  down  to  the 
pelvic  inlet.  Similar  results  attended  an  attempt  at  podalic  version. 
Exploration  of  the  lower  uterine  segment  at  the  time  of  attempted 
version  was  not  made  for  fear  of  rupture  of  the  membranes,  which 
reached  to  the  external  os.  With  gradual  cessation  of  pains  and  lack 
of  further  dilatation  of  the  external  os,  a  thorough  vaginal  examina- 
tion was  made  six  hours  later.  The  tonically  contracted  ring  was 
found  in  advance  of  the  presenting  part  and  delivery  made  at  once. 
In  this  connection,  case  2  is  of  especial  interest.  The  patient  was  in 
the  hospital  throughout  her  labor  and  in  bed  the  greater  part  of  the 
time;  pains  were  typical  and  the  membranes  remained  intact.  The 
examinations  in  this,  a  service  case,  were  made  by  a  resident  obstet- 
rician. The  results  are  accepted  and  were  as  follows:  two  hours 
after  the  onset  of  labor;  vertex,  L.  O.  A,  in  midpelvis;  cervix  "2-\- 
—  obliterated:"  eight  hours  after  the  onset;  transverse,  L.  Sc.  R., 
with  cord,  knee  and  hand  palpable  behind  the  membranes  bulging 
moderately  through  the  firmly  contracted  ring;  cervix  "4  — obliter- 
ated," lower  uterine  segment  empty.  The  patient  was  delivered  at 
once.  The  last  case  is  presented  simply  as  one  of  contraction  ring 
dystocia  with  which  there  was  associated  a  transverse  presentation. 
The  malpresentation  occurred  during  labor;  it  can  be  accounted  for 
by  nothing  done  to  or  by  the  patient;  the  lower  uterine  segment  that 
the  presenting  part  filled  early  in  labor  was  found  empty  at  delivery; 
obviously  the  presenting  part  was  displaced,  by  what  we  are  unable 
to  say,  and  speculation  is  unfair. 

In  no  case  did  there  appear  a  transverse  furrow,  or  could  such  a 
depression  be  palpated,  along  the  anterior  abdominal  wall  above  the 
symphysis.  It  is  evident  that,  if  such  a  furrow  existed,  it  could  be 
seen  and  palpated  externally  only  if  located  along  the  anterior  uterine 
wall  in  the  first  place  and  above  the  level  of  the  symphysis  in  the 
second.  The  ring  forming  behind  the  presenting  part,  if  the  latter 
were  to  occupy  the  midpelvis,  would  scarcely  reach  such  a  level. 
When  forming  in  front,  it  would  tend  to  be  maintained  at  the  lower 
level  because  of  the  pressure  downward  upon  it  of  practically  the 
entire  uterine  contents.  Could  the  ring,  through  forming  below  the 
level  of  the  symphysis,  be  raised  sufiiciently,  the  furrow  might  become 
both  visible  and  palpable.  There  is  only  one  force  in  response  to 
which  the  ring  could  rise  and  that  force  is  progressive  retraction  of 
the  active  upper  uterine  segment.  But  the  ring  is  in  tonic  contrac- 
tion; it  has  firmly  applied  itself  to  the  irregularities  of  the  frank  breech 
or  possibly  has  set  itself  up  about  the  child's  neck ;  retraction  cannot 
be  progressive  for  the  reason  that  the  junction  between  the  upper 
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and  lower  uterine  segments  remains  fixed  at  some  point  along  the 
fetal  body,  and  the  ring  cannot  rise.  If  it  could,  the  objective  signs 
would  be  positive  only  to  the  extent  to  which  retraction  of  the  upper 
segment  had  progressed. 

In  view  of  the  foregoing,  it  is  not  surprising  that  the  assertion  is 
made  that  in  no  case  was  tonic  uterus,  or  even  an  approach  to  it, 
noted.  The  clinical  picture  of  the  condition  is  familiar:  the  upper 
uterine  segment  thickened,  hard  and  roughly  spherical  in  shape  with 
all  irregularities  of  the  fetal  outline  obliterated;  the  more  or  less 
cylindrical  lower  uterine  segment  thinned  out  and  elongated,  and 
the  characteristic  angulation,  less  properly  called  a  furrow,  separat- 
ing the  two  segments  of  different  shapes.  None  of  these  character- 
istics appeared  nor  is  it  reasonable  to  presume  they  should  have  for 
the  maximum  of  retraction  is  possible  only  as  the  uterine  outlet  is 
dilated  or  dilatable,  or,  in  other  words,  until  as  far  as  the  uterus  is 
concerned  there  is  no  obstacle  to  advance  of  the  child  through  the 
cervix.  The  tonically  contracted  ring  made  such  progress  not  only 
impossible  but  also  held  the  child  tightly  within  the  uterine  cavity. 
There  was  retraction  and  it  varied  in  intensity  with  the  character  of 
the  abnormalities  of  presentation  and  position.  The  degree  to  which 
it  had  progressed  was  interpreted  as  a  measure  of  the  spontaneous 
attempt  at  overcoming  the  obstruction.  When  the  efforts  were 
unsuccessful,  the  muscle  rested  but  with  more  or  less  ineffectual 
retraction  remaining,  and  labor  became  obstructed.  This,  rather 
than  the  transition  to  tonic  uterus,  is  the  course  of  contraction  ring 
dystocia  that  case  6  well  illustrates.  With  a  definite,  primary  cause 
of  obstructed  labor  (namely,  L.  M.  P.),  tonic  uterus  did  not  develop 
though  labor  was  not  terminated  until  quite  twenty-four  hours 
after  the  probable  onset  of  its  second  stage,  when  the  upper  seg- 
ment was  found  relaxed  and  version,  performed  subsequent  to 
dilatation  of  the  ring,  was  easy. 

The  characteristics  of  the  ring  in  tonic  contraction  are  familiar. 
It  completely  surrounds  as  a  circle  the  interior  of  the  uterine  cavity, 
or  stands  out  as  a  transverse  or  oblique  crescentic  ledge  along  one 
or  more  of  the  walls  as  more  or  less  of  the  circular  fibers  are  in- 
volved; its  prominence  and  the  ease  with  which  it  can  naturally 
or  artificially  be  overcome  depend  upon  the  intensity  of  contraction 
of  the  fibers  composing  it.  As  far  as  the  uterus  is  concerned,  its 
location  is  between  the  active  upper  and  passive  lower  segments; 
its  location  along  the  child's  body  varies  with  the  part  of  the  latter 
in  relation  to  the  ring  at  the  time  of  its  appearance;  and,  when 
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once  set  up,  its  position,  both  as  far  as  uterus  and  child  are  con- 
cerned, remains  fixed. 

Finally,  a  single  conclusion  it  is  hoped  may  be  drawn  from  what 
has  preceded.  For  it  has  been  written  with  a  firm  conviction  of  the 
variability  of  what  must  be  termed  a  symptom  complex  of  contrac- 
tion ring  dystocia  and  the  unreliability  of  any  physical  signs  other 
than  those  referable  to  the  ring  itself. 

It  is  presented  with  the  hope  of  inspiring  added  interest  in  a  com- 
plication of  labor  of  which  there  is  no  unfailing  symptom  other  than 
obstruction  and  no  invariable  physical  signs  other  than  those  of  the 
ring  in  tonic  contraction  and  the  upper  uterine  segment  retracted 
to  greater  or  less  degree. 

It  has  been  inspired  by  the  writer's  firm  belief  in  the  importance  of 
contraction  ring  dystocia  as  a  complication  of  labor.  The  basis  for 
such  a  conviction  it  is  hoped  will  be  apparent  in  the  following  state- 
ment of  the  writer's  views: 

Tonic  and  isolated  contraction  of  Bandl's  ring  is  not  only  a  possible 
but  also  a  not  infrequent  cause  of  dystocia. 

It  is  usually  associated  with  and  secondary  to  other  causes  of 
prolonged  and  obstructed  labor.     The  etiology  may  be  obscure. 

It  is  a  major  obstetric  complication.  The  dangers  to  the  child 
are  those  of  intrauterine  asphyxia  from  continued  pressure  when  the 
condition  is  unrecognized  or  allowed  to  persist  indefinitely,  and  shock 
and  asphyxia  from  attempts  at  operative  delivery.  The  fetal  mor- 
tality is  high.  The  dangers  to  the  mother  are  those  common  to  all 
operative,  obstetric  procedures.  The  maternal  mortality  should  be 
low.     The  dangers  of  tetanus  uteri  are  remote. 

There  is  no  unfailing  symptom  other  than  obstruction. 

The  only  positive  signs  are  those  obtained  as  a  result  of  careful 
vaginal  and  lower  uterine  segment  exploration. 

Contraction  ring  dystocia  is  to  be  suspected  in  cases  of  second  stage 
delay  where  all  other  causes  of  dystocia  have  been  eliminated  or 
where  those  that  persist  cannot  of  themselves  explain  the  obstruction, 
and  search  for  the  ring  made  at  once. 

Success  in  treatment  depends  upon  early  recognition  of  the  tonic- 
ally  contracted  ring,  upon  the  early  disappearance  of  the  structure, 
and  upon  the  early  application  of  conservative  methods  of  operative 
delivery. 

355  State  Street. 
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the  treatment  of  uterine  hemorrhage  by  the 
rOntgen  ray.* 

BY 

JAMES  ALBERT  CORSCADEN,  M.  D., 

New  York  City. 

So  much  has  been  written  of  a  controversial  nature  regarding 
the  employment  of  this  method  in  uterine  bleeding  that  contributions 
from  all  quarters  are  welcome  until  all  the  indications  and  counter- 
indications  can  be  reasonably  determined.  The  present  remarks 
are  presented  from  the  standpoint  of  the  surgeon  employing  the 
Rontgen  rays  as  an  agent  along  with  others  and  in  general  follow 
this  argument:  (i)  The  causes  of  uterine  hemorrhage  may  be  divided 
into  two  classes,  (a)  those  peculiar  to  the  uterus,  being  the  causal 
factors  of  normal  or  pathological  menstrual  flow,  (b)  those  common 
to  all  parts  of  the  body  regardless  to  sex.  (2)  Menstruation  is  de- 
pendent upon  the  presence  of  a  corpus  luteum.  (3)  The  Rontgen 
rays  destroy  the  follicle  apparatus  of  the  ovary  and  thus  automat- 
ically cause  menstruation  to  cease.  (4)  On  the  production  of  this 
artificial  menopause  depends  the  practical  application  of  the  Rontgen 
rays  in  the  treatment  of  uterine  hemorrhage. 

Concerning  the  factors  which  cause  the  normal  menstrual  flow 
there  are  in  general  three  theories:  (i)  that  it  is  due  to  local  cyclic 
changes  and  independent  of  the  rest  of  the  body,  (2)  that  the  changes 
in  the  endometrium  occur  under  the  influence  of  other  organs  in  the 
body  acting  by  means  of  chemicals  carried  through  the  circulation  or 
(3)  by  means  of  nervous  stimuli  transmitted  through  the  sympa- 
thetic system. 

Since  the  publications  of  Meyer  and  others,  there  is  no  doubt 
that  the  cyclic  changes  in  the  endometrium  follow  closely  and  depend 
on  the  changes  in  the  corpora  lutea  (15,  16,  6,  7,  8,  9,  17,  18,  19,  22, 
23,  24).  The  time  relationship  between  the  two  need  not  interest 
us  here.  That  this  action  is  chemical  and  due  to  substances  acting 
through  the  circulation  is  shown  by  those  cases  of  castration  where 
autogenous  transplantation  of  the  ovaries  has  been  f  ollow^ed  by  men- 
strual flow(i4,  26,  27)  and  by  the  experiments  of  Fellner(3,  4)  and 

*  Read  at  a  meeting  of  the  Society  of  the  Alumni  of  the  Sloane  Hospital  for 
Women,  October  22,  191 5. 
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Frank (3 1 )  who  have  produced  in  castrated  animals  by  intravenous  in- 
jection of  extract  of  corpus  luteum  changes  in  the  endometrium 
which  simulate  those  of  a  normal  premenstrual  membrane. 

The  changes  which  in  normal  menstruation  the  endometrium 
undergoes  are  described  by  Hitschmann  and  Adler(i2,  13),  who  give 
four  characteristic  pictures  representing  the  postmenstrual,  inter- 
menstrual, premenstrual  and  menstrual  types  of  endometrium. 
Microscopic  sections  of  curetings  of  the  normal  endometrium  vary  so 
that  a  determination  of  the  condition  of  an  endometrium  by  micro- 
scopic examination  cannot  be  made  without  the  statement  of  the 
period  in  the  menstrual  cycle  at  which  the  curettage  was  done. 

In  abnormal  menstruation,  that  is,  bleeding  from  the  uterus  which 
does  not  contain  a  tumor  or  other  gross  lesion,  the  same  three  etio- 
logical factors  are  discussed.  That  the  bleeding  is  not  due  primarily 
to  changes  in  the  endometrium  is  shown  well  by  Hitschmann  and 
Adler(i3),  who  cite  the  similarity  between  the  so-called  hyperplas- 
tic or  chronic  endometritis  and  the  premenstrual  or  early  menstrual 
endometrium.  They  well  point  out  that  chronic  endometritis  is  a 
pathological  rarity  and  that  the  only  conclusion  which  can  safely  be 
drawn  from  a  study  of  such  an  endometrium  is  that  it  is  the  site  of 
hemorrhage.  Moreover,  the  great  glandular  proliferation  of  adeno- 
carcinoma is  rarely  accompanied  by  any  but  a  dribbling  hemorrhage, 
while  the  greatly  swollen  membrane  seen  in  congenital  cervical 
stenosis  characteristically  hardly  bleeds  at  all. 

That  the  mechanical  effects  of  arteriosclerosis  and  of  fibrosis  of  the 
uterine  muscle  are  more  than  contributory  is  made  doubtful  by 
comparing  a  series  of  nonbleeding  and  bleeding  uteri  from  women 
of  the  same  age  when  it  is  found  that  the  incidence  of  fibrosis  is  about 
the  same  in  each(28).  Further,  metrorrhagia  is  not  a  symptom  of 
high  arterial  tension. 

The  positive  proof  of  the  activity  of  the  corpus  luteum  in  this  type 
of  bleeding  is  given  in  the  injection  experiments  mentioned  above. 

Hemorrhage  caused  by  factors  common  to  all  parts  of  the  body, 
trauma,  passive  and  active  congestion,  and  ulceration  is  of  interest 
from  the  standpoint  of  Rontgen  ray  therapy  in  hardly  any  condition 
save  benign  tumors  (fibromyomata  of  the  uterus).  Passive  con- 
gestion due  to  the  pressure  of  the  tumor  on  the  submucous  layer  of 
veins  will  cease  if  the  menopause  occurs,  while  the  bleeding  from  an 
ulcerated  or  pedunculated  fibroid  will  often  continue. 

The  action  of  the  Rontgen  rays  is  photochemical.  The  rays  are 
similar  to  light,  have  a  spectrum,  induce  secondary  radiations  in 
other  bodies  and  act  by  being  converted  from  one  form  of  energy 
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into  another,  physical  or  chemical,  just  as  sunlight  striking  a  black 
surface  becomes  converted  into  heat  and  acting  on  certain  silver 
salts  converts  them  into  silver  oxide.  This  chemical  action  of  the 
Rontgen  ray  depends  on  the  absorption  power  of  the  element  affected 
and  follows  very  closely  its  atomic  weight. 

In  living  tissue  this  chemical  action  is  peculiar  in  that  the  agent 
reaches  its  object  without  depending  on  the  intervening  structure  for 
transportation  as  do  soluble  agents  in  the  blood  stream.  For  this 
reason  it  is  understandable  how  the  nucleus  which  contains  the  heavy 
elements  of  the  cell  can  be  effected  without  injury  to  the  cyto- 
plasm(ii).  Since  the  nucleus  is  the  seat  of  life  and  reproduction  of 
the  cell  (29),  it  is  these  properties  which  are  effected  by  the  Rontgen 
rays,  while  the  cell  permeability  and  secretive  function(2)  remain 
unchanged  until  the  nucleus  becomes  altered.  The  change  resulting 
from  mild  doses  is  increased  mitosis  and  actual  increase  in  number  of 
cells,  seen  best  when  the  lymphocytes  are  increased  by  the  Rontgen 
ray.  Large  doses  continue  this  nuclear  division,  until  it  becomes 
lawless  and  results  in  pyknosis  and  death  of  the  cell. 

The  cells  which  are  susceptible  to  the  Rontgen  rays  are,  in  order, 
the  lymphocytes  in  the  blood  stream,  the  ovum  and  follicle  apparatus, 
bone  marrow,  spleen,  parenchymatous  glands,  connective  tissue  and 
bacteria.  The  action  on  the  ovary  is  rapid.  Reifferscheid(2i) 
saw  pyknosis  in  the  rat's  ovary  three  hours  after  a  moderate  exposure 
and  extensive  degeneration  twenty-four  hours  after  a  strong  exposure. 
He  showed  that  an  injured  ovum  did  not  recover  and  that  ovulation 
could  not  be  resumed  by  regeneration  but  only  through  the  maturing 
of  primorial  ova  which  had  not  been  injured,  since  the  ovum  is  a 
congenital  cell  and  not  the  product  of  cell  division  like  the  sper- 
matozoon. The  more  mature  the  follicle  is,  the  more  easily  it  is 
destroyed,  the  primordial  follicle  in  young  women  being  extremely 
resistant. 

The  effect  of  Rontgen  rays  on  menstruation  then  depends  on  the 
number  of  follicles  which  have  been  destroyed.  If  nearly  all  of  them 
are  gone  amenorrhea  will  be  permanent,  if  only  a  few  of  the  mature 
follicles  are  destroyed  the  amenorrhea  will  persist  until  the  younger 
follicles  develop.  So  then,  by  regulating  the  dosage  we  can  produce 
an  amenorrhea  of  almost  any  degree,  failure  being  dependent  only 
on  our  inability  to  estimate  the  dosage  required.  An  occasional 
effect  of  a  mild  exposure  seen  in  women  with  a  continuous  metror- 
rhagia is  the  appearance  of  several  scant  periods  at  more  or  less 
regular  intervals  and  of  short  duration. 

The  clinical  application  of  the  above  principles,  which  are  so  well 
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demonstrated  as  to  amount  almost  to  laws,  is  directed  toward  two 
conditions:  (i)  metrorrhagia  in  the  grossly  negative  uterus  and  (2) 
fibromyomata. 

In  the  first  condition  there  are  two  types,  (a)  occurring  in  women 
near  the  menopause  and  (b)  those  below  that  age,  particularly  young 
girls  at  or  shortly  after  the  establishment  of  the  menses.  In  the 
former  a  permanent  amenorrhea  is  established  unless  there  be  a 
psychosis  or  other  counterindication  to  the  production  of  the  meno- 
pause. The  youngest  arbitrary  age  at  which  this  degree  of  treat- 
ment may  be  given  is  thirty-eight.  The  menopause  differs  but  little 
from  that  which  occurs  normally,  save  that  the  onset  of  the  symptoms 
is  more  rapid  and  the  duration  shorter.  The  results  are  as  might  be 
expected  if  the  above  principles  be  accepted,  100  per  cent, 
amenorrhea. 

The  problem  in  the  younger  women  is  more  difficult.  Here  a 
permanent  menopause  would  be  disastrous.  With  precise  methods 
and  modern  apparatus,  however,  a  temporary  or  partial  amenorrhea 
may  be  induced  by  so  graduating  the  dose  as  to  destroy  only  the 
more  mature  follicles.  There  is  but  one  objection  to  this  procedure, 
namely,  the  possibility  that  an  ovum  only  slightly  injured  by  the 
Rontgen  rays  might  subsequently  become  impregnated  and  owing 
to  this  injury  develop  into  a  defective  individual.  Since  Reiffer- 
scheid  has  shown  that  an  injured  ovum  does  not  recover,  since  there 
have  been  several  cases  reported  in  which  the  resulting  child  has  not 
been  defective,  and  since  experiments  on  animals  have  shown  that 
offspring  from  exposed  animals  are  not  inferior  to  those  of  the  con- 
trols, I  believe  that  the  procedure  in  careful  hands  may  be  safely 
carried  out.  Because  of  the  objection  mentioned,  I  have  only 
recently  treated  such  cases,  one  in  a  woman  of  thirty-four  (a  bleeder) 
and  one  in  a  woman  of  thirty-five  who  refused  hysterectomy  for 
fibroid.  The  first  had  an  amenorrhea  of  three  months  followed  by 
scant  periods  up  to  the  present,  the  second  had  scant  regular  periods 
for  six  months  and  began  to  flow  profusedly  when  treatment  was 
resumed  with  result. 

The  production  of  the  menopause  where  benign  tumors  exist  offers 
little  difficulty  unless  they  are  ulcerating  or  pedunculated,  when  the 
hemorrhage  not  being  dependent  on  the  menstrual  excitant  may  per- 
sist after  menstruation  has  ceased. 

It  is  for  this  reason  that  ''cures"  of  fibromomata  have  been  only 
85  per  cent,  as  against  100  per  cent,  in  the  simple  metrorrhagia,  a 
cure  indicating  the  establishment  of  amenorrhea  or  oligomenorrhea 
with  the  shrinkage  of  the  mass  to  insignificant  proportions.     This 
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shrinkage  is  due  to  the  same  causes  which  obtain  in  normal  meno- 
pause, as  well  as  to  the  direct  action  of  the  rays  upon  the  pathological 
tissue.  For  my  part,  I  have  attempted  by  filtration  and  the  produc- 
tion of  a  highly  penetrating  ray  to  confine  as  far  as  possible  the 
action  to  the  ovaries,  believing  that  the  myomatous  tissue  is  so 
similar  to  normal  smooth  muscle  that  what  would  injure  the  first 
would  injure  the  latter  and  that  an  agent  causing  obliteration  of 
uterine  vessels  will  do  the  same  to  the  vessels  of  other  structures. 
However,  it  is  true  that  the  myoma  shrinks  much  more  rapidly  in 
the  artificial  than  in  the  normal  menopause.  In  Mrs.  F.  a  mass 
averaging  20  centimeters  in  diameter  shrank  to  8  or  10  centimeters 
in  six  months. 

The  application  of  the  Rontgen  rays  in  these  cases  then  may  be 
safely  expected  to  produce  a  cure.  The  next  point  to  be  decided 
is  the  selection  of  the  case.  In  general,  fibromyomata  which  do  not 
constitute  an  immediate  or  remote  menace  to  the  individual  and 
occur  in  women  over  thirty-eight  years  of  age  are  suitable  cases. 
The  conditions  which  constitute  an  immediate  menace  are  inflamma- 
tion or  necrosis  in  the  tumor,  the  presence  of  sarcoma  and  the  coinci- 
dent occurrence  of  dangerous  diseases  of  the  adnexa.  Sarcoma  of  the 
uterus  occurs  twice  in  350  cases  of  fibroid  tumor  in  the  pathological 
records  of  the  Presbyterian  Hospital,  New  York.  Raab  (20)  found 
that  many  of  the  so-called  myosarcomata  were  in  reality  nonmalig- 
nant.  On  the  other  hand,  cases  of  sarcoma  discovered  after  Rontgen 
ray  treatment  have  been  reported (2  8).  Inflammation  and  necrosis 
in  the  tumor  offer  less  difficulty  and  can  be  made  out  by  careful 
diagnostic  methods.  The  presence  of  new-growths  in  the  ovary  pro- 
hibits Rontgen  ray  treatment.  Inflammation  in  the  adnexa  may  or 
may  not  constitute  a  counterindication  even  if  tuberculous  because  of 
the  well-known  effect  of  sunhght  and  almost  as  well-proved  effect  of 
artificial  rays  (Rontgen  and  ultraviolet  rays)  on  this  process.  If  defi- 
nite tender  inflammatory  masses  exist,  I  prefer  to  excise  fibroid  and 
tubes.  If  there  appear  to  be  adhesions  which  make  operative  in- 
jury to  the  hollow  viscera  likely,  I  prefer  to  use  the  artificial  meno- 
pause. Again  the  mechanical  dangers  of  a  large  fibroid  occasionally 
contraindicate  radiotherapy,  as  does  a  large  mass  which  presses  on 
the  bladder  and  intestines  and  will  require  several  months  in  which 
to  greatly  diminish  in  size. 

What  percentage  these  contraindications  constitute  varies  with 
the  individual  observers  from  16  per  cent,  to  95  per  cent.  Personally, 
40  per  cent,  of  the  cases  have  been  operated  upon  and  60  per  cent, 
treated  by  Rontgen  rays  with  no  bad  results.  An  isolated  instance 
of  some  importance  should  be  mentioned  here. 
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A  woman  of  thirty-eight  appeared  with  a  history  of  eight  months 
increasing  menorrhagia  and. of  late  metrorrhagia.  Examination  re- 
vealed uterus  slightly  above  normal  size  and  slightly  irregular  in 
contour.  Bleeding  controlled  by  pituitrin  and  ergot.  Patient 
appeared  about  six  months  later  with  history  of  normal  periods  for 
three  months  and  increasing  metrorrhagia  for  three  months.  Exam- 
ination showed  uterus  about  12  centimeters  in  diameter,  soft,  tender, 
temperature  100,  some  prostration.  Diagnosis  of  rapidly  growing 
fibromyoma  with  inflammation  or  necrosis.  Laparotomy.  Uterus 
had  typical  appearance  of  pregnancy.  That  night  a  severe  uterine 
hemorrhage.  Curettage  performed  and  about  10  c.c.  of  soft  curetings 
obtained.  (Pathological  report,  pregnancy.)  Ten  days  later 
severe  hemorrhage  began.  On  assurance  that  curettage  had  been 
most  thorough,  radiotherapy  was  begun  with  uterus  slightly  larger 
than  normal.  Amenorrhea  after  two  months,  uterus  about  average 
size,   menopause  symptoms  slight. 

This  was  clearly  a  case  of  pregnancy  in  a  woman  suffering  from 
ovarian  metrorrhagia  and  is  cited  to  demonstrate  the  care  neces- 
sary in  handling  these  cases  and  also  to  show  that  uncalled-for 
laparotomies  or  even  hysterectomy  are  performed  on  mistaken  diag-- 
nosis  and  that  our  inability  to  make  such  a  diagnosis  should  not  pre- 
clude the  use  of  this  other  valuable  agent  in  fibromyomata  of  the 
uterus,  but  that  rather  we  should  improve  our  methods  of  diagnosis. 

In  women  under  thirty-eight  unless  otherwise  contraindicated, 
myomectomy  or  hysterectomy  is  performed  because,  unless  amenor- 
rhea be  permanent,  the  tumor  most  often  resumes  its  growth  with 
the  reappearance  of  the  menses. 

The  Rontgen  ray  treatment  of  operable  carcinoma  is  contraindi- 
cated. 

The  technic  followed  has  been  to  divide  the  abdomen  below  the 
umbilicus  into  nine  areas,  using  the  back  and  each  buttock  for  three 
more,  making  a  total  of  twelve.  Through  each  of  these  in  turn  the 
rays  are  directed  at  the  point  where  the  nearest  ovary  is  supposed  to 
be.  The  size  of  the  abdominal  areas  being  from  5  to  6  centimeters 
square  will  allow  for  some  error  in  calculation  so  that  most  of  the 
rays  reach  the  ovary.  The  measurements  of  the  dosage  are: 
Distance  from  anode  to  skin  25  centimeters,  spark  gap  22  to  24 
centimeters,  milliamperes  7,  Bauer  10,  filter  3  millimeters  glass, 
1  centimeter  of  wood,  3  millimeters  of  aluminum.  This  gives  i 
Holzknecht  unit  a  minute.  Seven  Holzknecht  units  are  given  to 
each  skin  area.     The  series  is  repeated  after  three  weeks. 

The  personal  results  have  been  as  follows  in  twenty  women  of  thirty- 
eight  and  over  whether  possessing  fibroids  or  not,  complete  amenor- 
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rhea  in  5  per  cent,  from  the  onset,  in  5  per  cent,  after  one  period,  in 
5  per  cent,  after  three  periods  and  in  85  per  cent,  after  two  periods. 
The  first  period  occasionally  is  profuse.  All  of  the  cases  have  been 
severe  enough  to  partially  or  completely  incapacitate  the  women. 
Activities  were  resumed  usually  about  three  weeks  after  the  first 
exposure. 

I  have  only  attempted  this  treatment  in  younger  women  twice, 
for  the  reasons  mentioned  above;  these  have  been  recent  and  have 
presented  no  difficulties.  Amenorrhea  for  three  months  followed 
by  scant  flow  for  two  periods  in  one  case  and  an  oligomenorrhea  of 
six  months  followed  by  a  profuse  flow  which  responds  to  treatment  in 
the  second,  have  been  the  results  obtained. 

Severe  untoward  effects  have  occurred  in  only  two  cases.  One 
suffered  from  nausea  and  diarrhea,  the  other  from  diarrhea  indis- 
tinguishable from  mucous  colitis.  Many  of  the  women  felt  fatigued 
for  a  day  or  two  and  a  few  suffered  headaches;  albumin  and  casts 
appeared  in  the  urine  of  one  woman.  No  late  effects  other  than 
those  accompanying  the  menopause  have  been  noted  save  in  one 
case  where  there  was  an  attack  of  uremia  six  months  after 
the  end  of  treatment  in  a  woman  suffering  from  large  polycystic 
kidneys.  The  skin  becomes  tanned  after  two  series,  fading  after 
cessation  of  the  treatment.  No  dermatitis  has  resulted  from  the 
dosage.  A  small  linear  burn  occurred  in  the  very  first  case  treated 
because  of  imperfect  apposition  of  the  lead  protection.  Slight 
vesication  resulted  but  the  skin  became  normal  again  in  six  weeks. 
This  accident  has  not  recurred. 

CONCLUSIONS. 

I.  The  causes  of  uterine  hemorrhage  may  be  divided  into  two 

classes: 
(i)  Those  peculiar  to  the  uterus  and  causing  normal  or  patho- 
logical menstruation. 

(2)  Those  common  to  all  parts  of  the  body  regardless  of  sex. 
II.  Menstruation  is  dependent  on  the  activities  of  the  corpus 

luteum. 

III.  Rontgen  rays  destroy  the  follicle  apparatus  of  the  ovary  and 
thereby  automatically  bring  about  a  menopause. 

IV.  In  bleeding  from  the  uterus  without  gross  pathological  lesion 
whether  accompanied  by  changes  in  endometrium  or  fibrosis  of 
arteries  or  myometrium,  production  of  the  menopause  consti- 
tutes a  cure. 

(i)  In  women  over  thirty-seven  this  menopause  is  made  complete. 


30  corscaden:  treatment  of  uterine  hemorrhage 

(2)  In  women  under  that  age  the  menopause  is  incomplete  either 
with  a  temporary  amenorrhea  or  merely  a  lessening  of  the  flow. 
V.  All  myomata  which  do  not  constitute  an  immediate  or  remote 
menace  aside  from  that  of  hemorrhage  are  proper  subjects 
for  the  production  of  the  menopause  provided  that  ulcerative 
changes  or  pedunculated  fibroids  or  pol}^s  do  not  exist  and 
provided  that  the  possessor  be  over  thirty-seven  years  of  age. 
VI.  All  myomata  which  constitute  a  menace  in  women  under  thirty- 
eight  should  be  excised  rather  than  be  subjected  to  Rontgen 
rays  unless  operation  is  contraindicated. 
VII.  In  hemorrhage  from  malignant  disease  Rontgen  rays  are  con- 
tra-indicated. 
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TOXEMIA  OF  PREGNANCY.* 

BY 

R.  MOULDEN,  M.  D., 
Friendship  Heights,  Maryland. 

After  reading,  some  months  ago,  Williams'  arraignment  of  the 
profession  in  regard  to  the  absence  of  anything  new  or  really  worth 
while  in  the  great  majority  of  papers  read  before  the  American 
Gynecological  Society,  I  assure  you  that  it  is  with  real  hesitancy 
that  I  venture  to  place  before  you,  tonight,  some  points  in  the  etiol- 
ogy, diagnosis  and  treatment  of  the  toxemia  of  pregnancy  that  have 
impressed  me,  during  what  I  may  call  a  crude,  clinical  study  of  the 
subject. 

About  I  GO  pregnancies,  occurring  in  private  practice  during 
a  period  of  about  ten  years,  form  the  material  for  the  specula- 
tions which  are  to  follow.  Of  the  loo  cases  ninety-five  gave  a 
history  of  fecal  stasis,  even  judged  by  the  prevailing  opinion  among 
the  laity  that  one  daily  movement  is  all  that  should  be  required  of 
them.  Most  of  these  women  averaged  one  movement  in  two  days. 
One  case  had  one  movement  a  week,  as  a  regular  habit  of  life,  and 
felt  very  much  insulted  when  informed  of  her  true  condition. 

Physical  examination  nearly  always  showed  the  colon  to  be  full 
of  fecal  contents  at  the  first  examination,  upon  taking  charge  of  the 
case,  which  was,  usually,  in  the  early  months  of  pregnancy.  Morn- 
ing sickness  was  present  in  practically  all  of  the  cases,  with  the  ex- 
ception of  the  five  unusual  cases  to  whom  previous  instructions  had 
been  given  in  regard  to  efficient  bowel  elimination.  As  a  rule  it  has 
been  noted  that  morning  nausea  and  vomiting  almost  always  sub- 
side when  the  colon  is  cleared  and  proper  drainage  maintained. 

There  were  eight  cases  of  preeclamptic  toxemia,  all  but  one  clear- 
ing up  upon  thorough  elimination  by  all  of  the  paths  of  excretion. 
The  exception  required  the  induction  of  premature  labor  in  addition 
to  the  other  measures,  to  restore  her  to  her  normal  condition.  There 
was  one  case  of  pernicious  anemia  with  the  red  cells  numbering 
1,800,000,  with  a  hemoglobin  estimation  of  10  per  cent.,  nucleated  red 
blood  cells,  megaloblasts  and  megalocytes.     She  recovered  after  de- 

*  Read  before  the  Washington  Obstetrical  and  Gynecological  Society,  Dec.  11, 
1914. 
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livery,  and  the  suppression  of  an  abnormally  profuse  lactation,  to- 
gether with  efficient  elimination  and  stimulant  feeding.  There  was 
one  case  of  autotoxemia  strongly  resembling  typhoid.  In  the  third 
month  of  pregnancy  she  had  ten  days  of  fever,  averaging  103°  F. 
in  the  evening,  100°  in  the  morning,  nausea  and  vomiting, 
history  of  obstinate  constipation.  Urine  contained  a  moderate 
amount  of  albumen  on  boiling  and  the  nitric  acid  test.  Examina- 
tion showed  colon  not  only  dull  to  percussion  throughout,  but  pal- 
pable as  a  large  sausage.  Laborious  colonic  excavations  brought 
away  enormous  quantities  of  very  old,  dark,  fecal  matter  containing 
sprouting  blackberry  seeds,  among  other  things.  This  was  in 
November,  so  it  is  quite  positive  that  she  had  harbored  the  material 
for  something  over  three  months.  The  Widal  reaction  was  negative. 
Temperature  dropped  as  the  colon  cleared,  reaching  normal  only 
when  the  last  of  the  offending  material  had  been  removed  from  the 
colon,  on  about  the  seventh  day  of  treatment. 

There  was  one  case  of  appendicitis,  of  the  chronic,  obliterative 
variety,  requiring  operation  on  account  of  extreme,  tearing  pain  in 
the  lower  right  quadrant.  At  operation,  fifth  month  of  pregnancy, 
the  atrophied  appendix  was  found  densely  adherent  to  the  right 
tube  and  ovary,  the  tissues  being  under  considerable  tension.  Un- 
eventful recovery  and  labor  at  term  followed. 

There  were  three  cases  of  cholecystitis,  probably  complicating 
gall-stones,  all  relieved  by  diet,  elimination  and  dilute  nitro-hydro- 
chloric  acid.  There  was  one  case  of  empyema  of  the  gall-bladder, 
caused  by  seventeen  stones  in  the  dilated  cystic  duct.  When  first 
seen,  this  patient,  Mrs.  D.,  was  vomiting,  had  very  severe,  lancinating 
pain  in  the  epigastrium,  radiating  to  the  back,  under  the  scapula; 
severe  headache,  malaise,  and  great  thirst — she  had  been  vomiting 
for  twenty-four  hours.  Examination  showed  the  uterus  to  be  well 
above  the  umbilicus,  about  the  sixth  month,  a  very  rigid  abdominal 
wall,  tender  to  slight  pressure,  temperature  103.6°  F.,  pulse  120. 
History  of  obstinate  constipation,  bowels  not  having  moved  for 
three  days. 

After  a  hypo  of  morpine  and  atropine  the  rigidity  of  the  abdominal 
wall  relaxed  somewhat  and  it  was  thought  that  a  distinct  tumor 
mass  was  made  out  between  the  top  of  the  uterus  and  the  edge  of 
the  ribs.  Dr.  Russell  very  kindly  saw  the  patient  with  me  and 
agreed  that  it  would  be  wise  to  remove  her  to  the  hospital  for  further 
examination.  When  the  5-mile  auto  trip  to  the  institution  was 
finished  the  patient  was  in  so  much  pain  that,  upon  asking  Dr. 
Stone  to  see  her  with  us,  we  decided  to  administer  light  anesthesia, 
after  which  she  was  examined  by  Drs.  Stone,  Miller  and  Lowe,  all 
of  whom  agreed  that  operation  was  immediately  necessary.  Dr. 
Lowe  very  kindly  made  the  urobilin  test  and  found  it  markedly 
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positive,  thus  confirming  the  consensus  of  opinion  that  the  trouble 
was  in  the  gall-bladder.  The  leucocyte  count  was  34,000.  Tem- 
perature 103.4 F.  Upon  opening  the  abdomen  an  enormously  dis- 
tended gall-bladder  was  delivered  and  drained  of  about  200  c.c.  of 
colon  bacillus  pus,  and  seventeen  stones  were  extracted  from  the  di- 
lated cystic  duct.  Uneventful  convalescence.  Delivery  of  normal 
child  at  term. 

The  following  case,  Mrs.  W.  G.,  exibited  several  varieties  of  tox- 
emia, starting  in  the  early  months  of  pregnancy  with  vomiting  of 
unusual  severity,  bowels  very  difi&cult  to  move,  probably  from  an 
adhesive  kink,  from  later  findings  after  delivery.  The  vomiting  was 
relieved  by  high  enemas  and  massage  of  colon,  after  which  patient 
made  a  diligent  but  unsuccessful  effort  to  keep  her  colon  clear. 
Three  months  afterward,  at  about  the  sixth  month  she  developed 
a  pronounced  hydramnios,  with  dyspnea  and  edema  of  the  ankles  and 
legs.  Nausea  and  headache  were  very  troublesome  also.  Urinaly- 
sis showed  low  specific  gravity,  marked  albumen  ring  with  nitric 
acid,  and  hyalin  and  granular  casts.  Buttermilk  diet  and  colon 
irrigations  improved  the  condition  to  a  remarkable  extent,  dyspnea 
entirely  disappearing  within  one  week.  A  modified  diet,  free  from 
salt,  and  with  all  fluids  restricted  to  the  minimum,  was  then  given, 
together  with  twice  daily  soapsuds  enemas.  At  the  end  of  one 
month  the  hydramnios  had  almost  disappeared,  the  albumen  had 
been  very  much  reduced  and  the  headaches  and  nausea  had  likewise 
been  eliminated. 

A  surprising  number  of  these  cases,  about  twenty-five,  showed  the 
presence  of  albumen  in  their  urine  at  some  time  during  pregnancy. 
I  have  been  very  much  impressed  by  the  relationship  that  undoubt- 
edly exists  between  fecal  stasis  and  irritative  conditions  of  the  renal 
epithelium.  This  condition  of  albuminuria  invariably  improves 
under  perfect  elimination  of  waste  materials  by  the  bowel,  together 
with  proper  stimulation  of  the  skin,  and  the  careful  regulation  of  the 
intake  of  food  materials. 

The  fact  of  finding  a  common  condition,  fecal  stasis  and  auto- 
toxemia,  in  so  many  of  my  cases  has  inclined  me  to  the  conviction 
that  there  must  be  a  very  close  relationship  between  the  various 
toxemias  of  pregnancy.  It  seems  worth  while,  therefore,  as  a  work- 
ing hypothesis,  to  classify  them  as  varying  grades  of  one  condition, 
the  essential  features  of  which  are  chronic  poisoning  of  the  tissues  of 
the  body,  upon  which  is  superimposed  the  new  poisons  from  the  fetus 
and  its  envelope.  These  factors  come  at  a  time  when,  in  civiliza- 
tion at  least,  the  woman  curtails  her  exercise,  while  at  the  same  time 
she  increases  her  food  intake,  thus  adding  constantly  to  her  stock  of 
poorly  burned  up  waste  products. 

As  an  introduction  to  the  questions  at  issue  I  will  take  the  liberty 


34  moulden:  toxemia  of  pregnancy 

of  quoting  from  Williams'  chapter  on  the  toxemias  of  pregnancy. 
He  says: 

"  We  shall  now  deal  with  certain  disturbances  which  result  directly 
from  the  pregnant  condition  itself,  and  are  not  due  to  extraneous 
causes.  Fortunately,  in  the  majority  of  cases,  gestation  pursues  a 
perfectly  physiological  course  and  is  not  attended  by  untoward 
symptoms.  At  the  same  time  there  is  no  other  condition  in  which 
the  border  line  between  health  and  disease  is  less  sharply  drawn, 
since  a  very  slight  irregularity  often  sul3ices  to  convert  a  physiological 
and  normal  into  a  pathological  and  abnormal  state.  The  general 
metabolism  becomes  profoundly  modified  during  gestation,  as  is 
shown  by  the  fact  that  during  its  later  months  the  pregnant  woman 
stores  up  nitrogen  and  water  to  a  far  greater  extent  than  at  other 
times,  so  it  would  appear  that  her  internal  house-keeping  is  conducted 
upon  much  more  economical  lines  than  formerly. 

''Moreover  it  is  probable  that  the  excretory  functions  are  more 
Uable  to  serious  derangement,  since  they  are  called  upon  to  care  for 
the  waste  products  of  the  fetal  as  well  as  the  maternal  organism. 
For  this  reason  many  women,  who  are  perfectly  well  at  other  times, 
may  suffer  from  the  retention  of  certain  metabolic  products.  Form- 
erly it  was  believed  that  the  retention  of  such  substances  gave  rise 
to  abnormalities  of  the  Hver  and  kidneys,  and  led  to  the  production 
of  the  condition  which  we  now  designate  preeclamptic  toxemia,  or 
even  eclampsia. 

"Following  the  statement  of  Bouchard  that  all  pregnant  women 
suffer  to  a  greater  or  less  extent  from  autointoxication,  certain 
French  observers,  notably  Pinard  and  St.  Blaise  advanced  the  sup- 
position that  practically  all  the  abnormal  manifestations  of  preg- 
nancy rest  upon  such  a  basis,  and  that  such  mild  conditions  as  slight 
headache,  salivation,  or  certain  skin  eruptions,  on  the  one  hand, 
and  such  a  serious  disease  as  eclampsia,  on  the  other,  represent, 
respectively,  the  early  and  the  advanced  stages  of  one  and  the  same 
process,  which  they  designate  as  hepato-toxemia.  Veit,  in  Germany, 
advanced  a  somewhat  similar  view,  but  held  that  all  of  the  disturb- 
ances of  pregnancy,  from  sHght  abnormahties  in  pigmentation  to 
eclampsia,  result  from  cytolytic  processes  following  the  entrance  of 
chorionic  tissue  and  fetal  ectoderm  into  the  maternal  circulation. 

"Moreover,  Stone,  Strauss,  Ewing  and  others  in  this  country 
teach  that  albuminurea,  vomiting  of  pregnancy,  acute  yellow  atrophy 
of  the  liver,  and  eclampsia  are  all  manifestations  of  disturbed  meta- 
boUsm,  and  should  be  grouped  together  under  the  common  heading- 
of  toxemia  of  pregnancy.''     Williams  further  says,  "as  the  result  of 
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my  investigations  and  those  of  my  assistants,  I  am  convinced  that 
such  views  are  erroneous  and  only  render  more  difi&cult  the  apprecia- 
tion of  the  several  conditions  concerning  which  our  knowledge  is 
still  very  fragmentary  and  uncertain.  Chemical  analysis  of  the 
urine,  as  well  as  the  histological  study  of  tissues  obtained  at  autop- 
sies, clearly  indicates  that  essential  and  characteristic  differences 
exist  between  the  various  conditions  thus  grouped  together;  and 
I  believe  that  the  probability  of  the  eventual  recognition  of  their 
causative  factors  will  be  greatly  increased  by  considering  them  sepa- 
rately, and  at  the  same  time  candidly  admitting  that  we  are  just 
beginning  to  realize  our  profound  ignorance  of  the  subject." 

I  think  that  many  of  us  will  agree,  notwithstanding  this  high 
authority,  that  there  are  many  points  of  similarity  between  the 
various  toxemic  states  encountered  during  pregnancy.  The  first 
thing  common  to  all,  and  one  that  is  apparently  acknowledged  by 
all  observers  is  that  all  these  patients  suffer  from  autotoxemia  from 
fecal  stasis.  As  a  matter  of  fact  practically  all  women,  living  under 
the  present-day  conditions  of  restricted  exercise  and  too  highly  re- 
fined and  partially  digested  food,  are  afflicted  with  sluggish  bowels 
to  a  greater  or  less  extent.  At  this  point  it  would  seem  pertinent 
to  ask,  "what  constitutes  constipation;  can  we  formulate  a  standard 
that  will  hold  good  for  the  majority  of  people?" 

Upon  this  point  I  would  Hke  to  hear  considerable  discussion.  My 
own  investigations,  extending  back  a  period  of  about  fourteen  years, 
consisted  largely  in  the  feeding  of  nondigestible  articles  easily  re- 
cognizable in  the  stools,  thus  demonstrating  the  time  of  passage 
from  mouth  to  anus  and  the  estimation,  by  actual  measurement, 
after  the  regular  movement  had  been  passed,  of  the  contents  of  the 
colon.  In  the  latter  case  the  dull  areas  were  mapped  out  on  the 
colon  with  ink,  the  patient  being  in  the  reclining  posture,  and  then 
clearing  out  by  solvent  enemas  and  massage,  until  the  percus- 
sion note  was  clear  from  cecum  to  sigmoid,  and  the  wash  water 
returned  clear. 

The  number  of  movements  that  are  necessary,  in  twenty-four 
hours,  to  avoid  colonic  stasis  of  course  varies  greatly  with  the  person, 
their  habits  of  life  and  station.  In  a  general  way  I  consider  that 
the  average  person,  in  order  to  maintain  maximum  efficiency,  should 
have  about  three  soft,  copious  actions  per  day.  If  this  is  adhered 
to  there  is  no  time  for  the  masses  to  dry  out  and  thus  impede  extru- 
sion. In  nature,  that  is,  among  the  animals,  both  domestic  and 
wild,  the  bowels  move  at  more  or  less  regular  periods  during  the  day, 
varying,  of  course,  according  to  the  kind  of  food  eaten.     As  a  general 
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proposition,  then,  I  think  it  could  be  stated  with  safety,  that,  if 
food-residue  remains  in  the  colon  longer  than  one  day  that  stasis, 
with  its  attendant  abnormal  decomposition  and  fermentation,  may 
be  said  to  exist. 

Starting,  then,  with  the  proposition  that  defective  elimination  is 
common  among  pregnant  women,  it  might  naturally  be  asked,  then 
why  do  they  not  all  have  toxemic  conditions?  Many  of  them  do, 
but  do  we  always  recognize  this  state  when  we  see  it?  I  think  not. 
If  one  of  us  becomes  grouchy  we  are  said  to  be  "bilious"  and  are 
told  to  take  something  for  the  liver.  But  what  do  we  say  of  the 
pregnant  suflFerer  from  the  same  condition.  "Why,  she  is  just 
pregnant,  it  is  natural  for  her  to  be  out  of  sorts,  in  some  degree  or 
other,  until  after  the  baby  is  born."  To  this  mild,  toxic  state  add 
the  end  products  of  fetal  metabolism,  and  no  doubt,  certain  cells 
from  the  chorion,  together  with  mechanical  interference  with  the 
main  sewer's  efficiency,  in  certain  susceptible,  or,  perhaps  sensitized, 
individuals,  and  then  lower  the  patient's  vitality  by  exposure  to 
cold,  or  by  excessive  fatigue,  or  mental  depression  or  other  cause, 
and  it  would  not  seem  very  strange  if  some  organ  or  system  gave 
away  under  the  strain. 

As  Williams  says,  "There  is  no  other  condition  in  which  the 
border  line  between  health  and  disease  is  less  sharply  drawn,  since 
a  very  slight  irregularity  often  suffices  to  convert  a  physiological 
into  a  pathological  state."  This  very  fact  proves  that  the  patient 
is  carrying,  under  the  guise  of  a  perfectly  normal  state,  an  overload 
strain  on  her  excretory  organs,  for  in  nature  there  is  not  this  delicate 
balance  between  the  two  conditions,  the  factor  of  safety  being  very 
much  greater.  Nothing  could  be  clearer  then,  that  than  the  average 
pregnant  woman  is  a  potential  magazine  of  poisonous  chemical 
compounds,  whose  liver  has  reached  its  limit  of  saturation  and  whose 
kidneys  have  been  excoriated  by  the  imperfectly  broken-down  am- 
monia compounds.  What  is  more  natural  than  that  she  should 
easily  fall  a  victim  to  any  one  of  the  various  grades  of  toxemia. 

The  classification  usually  given  of  these  toxic  states  is:  pernicious 
vomiting,  acute  yellow  atrophy  of  the  liver,  nephritic  toxemia,  pre- 
eclamptic toxemia  and  eclampsia. 

A  classification,  based  upon  the  frequency  of  the  conditions,  would 
seem  rational,  and  at  the  same  time  much  more  suggestive  of  a 
common  cause  for  all  the  states  of  toxicosis.  In  this  order  headache, 
irritabiUty  and  malaise  have  been  noted  more  frequently  than  any 
other  symptoms,  and  seem  to  be  clearly  indicative  of  the  presence 
in  the  circulation  of  some  poisonous  compound  acting  directly  upon 
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the  nerve  centers.  Morning  nausea  and  vomiting  of  a  mild  grade 
seem  to  come  next  in  order  of  frequency,  very  few  women,  unless 
specially  instructed,  escaping  without  it.  Albuminurea  of  preg- 
nancy is  quite  common  in  my  experience,  occurring  in  about  25  per 
cent,  of  all  cases.  Nephritic  toxemia  might  logically,  it  seems  to 
me,  be  considered  a  more  advanced  stage  of  a  toxemia  starting  as  an 
ordinary  albuminurea.  Pre-eclamptic  toxemia  would  be  next  in 
order  and  is  classed  by  Williams  as  the  most  frequent  toxemia  of 
pregnancy,  occurring  several  times  in  each  hundred  pregnancies. 
It  is  more  frequent  in  primiparae  than  in  multiparae,  and,  though  it 
is  usually  readily  amenable  to  treatment,  may,  despite  every  pre- 
caution, terminate  in  eclampsia. 

This  toxic  state  usually  occurs  late  in  pregnancy,  and  should  be 
suspected  whenever  the  patient  complains  of  headache,  lassitude, 
or  edema,  particularly  if  the  urine  is  scanty  and  contains  albumin 
and  casts.  If  the  condition  is  not  recognized  and  treatment  begun 
the  patient  may  then  complain  of  severe,  boring  pain  in  the  head, 
violent  epigastric  pain,  or  of  eye  symptoms  varying  from  slight 
blurring  of  vision  to  complete  amaurosis.  Albuminuric  retinitis 
may  be  present  in  severe  cases.     The  following  is  a  case  in  point: 

Mrs.  P.  W.,  aged  thirty-three.  Third  pregnancy,  six  and  a  half 
months.  Patient  complained  of  violent  headache,  nausea,  malaise 
and  epigastric  pain.  Examination  showed  her  colon  dull  to  per- 
cussion throughout,  bowels  not  having  moved  for  several  days;  she 
had  passed  very  little  urine  in  the  twenty-four  hours,  which  upon 
examination,  ^as  found  to  be  loaded  with  albumen,  contained  hya- 
Hne  and  granular  casts  and  very  markedly  reduced  urea.  Patient 
was  placed  upon  butter-milk  diet,  given  high,  purgative  enemas 
while  in  the  knee-chest  position,  until  the  colon  was  clear  through- 
out. She  was  then  placed  in  a  hot  pack  and  thoroughly  sweated 
for  several  hours.  The  next  day  the  kidneys  resumed  their  normal 
output  of  urine,  albumen  less  and  urea  increased,  headache  and  other 
symptoms  gone,  and  patient  felt  nearly  normal  in  every  respect. 
Instructions  left  in  regard  to  the  diet  and  the  bowels,  and  the  usual 
request  for  frequent  samples  of  urine.  Albumen  disappeared  in 
about  two  weeks,  during  which  time  patient  was  having  three  or 
four  bowel  movements  a  day  under  a  fruit,  cereal,  egg  and  milk 
diet,  assisted  by  abdominal  massage  and  simple  enemas.  At  the 
eighth  month  I  was  again  sent  for  and  found,  upon  inquiry,  that 
the  patient  had  been  overeating,  underexercising  and  neglecting 
elimination.  She  was  now  suffering  as  before,  except  that  she  had 
in  addition,  decidedly  blurred  vision.  This  increased  so  rapidly, 
while  the  usual  treatment  was  being  carried  out,  that  I  immediately 
induced  labor,  following  which  the  vision  gradually  cleared,  reaching 
normal  in  about  ten  days. 

Examination  of  the  eye-grounds  was  negative,  except  for  retinal 
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congestion.     The  changes  in  this  case  must  have  been,  I  suppose, 
in  the  visual  centers,  instead  of  the  periphery. 

The  urine,  since  convalescence,  has  remained  free  from  albumen. 
It  is  certainly  an  interesting  question,  why  these  poisons  should  have 
a  selective  action  for  certain  tissues,  in  different  individuals;  it  would 
appear  perfectly  logical,  to  me,  that  had  the  cortical  centers  been 
involved,  instead  of  the  visual,  a  true  eclamptic  state  would  have 
occurred,  or,  had  the  poisons  been  attracted  to  the  vomiting  center 
in  the  floor  of  the  fourth  ventricle,  that  she  should  have  been  afflicted 
with  pernicious  vomiting  of  pregnancy. 

Of  this  last  condition  Williams  classifies  three  varieties:  reflex, 
due  to  mechanical  causes  such  as  retroflexion  or  ovarian  cyst; 
neurotic,  with  which  we  are  not  concerned,  and  the  toxemic.  Tox- 
emic vomiting  is  surely  one  of  the  most  trying  complications  of 
pregnancy.  In  it  there  is  usually  very  clear  evidence  of  a  profound 
disturbance  of  metabolism  as  is  evidenced  by  the  characteristic 
changes  in  the  urine,  and  the  presence  of  definite  lesions  in  the  liver 
and  kidneys.  Williams  was,  I  believe,  the  first  to  show  that  the 
urine,  in  these  cases,  presents  a  high  ammonia  coefficient,  indicating 
that  a  much  greater  portion  of  the  total  nitrogen  is  excreted  in  the 
form  of  ammonia  than  normal.  In  the  first  half  of  pregnancy,  in 
the  normal  woman,  the  ammonia  coefficient  varies  between  4  and  5 
per  cent,  while  in  toxemic  vomiting  it  may  rise  as  high  as  10,  20,  or 
even  40  per  cent,  in  fatal  cases. 

Duncan  in  1879  pointed  out  that  the  condition  was  sometimes 
associated  with  serious  hepatic  disorders,  but  it  remained  for  Stone, 
Ewing,  and  Williams  to  show  that  in  many  of  the  fatal  cases  lesions 
were  present  in  the  liver  that  were  identical  with  those  occurring  in 
acute  yellow  atrophy  of  the  liver.  In  such  cases  there  is  a  profound 
necrosis  of  the  central  portion  of  the  lobules,  while  the  periphery 
remains  intact.  These  lesions  differ  from  those  of  eclampsia,  in 
which  case  the  process  is  one  of  thrombosis,  beginning  in  the  peri- 
portal space.  Williams  says,  "  if  anatomical  criteria  are  of  any  value 
in  differentiating  morbid  processes  it  must  be  admitted  that  toxemic 
vomiting  and  eclampsia  are  absolutely  distinct  diseases,  and  have 
only  two  points  in  common,  namely,  that  they  both  occur  in  preg- 
nant women  and  are  manifestations  of  disturbed  metabolism.  This 
conclusion  does  not  seem  entirely  warranted,  however,  for,  granted 
the  known  selective  quality  of  the  various  tissue  cells  for  certain 
poisons,  it  would  seem  possible  to  bring  these  differences  into  accord. 
Grant  the  presence  in  the  blood  of  certain  imperfectly  oxidized  am- 
monia compounds,  due  to  hepatic  inefficiency  caused  by  long-con- 
tinued auto- toxemia;  coming  also  from  the  fetus  and  chorion  certain 
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new  poisons,  due  to  imperfect  cytolysis  in  the  liver  of  chorionic  villus 
cells  and  those  from  the  ectoderm  that  have  gotten  into  the  circula- 
tion. Add,  then,  certain  personal  peculiarities  of  cell  selection, 
together  with  such  exciting  causes  as  exposure  to  cold,  seriously 
lowering  the  temperature  of  the  body,  extreme  fatigue,  accompanied 
by  the  inevitable  dumping  into  the  circulation  of  large  amounts  of 
sarcolactic  acid  and  other  products  of  muscular  exertion,  or  an  at- 
tack of  acute  indigestion,  and  we  have,  it  seems  to  me,  a  situation 
pregnant  with  the  direst  of  possibilities.  Determining  causes  might 
be  a  sensitization  of  certain  areas  or  centers  of  the  nervous  system, 
or  of  an  organ,  by  such  things  as  a  chronic  inflammation  of  appendix 
or  gall-bladder,  or  gastric  condition  starting  the  vomiting,  which  would 
then  be  kept  up  by  the  poisons  acting  directly  upon  the  excited  cells 
in  the  vomiting  center.  Or,  in  the  case  of  eclampsia,  could  not  the  pa- 
tient have,  through  inheritance  or  otherwise,  a  sensitized  nervous  sys- 
tem, possibly  even  epileptic  characteristics.  In  this  case  the  major  ef- 
fect of  the  poisons  would  be  upon  the  nervous  system  although  the  sec- 
ondary effects  could  readily  result  from  the  action  of  the  violent 
convulsive  seizures  upon  the  blood,  through  the  impeding  of  the 
respiration  and  by  hastening  the  clotting  time  by  fatigue  products 
from  the  muscles.  We  would  have  then  in  eclamptic  livers  these 
factors:  clogging  of  the  tissue  \\dth  imperfectly  burned  waste  pro- 
ducts, impeded  circulation,  with  relative  stasis  during  the  convul- 
sions and  a  shortening  of  the  clotting  of  the  blood.  These  conditions 
might  produce  a  thrombosis  in  the  periportal  spaces,  together  with 
changes  in  other  organs  that  would  inaugurate  a  vicious  circle  re- 
quiring some  radical  procedure,  such  as  induced  labor,  to  break. 

As  to  treatment  it  might  be  said  that,  unfortunately,  induced 
labor  will  probably  remain  our  sheet  anchor  until  prophylaxis,  by 
education  and  instruction,  so  elevates  the  mass  of  the  people  that 
toxemic  states  during  pregnancy  will  be  rare  instead  of  relatively 
common.  It  would  be  a  great  step  in  advance  if  w^e  could  educate 
our  patients  to  consult  us  soon  after  marriage,  in  order  to  be  taught 
how  to  properly  care  for  their  bodies. 

In  point  of  efficacy,  after  thorough  bowel  cleansing,  I  have  found 
the  hot  pack  to  be  of  the  greatest  assistance  in  restoring  these  cases 
to  a  normal  state. 

In  concluding  this  crude  and  incomplete  attempt  to  elucidate  such 
a  broad  subject  in  so  short  a  time,  if  I  have  been  enabled  to  start 
one  of  your  number  upon  the  scientific  study  it  deserves,  I  will  feel 
very  amply  rewarded  indeed. 
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REPORT  OF  A  CASE  OF  PELVIC  CELLULITIS,  OR 
PHLEGMON  LIGNEUX  OF  THE  PELVIS.* 

BY 
WALTER  A.  JAYNE,  M.  D., 

Professor  of  Gynecology  and  Abdominal  Surgery,  Medical  Department, 
of  the  University  of  Colorado,  Denver,  Colorado. 

Phlegmon  is  the  old  classical  term  applied  to  brawny  inflam- 
matory swellings  of  the  connective  tissue,  especially  the  subcuta- 
neous connective  tissue.  It  has  often  been  used  for  pelvic  dis- 
ease. Nonat  long  ago  defined  pelvic  cellulitis  as  periuterine 
phlegmon.  Some  years  ago  Reclus  applied  the  term  phlegmon 
ligneux  to  certain  low-grade  infections  of  the  connective  tissue  of 
the  neck,  caused  by  various  microorganisms  attenuated  in  viru- 
lence, characterized  by  swelling  and  fibrous  induration,  tending  to 
recovery  with  or  without  foci  of  suppuration.  Since  that  time  it 
has  been  adopted  frequently  for  similar  inflammatory  infiltrations 
of  the  connective  tissue  of  other  parts  of  the  body,  and  phlegmon 
ligneux  of  the  pelvis  would  more  correctly  define  the  conditions 
observed  in  the  case  here  reported  than  pelvic  cellulitis  as  commonly 
used. 

Diseases  with  which  we  are  thoroughly  familiar  often  present 
unusual  phases  which  are  not  only  interesting  in  themselves  but 
instructive.  The  case  I  desire  to  report  is  an  instance  in  point, 
and  as  a  rather  extensive  search  through  the  literature  has  failed  to 
reveal  a  detailed  description  of  similar  ones  it  appears  to  be  worthy 
of  record.  This  must  be  my  excuse  for  introducing  the  time-worn 
subject  of  pelvic  cellulitis  for  your  consideration. 

Mrs.  B.,  aged  twenty-six,  para-ii,  while  in  labor  was  admitted 
to  the  County  Hospital,  Denver,  December  14,  1914,  and  was 
delivered  of  a  girl  two  hours  later.  The  record  makes  no  mention 
of  complications.  She  had  previously  enjoyed  good  health  and 
her  family  history  is  unimportant.  On  the  third  day  after  the 
confinement  her  temperature  rose  to  100.8  and  on  the  fifth  day 
to  102.6.  During  the  remainder  of  her  stay  in  the  hospital  she  ran 
a  mildly  septic  temperature  ranging  from  100  to  101.6  and  for  the 
two  days  before  her  removal  to  a  convalescent  home,  January  i, 
1915,  her  temperature  stood  at  100.  There  is  no  record  of  any  local 
examination  and  the  treatment  consisted  of  external  douches  and 
the    administration    of    aspirin.     A    Wassermann    test    was    made 

*  Read  before  the  Colorado  State  Medical  Society  at  Denver,  October  6,  1915. 
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with  a  negative  result.  After  her  removal  to  the  home  the  fever 
is  said  to  have  continued,  but  of  this  there  is  no  record.  However, 
she  grew  steadily  worse,  returned  to  the  hospital  January  8  and  was 
transferred  to  my  service  two  days  later. 

When  I  saw  her  she  was  anemic,  somewhat  emaciated  and  com- 
plained of  weakness,  some  tenderness  over  the  lower  abdomen, 
especially  the  left  iliac  region,  and  a  mucopurulent  discharge  which 
had  continued  since  the  childbirth.  The  abdomen  was  flat  with- 
out rigidity,  there  was  moderate  tenderness  over  the  whole  lower 
abdomen  but  more  marked  on  the  left  side.  The  cervix  had  not 
been  lacerated  and  was  well  contracted.  The  uterus  was  in  the 
anterior  position,  enlarged  but  not  particularly  sensitive  to  pressure 
but  much  restricted  in  mobility.  To  the  side  of  the  uterus  and 
occupying  the  whole  of  the  left  pelvis  was  a  hard,  fixed  mass  which 
did  not  reach  into  the  abdomen,  tender  on  pressure  and  without 
suggestion  of  fluctuation.  The  right  broad  ligament  was  also 
thickened  and  rigid  but  in  less  degree  than  the  left.  The  pulse 
was  running  about  92  to  the  minute  and  the  temperature  had  a 
morning  and  evening  range  from  99  to  loi.  A  blood  count  gave 
22,200  leukocytes.  A  differential  count  was  not  made.  Smears 
taken  from  the  urethra  and  cervix  were  reported  as  negative  for 
the  Neisser  coccus.  The  patient  was  definitely  septic  but  her 
condition  was  not  favorable  for  a  radical  operation.  It  was  deemed 
best  to  defer  operative  measures  for  a  few  days  in  the  hope  that 
pus  would  be  located  in  a  position  that  could  be  drained  into  the 
vagina.  During  the  ten  days  she  was  kept  under  observation  no 
point  of  fluctuation  could  be  determined.  She  was  not  improving 
and  as  the  evening  temperature  had  gone  to  101.8  and  102.4  it 
was  decided  to  explore  the  pelvis. 

Operation. — On  January  20  an  opening  was  made  through  the 
vault  of  the  vagina  into  Douglas'  pouch  and  as  the  mass  was  every- 
where uniformily  hard  further  search  for  pus  was  made  through  the 
usual  abdominal  incision.  On  opening  the  abdomen  the  peritoneum 
did  not  present  an  abnormal  appearance.  The  pelvis  was  roofed 
over  and  shut  off  by  the  mesocolon  which  was  fan-shaped,  infiltrated, 
about  three-eighths  of  an  inch  thick  and  felt  as  rigid  as  moist  paste- 
board. The  transverse  colon  was  lying  across  the  lower  abdomen 
from  one  iliac  fossa  to  the  other  in  the  anterior  peritoneal  fold  in 
front  of  the  bladder.  Its  walls  were  also  infiltrated,  thick  and  heavy, 
and  it  formed  a  rather  rigid  tube.  The  colon  and  its  mesentery 
were  adherent  to  the  parts  beneath  and  were  separated  as  though 
pieces  of  stiff,  moist  card-boards  were  held  together  by  half-dried 
glue  and  lifted  up  like  a  lid.  The  pelvic  cavity  was  filled  with  an 
apparently  uniform  mass  in  which  the  organs  were  not  visible  and 
the  infiltration  reached  from  the  true  pelvis  into  the  iliac  fossae 
and  the  lower  part  of  the  anterior  abdominal  wall.  The  uterus 
being  located,  the  adhesions  in  the  pelvis  were  separated  only 
sufficiently  to  determine  the  absence  of  pus,  search  being  made  in 
the  Fallopian  tubes,  ovaries,  broad  ligaments  and  about  the  bladder 
and  rectum,  and  to  connect  with  the  opening  made  from  the  vagina. 


42  jayne:  pelvic  cellulitis 

Drains  of  washed-out  iodoform  gauze  were  placed  behind  each 
broad  ligament  and  carried  into  the  vagina.  The  colon  was  placed 
in  its  former  position,  the  only  one  possible  owing  to  its  rigidity, 
and  the  abdomen  was  closed  by  the  usual  sutures.  The  adhesions 
were  not  organized,  of  a  honey  color  and  bled  little.  There  were 
no  flakes  of  lymph,  pus  or  liquid  exudate  except  a  half  dram  of 
a  grayish  serum  posterior  to  the  left  cornu  of  the  uterus,  A  speci- 
men of  this  was  sent  to  the  laboratory  and  the  report  returned 
stated  that  it  was  negative  except  for  leukocytes. 

Following  the  operation  the  patient  raUied  and  progressed 
favorably  for  four  days.  The  drainage  of  a  bloody  serum  was 
profuse.  On  the  fifth  day  she  began  vomiting,  the  temperature 
fell  below  normal  and  for  three  days  her  condition  was  critical,  but 
she  finally  rallied  after  much  stimulation  and  the  unremitting 
attention  of  the  house  surgeon.  The  discharge  from  the  pelvic 
drains  gradually  changed  to  pus.  The  temperature  after  the 
operation  ran  between  loo  and  loi,  but  on  several  occasions  rose 
for  a  short  time  to  102  and  102.4  and  then  fell  as  the  drains  were 
cleared.  The  superficial  portion  of  the  abdominal  wound  broke 
down  and  healed  by  granulation.  The  patient  improved  though 
very  slowly  at  first  and  when  my  term  of  service  ended  on 
March  i  she  was  fairly  convalescent  and  able  to  be  propped  up 
in  bed.  At  that  time  the  discharge  had  materially  diminished  in 
quantity,  the  mass  on  the  left  of  the  pelvis  was  still  hard  and  ap- 
parently scarcely  diminished  in  size  but  that  on  the  right  was 
definitely  smaller. 

'  By  the  courtesy  of  Drs.  Harvey  and  Howard  who  took  charge  of 
her,  I  was  enabled  to  follow  her  progress  from  time  to  time.  About 
the  middle  of  March  she  developed  a  ureteral  fistula,  the  urine 
escaping  through  the  opening  in  the  vault  of  the  vagina.  The 
temperature  did  not  reach  and  remain  at  normal  until  about  the 
ist  of  April.  Even  then  the  mass  on  the  left  was  still  hard  and 
diminishing  slowly  in  size.  She  was  discharged  on  April  7,  but  she 
remained  in  bed  until  about  the  ist  of  May  by  which  time  the  dis- 
charge of  pus  and  urine  from  the  vagina  had  just  ceased.  During 
the  summer  she  gained  steadily  and  is  now  fairly  strong  and  feels 
well.  At  an  examination  made  the  latter  part  of  August,  I  found 
the  vaginal  wound  entirely  closed  and  but  a  very  shght  trace  of 
induration  in  the  left  broad  ligament,  none  in  the  right.  The 
uterus  was  freely  movable  and  in  the  normal  position. 

The  anatomical  site  of  pelvic  inflammations  has  been  a  matter 
of  much  controversy.  Early  gynecologists  recognized  that  both 
the  connective  tissue  and  the  peritoneum  were  involved  but  failed 
in  their  differentiation  and  interpretation.  The  prevailing  opinion 
was  that  all  such  pelvic  diseases  of  women  were  essentially  cellulitis. 
The  observations  of  Bernutz  and  Goupil  announced  in  1862,  con- 
firmed by  the  pioneers  in  female  pelvic  surgery  and  early  bacterio- 
logical studies,  corrected  this  view  and  so  thoroughly  demonstrated 
that  such  diseases  in  the  vast  majority  of  cases  are  due  primarily 
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to  the  infection  of  the  tubes,  ovaries  and  peritoneum,  that  Mc^Murtry, 
in  1891,  felt  justified  in  saying  that  "pelvic  cellulitis  is  such  a  rare 
condition  that  we  may  practically  exclude  it  from  the  considera- 
tion of  the  operative  treatment  of  pelvic  inflammations  of  women," 
and  of  late  years  it  has  been  relegated  to  a  very  minor  place  in  pelvic 
pathology  and  has  received  little  attention. 

A  study  of  the  life  history  of  the  microorganisms  concerned  in 
attacks  upon  the  female  pelvic  organs  and  the  pathological  results  as 
observed  on  the  operating-table  have  led  to  the  conclusion  that  the 
dominant  factors  in  the  selection  of  the  tissues  involved  in  these 
inflammatory  diseases  are  the  predilections  of  the  causative  organ- 
isms and  the  channel  by  which  they  reach  and  infect  the  deeper  pelvic 
structures.  Trousseau  long  since  called  attention  to  the  veins  as 
avenues  of  entrance  and  this  observation  still  holds  good  and  ex- 
plains the  cases  of  thrombophlebitis.  We  now  know,  however,  that 
the  chief,  and  by  far  the  most  common,  channel  of  infection  is  by  way 
of  the  mucous  membranes,  that  the  tubes,  ovaries  and  peritoneum 
are  infected  primarily  from  the  endometrium  and  whatever  infection 
reaches  the  adjacent  connective  tissue  is  secondary,  the  result  of 
proximity  and  is  generally  limited  in  extent.  For  such  cases  Virchow 
proposed  the  term  perimetritis.  Invasions  of  the  pelvic  connective 
tissue,  especially  those  following  the  injuries  of  childbirth,  result 
in  indurations  adjacent  to  the  uterus  and  along  the  base  of  the  broad 
ligaments,  and  were  defined  by  Virchow  as  parametritis.  Following 
childbirth  and  abortions  when  the  numerous  lymphatics  are  actively 
engaged  in  the  processes  of  involution  they  are  occasionally  invaded 
through  the  uterine  walls  by  streptococci,  staphylococci,  pneumo- 
cocci  and  colon  bacilli.  The  result  is  a  lymphangitis  with  a  blocking 
of  the  lymphatics  of  the  broad  ligaments  and  varying  degrees  of 
infiltration  of  the  widely  distributt  d  connective  tissue,  a  true  cellu- 
litis or  phlegmon,  more  or  less  acute,  which  may  break  down  in  pus 
formation  or  slowly  go  on  to  complete  or  incomplete  resolution. 

The  case  now  reported  is  interpreted  to  one  of  this  character,  a 
lymphangitis  which  resulted  in  an  unusuaUy  extensive  infiltration 
of  lymph  and  cellular  elements  with  fibroblasts  into  the  connective 
tissue  and  walls  of  the  pelvic  organs,  the  uterus,  tubes,  ovaries, 
bladder  and  rectum,  reaching  into  the  abdomen  and  invading  im- 
partially by  contiguity  the  overlying  colon  and  its  mesentery,  blend- 
ing all  these  tissues  in  a  firm  mass  of  woody  hardness. 

The  streptococcus  was  isolated  from  the  blood  of  this  patient 
shortly  after  the  operation  and  to  this  organism,  probably  attenu- 
ated in  virulence,  should  be  ascribed  the  causative  role. 

416  McPhEE  BxnLDING. 
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MARRIAGE.* 

BY 

GEORGE  E.  MALSBARY,  M.  D., 

Los  Angeles,  Calif. 

From  the  obstetrical  point  of  view,  marriage  means  granting  per- 
mission for  the  possibility  of  pregnancy,  and  it  is  chiefly  this  aspect 
of  the  subject  that  we  will  consider  at  the  present  time.  The  obstet- 
rician, who  must  deal  wdth  so  many  of  the  exigencies  of  pregnancy, 
is  peculiarly  qualified  to  give  advice  regarding  marriage  in  a  large 
group  of  cases.  In  many  instances  it  would  possibly  be  well  for 
his  opinion  to  be  fortified  by  consultation  with  specialists  along  other 
lines.  Where  the  advice  of  physicians  is  sought  at  the  present  time 
by  those  contemplating  matrimony,  the  application  for  such  advice 
is  usually  made  to  the  family  physician,  to  whom  the  obstetrician 
must  even  stand  in  the  relation  of  the  big  brother  ready  to  render 
assistance  in  a  vast  array  of  emergencies. 

Within  recent  times  eugenics  has  come  to  the  fore  until  its  study 
has  become  almost  a  popular  fad.  It  is  important  that  the  obstet- 
rician should  use  his  influence  at  the  present  time  to  lessen  the 
danger  that  may  arise  through  the  attempt  of  those  unqualified  by 
preliminary  training  to  grapple  with  this  subject  that  has  not  yet 
been  mastered  by  the  scientists  best  qualified  to  engage  in  its  study. 
The  mating  of  men  and  women  is  not  so  simple  a  matter  as  is  the 
breeding  of  animals  or  the  Burbanking  of  fruits,  vegetables  and 
grains.  We  would  not  belittle  the  importance  of  the  normal  body, 
though  opinion  may  differ  as  to  what  constitutes  ideal  development, 
but  great  importance  should  be  attached  to  the  mental,  moral  and 
spiritual  phases  of  men  and  women.  Much  has  been  said  regarding 
the  elimination  of  diseases  of  the  body,  but  we  should  not  lose  sight 
of  the  importance  of  carrying  eugenics  into  what  may  possibly  very 
justly  be  regarded  as  the  higher  elements  of  the  individual. 

Darwin  taught  us  much  of  the  role  played  by  the  survival  of 
the  fittest.  Now  we  are  coming  to  understand  more  and  more  the 
importance  to  the  race  of  the  survival  of  the  so-called  "unfit."  The 
scientific  investigation  of  the  best  possible  development  of  our  race 
is  more  difficult  than  could  have  been  at  first  apparent  to  those  who 
initiated  the  popular  eugenic  movement.     It  would  probably  make 

*  Read  before  the  Los  Angeles  Obstetrical  Society,  November  23,  1915. 
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for  a  better  development  of  the  race,  if  we  were  to  encourage  the 
feeling  of  individual  responsibility  that  would  come  with  a  more 
general  recognition  of  the  continuity  of  the  germ  plasm. 

THE   PHYSIOLOGY   OF   PREGNANCY. 

In  discussing  the  physiology  of  pregnancy,  it  is  not  necessary  to  de- 
scribe the  changes  in  the  genitalia.  We  may,  however,  refer  briefly 
to  the  general  changes  that  occur  in  the  various  systems  of  the  body. 

Respiratory  System. — During  pregnancy,  especially  in  the  later 
months,  there  is  diminished  chest  expansion  which  reduces  the 
elastic  contraction  of  the  lungs  upon  the  vessels  of  the  lesser  circula- 
tion. The  lungs  become  shorter  but  broader,  so  that  normally  there 
is  very  Uttle  alteration  in  the  lung  capacity,  and  respiratory  insuflS- 
ciency  is  not  marked.  It  may,  however,  be  augmented  even  to  the 
point  of  becoming  absolute,  under  certain  conditions,  for  instance, 
in  the  presence  of  calcification  of  the  costal  cartilages,  when  hydram- 
nion  or  multiple  pregnancy  exists,  or  when  cardiac,  renal,  or  pul- 
monary disease  occurs.  It  is  stated  that  examination  of  the  expired 
air  shows  increased  elimination  through  the  lungs.  At  the  time  of 
parturition,  increased  demands  are  made  upon  the  lungs,  especially 
during  the  second  stage.  There  is  marked  congestion  of  the  lungs 
during  labor.  The  frequency  of  tuberculous  involvement  of  the 
larynx  during  the  later  part  of  pregnancy  has  been  remarked.  There 
seems  to  be  some  unexplained  relation  between  the  larynx  and  the 
uterus,  possibly  analogous  to  the  so-calkd  genital  spots  in  the  nose. 
After  parturition  there  is  a  relatively  increased  respiratory  capacity, 
permitting  slower  movements  of  respiration. 

Circulatory  System. — In  pregnancy  we  would  expect  to  find  the 
heart  hypertrophied,  because  of  the  increased  blood  mass  and  the 
greater  demand  made  upon  the  heart  by  the  pregnant  uterus. 
However,  it  has  been  claimed  by  competent  observers  that  the 
enlarged  cardiac  dullness  of  pregnancy  is  due  to  displacement  of 
the  heart  (Gerhardt),  and  that  there  is  no  increase  in  the  weight  of  the 
organ  (Lohlein).  Larcher  {Arch.  gen.  de  med.,  1859,  vol.  i,  p.  291), 
declared  that  the  heart  became  hypertrophied  during  pregnancy. 
This  view  has  been  largely  held  by  the  French  writers,  and  opposed 
by  the  Germans  following  Gerhardt  {De  Situ  et  Magnitudine  Cordis 
Gravid.,  Jena,  1862).  The  opposition  received  confirmation 
through  the  work  of  Stengel  and  Stanton  {Univ.  of  Penn.  Med.  Bull., 
Sept.,  1904).  These  investigators  made  a  cHnical  study  of  the  heart 
and  circulation  during  and  after  pregnancy,  embracing  physical 
examinations  before  and  after  labor,  with  determinations  of  blood 
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pressure.  Their  report  includes  thirty-nine  primiparae,  twenty- 
one  multipara,  and  also  ten  complicated  cases  showing  cardiac  or 
renal  disease  antedating  the  pregnancy.  The  writers  conclude  that 
there  is  not,  during  pregnancy,  any  hypertrophy  of  the  left  ventricle 
or  any  special  increase  in  its  work.  The  increase  of  dullness  to  the 
left  is  due  to  the  upward  displacement  of  the  diaphragm  and  the 
consequent  displacement  of  the  heart  in  an  upward  and  outward 
direction.  However,  they  were  con\'inced  that  there  is  probably, 
during  the  later  months  of  pregnancy,  some  continuous  dilation  of 
the  right  ventricle,  though  this  is  apparently  of  very  moderate 
degree.  This  they  ascribe  to  the  upward  displacement  of  the  dia- 
phragm and  pressure  upon  the  lungs,  increasing  the  difficulties  of 
the  pulmonary  circulation.  It  is  interesting  to  note  that  they  were 
unable  to  find  any  material  increase  in  the  blood  pressure  before  or 
after  labor.  A  notable  increase  was  observed  only  at  the  time  of 
labor;  this  they  declared  could  be  explained  by  the  holding  of  the 
breath,  the  expulsive  efforts,  etc. 

During  parturition,  great  demands  are  made  upon  the  heart. 
The  blood  is  said  to  be  increased  during  pregnancy,  especially  in  its 
watery  and  fibrin-making  elements.  The  erythrocytes,  though 
relatively  diminished,  are  actually  increased.  The  leukocytes  are 
increased  both  absolutely  and  relatively.  With  the  termination  of 
labor,  the  blood  pressure  becomes  diminished  to  such  a  degree  that 
the  heart  may  almost  empty  itself  with  each  beat.  During  the 
puerperium,  the  blood  is  reduced  in  both  quantity  and  quality. 

Digestive  System. — There  is  usually  more  or  less  disturbance  of  the 
digestive  tract  during  pregnancy.  Nausea  and  vomiting  are  so 
common,  especially  from  the  sixth  week  to  the  third  month,  as  to  be 
recognized  even  by  the  laity  as  of  diagnostic  value.  In  the  presence 
of  tuberculosis,  the  persistent  vomiting  of  pregnancy  is  especially 
pernicious.  Constipation  may  be  regarded  as  the  rule  in  women,  and 
it  usually  increases  during  pregnancy  and  the  puerperium. 

Urinary  System. — Frequently  the  urine  is  increased  somewhat  in 
quantity,  and  often  it  has  slightly  lower  specific  gra\-ity.  In  the 
presence  of  a  lesion  of  the  kidney,  pregnancy  is  especially  deleterious, 
since  tuberculosis  adds  to  the  poisons  that  are  eliminated  through 
the  urine. 

Nervous  System. — Changes  in  the  nervous  system  during  preg- 
nancy are  often  marked,  especially  alterations  in  disposition,  perver- 
sions of  appetite,  and  neuralgias,  particularly  of  the  face  and 
teeth.  The  charges  in  disposition  are  usually  in  the  direction  of 
melanchoHa. 
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As  physicians,  we  are  especially  interested  in  the  diseases  and 
abnormalities  that  may  possibly  render  advisable  the  postponement 
or  interdiction  of  marriage.  Besides  the  character  units  which  may 
be  of  agenic  or  eugenic  significance,  we  often  have  brought  to  our 
attention:  (i)  malformations  and  deformities  which  may  affect 
deleteriously  sexual  efficiency  or  render  reproduction  hazardous,  and 
are  therefore  agenic;  (2)  diseases  which  may  result  in  degeneracy  of 
the  offspring.  The  entire  time  of  an  evening  would  not  suffice  for 
anything  like  a  satisfactory  consideration  of  all  the  problems  that 
may  confront  the  physician  in  connection  with  the  question  of  mar- 
riage, so  that  we  will  be  satisfied  with  but  a  brief  allusion  to  a  few 
of  the  more  common  problems  of  this  sort. 

Probably  we  should  consider  first  the  so-called  venereal  diseases. 
It  is  axiomatic  that  the  individual  suffering  from  a  venereal  disease 
should  not  marry,  and  in  many  places  the  courts  have  decided  that 
an  existing  marriage  may  be  terminated  if  one  of  the  parties  is  thus 
effected.  One  of  the  most  important  and  difficult  problems  is  to 
decide  with  certainty  whether  gonorrhea  or  syphiHs  is  cured  and 
when  it  is  safe  for  the  individual  to  marry.  It  is  a  pretty  good 
general  rule,  that  is  only  too  often  disregarded,  that  at  least  two 
years  should  elapse  after  the  infections  are  apparently  cured,  before 
marriage.  At  any  rate,  it  is  absolutely  impossible  to  declare  a  case 
of  syphilis  cured  the  first  time  a  negative  Wassermann  reaction  is 
secured,  just  as  it  would  be  folly  to  declare  a  case  of  gonorrhea  cured 
the  first  time  we  fail  to  find  the  gonococcus. 

As  a  rule  the  individual  with  cancer  should  be  advised  against 
marriage.  The  mahgnant  diseases  embraced  under  the  term 
''cancer",  are  no  longer  believed  to  be  hereditary.  At  any  rate, 
cancer  has  been  found  to  be  more  frequent  in  the  absence  of  a  family 
history  of  the  disease  than  where  there  was  such  a  history. 

Deformities  and  malformations,  such  as  those  of  the  pelvis,  are 
probably  not  hereditary.  At  any  rate,  they  would  be  comparatively 
unimportant  at  present,  when  surgery  has  made  Cesarean  section 
vie  with  normal  labor.  Volumes  have  been  written  concerning 
epilepsy  and  the  various  neuroses.  It  has  been  shown  pretty  con- 
clusively that  all  of  the  children  are  epileptic  in  those  cases  in  which 
both  parents  are  epileptic  and  of  epileptic  families,  that  about  one- 
half  of  the  children  will  be  epileptic  when  the  disease  effects  but  one 
parent,  and  that  about  one-fourth  of  the  children  will  show  epilepsy 
when  both  parents  are  apparently  normal  and  but  one  grandparent 
had  the  disease.  Of  more  importance  is  the  transmission  of  degen- 
eracy, which  may  be  manifested  in  succeeding  generations  as  alco- 
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holism,  insanity,  deficient  mentality,  morphinism,  cocainism  and 
moral  degeneracy.  Degeneracy  is  a  character  complex  that  may 
manifest  itself  in  a  great  variety  of  ways.  A  poor  general  physique, 
defective  physical  traits,  deficient  energy,  alcoholism,  low  mentality, 
epilepsy,  pauperism,  moral  depravity  and  sexual  perversions  are 
considered  examples  of  underlying  degeneracy.  In  this  connection 
we  may  mention  criminality.  The  tendency  to  crime  depends 
largely  on  the  environment  and  the  dominance  of  such  traits  as 
a  low  order  of  intellect,  feeble-mindedness,  epilepsy  and  alcoholism, 
which  are  recognized  as  evidence  of  degeneracy. 

In  the  presence  of  nephritis,  it  is  only  fair  that  the  patient  should 
know  that  she  runs  an  extra  hazard  through  the  occurrence  of 
pregnancy. 

Diabetes  is  a  disease  that  is  influenced  by  the  emotions,  so  that  at 
times  the  question  may  arise  whether  greater  harm  may  not  be  done 
by  interdicting  marriage  than  through  its  consummation. 

In  the  presence  of  disease  of  the  heart,  it  is  a  pretty  good  rule  to 
postpone  marriage  if  there  is  faulty  compensation.  Many  a  sudden 
death  has  occurred  in  men  because  a  damaged  heart  has  not  been 
able  to  stand  the  strain  of  married  life,  and  many  a  woman's  heart 
has  suffered  irretrievable  organic  injury  through  the  strain  imposed 
by  a  difficult  labor. 

As  a  rule  it  is  not  desirable  for  the  tuberculous  to  marry.  But 
there  are  exceptions  to  this  rule.  For  instance,  in  cases  that  are 
cured,  or  that  have  remained  apparently  cured  for  two  years  or 
longer,  the  individuals  should  not  be  deterred  from  marrying.  In 
general,  the  medical  advice  regarding  marriage  should  be  based  upon 
the  physical  condition  of  the  patient  and  any  change  in  environment 
that  may  follow  the  assumption  of  the  marital  relation.  Not  infre- 
quently greater  harm  will  be  done  by  breaking  an  agreement  than 
by  permitting  marriage,  especially  if  the  patient  is  of  a  nervous 
type  and  the  tuberculosis  latent  or  not  far  advanced.  We  must  not 
forget  that  in  the  absence  of  conception  and  excessive  sexual  indul- 
gence, the  prognosis  of  tuberculosis  in  the  married  is  practically  the 
same  as  in  the  unmarried,  but  the  tuberculous  woman  should 
not  become  pregnant,  and  this  fact  should  be  impressed  upon  the 
husband.  Unfortunately  good  intentions  along  this  line  are  not 
always  carried  out. 

The  effect  of  pregnancy  on  tuberculosis  has  frequently  been  dis- 
cussed from  the  standpoint  of  the  plethora  of  pregnancy  and  the 
asthenia  of  tuberculosis.  Thus,  one  writer  claimed  that  the  regular 
profession  should  recognize  that  contraria  contrariis  curantur,  in 
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opposition  to  the  belief  of  many  irregulars,  who  caU  themselves 
"homeopathists,"  that  similia  similihus  curantur.  Such  reasoning 
at  the  present  day  seems  childish. 

Laryngeal  tuberculosis  is  an  absolute  contraindication  to  marriage, 
in  a  medical  sense,  i.e.,  the  possibiUty  of  conception. 

In  cases  of  lymphatic  or  bone  tuberculosis,  that  have  apparently 
recovered  from  the  disease^  the  indi\dduals  may  be  permitted  to 
marry,  notwithstanding  that  in  such  families  tuberculous  infections 
frequently  occur. 

In  cured  or  apparently  cured  pulmonary  tuberculous,  the  privilege 
of  marriage  should  not  be  denied.  However,  sight  should  not  be 
lost  of  the  fact  that  latent  tuberculosis  may  be  aroused  by  pregnancy. 

The  marriage  of  tuberculous  patients  is  not  without  danger,  both 
for  males  and  females,  and  both  for  the  patient  and  the  healthy 
party.  It  has  been  questioned  whether  we  should  advise  against 
marriage  unless  one  of  the  parties  is  healthy.  One  writer  has  held 
that  "WTien  we  turn  to  the  subject  of  children,  we  as  physicians 
have  no  right  to  anticipate  Providence."  With  this  statement  I 
cannot  agree.  However,  when  both  parties  are  tuberculous,  we 
should  advise  against  conception,  especially  if  we  believe  conception 
would  endanger  the  life  of  the  mother. 

CONCLUSIONS. 

1.  Those  contemplating  matrimony  shoiild  be  encouraged  to  seek 
the  advice  of  their  physician. 

2.  The  advice  of  the  physician  concerning  a  proposed  marriage 
should  be  given  only  after  a  scientific  study  of  the  proposed  union 
and  as  careful  examination  and  deliberation  as  should  characterize 
his  conduct  in  the  case  of  a  major  operation. 

3.  It  is  only  by  such  conduct  that  our  profession  can  hold  the 
confidence  of  the  people  and  maintain  our  right  to  be  consulted  in 
such  matters. 

4.  No  application  for  advice  regarding  matrimony  or  allied  mat- 
ters should  be  taken  otherwise  than  seriously. 

5.  The  eugenic  movement,  though  worthy  in  spirit,  must  ulti- 
mately fail  unless  it  is  supported  and  guided  by  scientific  and  medical 
men. 

6.  This  paper,  thought  necessarily  far  from  complete,  shows  there 
is  a  remarkable  absence  of  rules  of  thumb,  that  practically  every 
case  has  to  be  decided  upon  its  merits,  and  that  usually  an  intelli- 
gent opinion  can  be  given  only  after  examination  and  mature 
deliberation. 
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Proceedings  oj  the  Twenty-eighth  Annual  Meeting  held  at 
Pittsburgh,  Pa.,  September  14,  15  and  16,  191 5. 

The  President,  Charles  L.  Bonieield,  M.  D.,  in  the  Chair. 

(Continued.) 

THE  TEACHING  OF  OBSTETRICS. 

BY 
CHARLES  EDWARD  ZIEGLER,  A.  M.,  M.  D.,  F.  A.  C.  S., 

Pittsburgh,  Pa. 

Text-book  titles  as  "Theory  and  Practice  of  Medicine"  and 
"Principles  and  Practice  of  Obstetrics,"  emphasize  ahke  the  fact 
that  medicine  is  both  a  science  and  an  art.  In  teaching  medicine, 
however,  there  is  a  tendency  to  minimize  the  importance  of  the 
science  and  emphasize  that  of  the  art.  This  tendency  is  both  natural 
and  logical  for  a  number  of  reasons:  The  teaching  of  the  science  is 
largely  in  the  abstract  and  has  to  do  with  the  ideal,  with  theories, 
principles  and  fundamentals;  whereas  the  teaching  of  the  art  is 
almost  wholly  in  the  concrete  and  deals  with  the  application  of  the 
science  to  every-day  life  in  medical  matters.  Much  of  the  science 
is  abstruse,  speculative,  of  doubtful  signification  and,  in  parts, 
difficult  to  comprehend  in  its  relationship  to  the  end  sought  in  the 
study  of  the  subject.  The  art,  on  the  other  hand,  has  to  do  with 
the  practical,  with  things  immediately  before,  and  deals  largely  with 
that  which  is  possible  of  accompHshment.  The  science,  while  re- 
garded as  essential,  is  all  too  frequently  valued  only  as  a  means  to  an 
end — to  equip  for  the  practice  of  medicine.  As  it  is  the  exceptional 
student  only  who  is  fitted  by  temperament,  inclination  and  equip- 
ment for  a  career  in  purely  scientific  medicine,  the  demand  is  largely 
for  teaching  along  practical  lines. 

The  scientist  in  medicine  naturally  becomes  the  teacher  and  in- 
vestigator; whereas  the  artist  in  medicine,  inevitably,  becomes  the 
practitioner.     It  would  thus  appear  that  in  the  teaching  of  medicine 
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there  is  a  twofold  purpose — the  training  of  teachers  and  investi- 
gators, and  of  practitioners.  This  is  usually  the  ultimate  result; 
but  if  such  discrimination  is  unduly  emphasized  in  undergraduate 
instruction,  it  will  defeat  the  object  of  prime  importance  in  all  medical 
teaching,  namely,  the  training  of  physicians. 

The  student,  whether  he  is  to  spend  his  life  in  the  laboratory,  in 
teaching  or  in  private  practice,  must  apply  the  same  spirit  of  scien- 
tific inquiry  to  his  work  from  the  beginning  to  the  end  of  his 
undergraduate  studies.  He  must  be  led  and  inspired  to  seek  truth 
for  its  own  sake  and  entirely  apart  from  any  consideration  as  to 
whether  or  not  it  will  be  of  practical  value.  Building  upon  such  a 
foundation  the  physician  will  be  prepared  to  solve  problems  for 
himself  in  whatever  department  or  field  of  medicine  he  may  be  occu- 
pied. Whether  as  teacher,  investigator  or  practitioner,  it  makes 
but  little  difference.  He  may  even  be  all  three  of  these  with  dis- 
tinguished success;  and  when  he  is,  he  becomes  the  ideal  teacher. 

The  science  and  art  of  medicine  may  not  be  separated  with  advan- 
tage in  the  teaching  of  the  subject.  There  may,  perhaps,  be  such  a 
thing  as  a  pure  scientist  in  medicine,  for  no  man  can  practise  medi- 
cine successfully  whose  art  is  not  rooted  and  grounded  in  the  science. 
Likewise,  the  teacher  and  investigator  in  medicine  must  know  much 
of  the  art,  and  for  the  teacher  of  clinical  medicine  extensive  experi- 
ence in  practice  is  an  indispensable  qualification. 

It  is  with  the  above-expressed  convictions  in  regard  to  medical 
education  in  general  that  I  would  approach  the  subject  of  the  teach- 
ing of  obstetrics.  Obstetrics  belongs  to  the  so-called  clinical  branches 
of  medicine  and  as  such,  according  to  prevailing  custom,  is  taught 
both  didactically  and  clinically.  And  this  brings  up  at  once  the 
relative  importance  of  didactic  and  clinical  teaching  in  obstetrics. 
There  can  be  no  question  but  that  the  more  concrete  the  didactic 
teaching  can  be  made,  and  the  more  intimate  its  afi&liation  with  the 
clinical,  the  more  effective  will  be  the  teaching  and  the  better, 
therefore,  the  results  in  practice.  There  are  those  even  who  claim 
that  the  didactic  instruction  should  be  given  in  conjunction  with 
the  cHnical  and  in  no  other  way.  At  first  thought  this-  appears 
ideal;  but  the  ideal,  here  as  frequently  elsewhere  in  medicine,  is 
impracticable  and  even  impossible  of  accomplishment.  Obstetric 
cases  must  be  utiHzed  for  teaching  purposes  when  available,  yet 
more  often  than  otherwise,  they  are  not  available  when  most  needed. 
From  the  clinical  standpoint,  moreover,  a  case  rarely,  if  ever,  covers 
all  phases  of  the  subject  so  that  in  order  to  make  the  teaching  of 
the  subject  under  consideration  complete,  didactic  teaching  must 
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supplement  the  clinical.  Then,  too,  since  only  cases  available  at  the 
time  set  for  the  clinic  can  be  used,  a  systematic  and  exhaustive  course 
of  lectures  covering  the  entire  subject  of  obstetrics  cannot  be  given 
clinically  unless  a  varied  and  unlimited  amount  of  clinical  material 
is  available  and  an  amount  of  time  given  to  the  course  much  beyond 
that  usually  assigned  to  obstetrics  in  the  medical  curriculum.  From 
the  nature  of  the  subject  matter,  moreover,  there  is  much  of  ob- 
stetrics which  cannot  be  taught  clinically.  There  are,  in  addition, 
a  number  of  obstetric  events  and  conditions  which,  although  suitable 
for  chnical  teaching,  are  so  rare  and  so  infrequent  in  their  occur- 
rence that  opportunity  is  seldom  given  for  their  observation. 

For  the  reasons  given,  and  for  others  which  might  be  enumerated, 
I  am  of  the  opinion  that  didactic  teaching  in  obstetrics  cannot  be 
eliminated  from  the  curriculum  without  great  loss  to  the  student. 
The  foundations  of  obstetrics  as  a  science  can  be  soundly  and 
effectively  laid  only  by  a  systematic  course  of  didactic  instruction 
in  the  fundamentals  and  such  other  parts  of  the  subject  as  do  not 
lend  themselves  to  clinical  teaching.  All  didactic  instruction,  how- 
ever, should  be  pictorially  or  otherwise  concretely  illustrated  and 
wherever  practicable  should  be  emphasized  and  fixed  by  laboratory 
studies  and  clinical  contact  through  observation,  demonstration 
and  practice  upon  the  living  subject.  If  due  regard  be  given  to  the 
claims  of  the  other  medical  subjects  in  the  curriculum,  sufficient 
time  cannot  be  allotted  to  obstetrics  to  make  possible  the  training 
of  competent  obstetricians  by  undergraduate  instruction  alone. 
On  the  other  hand,  undergraduate  instruction  in  obstetrics  must  be 
of  the  kind  upon  which  graduate  students  not  only  can  but  must 
build  while  specializing  in  the  subject.  In  other  words,  the  teach- 
ing so  far  as  it  goes,  must  be  correct  and  of  the  proper  spirit.  If 
then  obstetrics  is  to  be  taught  as  a  science  it  is  inevitable,  with  the 
limited  time  of  necessity  given  to  it,  that  the  subject  be  covered 
didactically  w^here  clinical  opportunities  are  not  available  and  where 
clinical  teaching,  from  the  nature  of  the  subject  matter,  is  not 
applicable. 

As  stated,  all  didactic  teaching  should  be  concretely  illustrated. 
This  may  best  be  accomplished  by  the  use  of  models  depicting  ac- 
curately everything  in  obstetrics  possible  of  reproduction.  Such 
models  should  include  especially  the  following:  the  entire  subject 
of  embryology  as  it  is  known  and  taught;  the  obstetric  anatomy  of 
the  female  genitalia  and  pelvis  including  all  pelvic  anomahes;  the 
gross  and  structural  changes  which  take  place  in  the  genitalia, 
especially  the  uterus,  from  the  very  beginning  to  the  end  of  preg- 
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nancy;  the  changes  which  take  place  in  the  uterus  and  lower  birth 
canal  during  labor;  the  attitudes,  positions  and  presentations  of  the 
fetus  in  utero-normal  and  abnormal;  the  successive  attitudes  which 
the  fetus  assumes  in  passing  through  the  birth  canal  in  the  mechan- 
isms of  labor  in  each  and  every  position  of  the  fetus;  the  gross  and 
structural  changes  which  take  place  in  the  uterus  during  the  third 
stage  of  labor;  the  gross  and  structural  anatomy  of  the  placenta 
including  all  anomahes  and  diseased  conditions;  the  effect  of  labor 
upon  the  baby  as  the  molding  of  the  head,  the  formation  and  struc- 
ture of  the  caput  and  cephalhematoma,  intracranial  hemorrhages, 
fractures,  birth  palsies  and  all  abnormalities,  monstrosities  and  dis- 
eases of  the  new-born;  the  changes  in  the  genitaha  including  the 
breasts,  associated  with  the  puerperium;  certain  accidents,  complica- 
tions and  diseases  of  pregnancy,  labor  and  the  puerperium;  the 
various  injuries  to  the  birth  canal,  their  effects  and  cure;  and  ob- 
stetric operations. 

As  there  is  in  existence,  at  the  present  time,  no  obstetric  teaching 
museum  containing  models  of  the  scope  and  character  above  indi- 
cated, there  is  likewise  in  existence  no  obstetric  teaching  institution 
properly  equipped  for  the  teaching  of  obstetrics  as  it  should  be  taught. 
As  a  substitute  for  such  museum  or  as  a  supplement  to  such  as  may 
exist,  there  has  been  devised  nothing  equal  to  opaque  and  lantern 
slide  projection.  I  am  convinced  that  at  the  present  time  no  course 
in  obstetrics  may  be  regarded  as  complete  without  the  use  of  some 
sort  of  elScient  projectoscope  in  both  the  didactic  and  cHnical  teach- 
ing. I  am  also  of  the  opinion  that  in  the  not  distant  future  motion 
pictures  will  supplant  all  other  means  of  pictorial  illustration  in 
medicine. 

I  would  not  overemphasize  the  importance  of  didactic  teaching  in 
obstetrics.  It  is  basic  and  indispensable  to  the  teaching  of  obstet- 
rics as  a  science.  It  must  in  part  precede  and  in  part  accompany 
chnical  teaching,  but  can  never  take  its  place,  as  has  too  long  been 
attempted.  In  times  past  obstetrics  was  taught  very  largely  didac- 
tically and  in  certain  quarters  this  is  still  the  case.  Even  at  the 
present  time  in  all  but  a  few  medical  schools  in  this  country,  the 
chnical  teaching  and  practical  experience  given  undergraduate 
students  in  obstetrics  are  woefully  deficient.  Both  the  teaching  and 
practice  of  obstetrics  are  generally  regarded  as  the  poorest  of  all 
the  clinical  branches  of  medicine.     There  must  be  a  reason. 

It  seems  to  me  that,  in  the  final  analysis,  the  explanation  wiU  be 
found  in  the  fact  that  from  the  beginnings  of  human  history  child- 
birth has  been  regarded  as  a  normal  process.  In  spite  of  much 
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proof  to  the  contrary,  the  idea  is  so  deeply  rooted  in  the  mind  of 
the  race  that  its  eradication  is  a  very  slow,  even  though  a  certain, 
process.  In  other  words,  there  does  not  exist  a  universal  or  as  yet 
even  a  popular  demand  for  good  obstetrics;  and  until  there  is  such 
it  is  going  to  be  most  dil£cult  to  improve  the  quality  of  the  teaching 
beyond  a  certain  point.  Students  of  medicine  wdll  not  make  ex- 
tensive preparation  for  practice  in  a  field  of  medicine  which  offers 
SO  little  in  the  way  of  returns  as  does  obstetrics  to-day  in  general 
practice.  It  would  thus  appear  that  the  standard  of  obstetric 
teaching  is  low  very  largely  because  the  standard  of  obstetric  prac- 
tice is  low.  The  trouble  is  not  so  much  that  as  a  profession  phy- 
sicians are  unable  to  do  good  work  in  obstetrics.  While  it  is  true 
that  there  is  an  appalling  amount  of  ignorance  among  medical  men 
in  obstetric  practice,  it  is  likewise  true  that  there  is  much  carelessness 
and  indifference  on  the  part  of  those  who  know  better.  All  too 
frequently,  however,  both  patient  and  physician  are  ignorant  of  the 
importance  and  possibilities  of  good  obstetrics  with  the  result  that 
the  physician  does  not  acquire  knowledge  which  he  deems  unneces- 
sary or  feels  he  will  not  use,  and  the  patient  for  analogous  reasons 
does  not  demand  what  the  physician  really  cannot  give  and  refuses 
to  pay  for  what  she  does  not  receive.  The  result  is  that  obstetrics 
in  the  hands  of  otherwise  competent  physicians  is  not  well  done, 
very  largely  for  the  reason  that  it  is  impossible  to  give  the  necessary 
time  and  effort  for  the  compensation  obtainable.  It  has  thus  come 
about  that  among  the  poor  the  work  is  left  largely  to  mid\\dves  or 
is  done  by  physicians  who  under  the  circumstances  have  not  been 
able  to  give  even  the  minimum  amount  of  time  to  it.  The  midwife 
is  thus  generally  regarded  as  a  necessity,  even  though  a  very  poor 
makeshift,  and  the  physicians  who  do  the  work  among  the  poor,  of 
necessity  do  it  poorly  and  are  not  very  much  to  blame.  Even 
among  patients  able  to  pay  for  competent  service,  such  service  is 
frequently  not  given  because  not  appreciated  and  not  demanded. 
Even  when  well  done  it  is  difficult  to  obtain  adequate  compensation. 
As  a  result  the  average  general  practitioner  has  come  to  dislike  the 
work,  puts  as  little  time  as  possible  upon  it  and  asks  in  the  way  of 
compensation  just  what  he  feels  he  can  get. 

I  believe  that  the  question  of  good  obstetrics  ultimately  will  be 
solved  through  the  education  of  the  lay  public  and  in  no  other  way. 
Just  as  soon  as  the  people  fully  appreciate  the  importance  and  possi- 
bihties  of  good  obstetrics,  much  will  have  been  accomphshed  toward 
the  solution  of  the  problem.  It  will  be  for  the  medical  profession, 
however,  to  point  the  way  for  the  proper  training  of  obstetric  prac- 
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titioners  and  to  educate  the  public  very  largely  through  results  in 
practice,  but  the  people  themselves  must  be  brought  to  the  point 
where  they  will  demand  good  service  and  provide  ways  and  means  for 
proper  compensation. 

It  is  my  firm  conviction,  however,  that  any  scheme  for  improve- 
ment in  obstetric  teaching  and  practice  which  does  not  contemplate 
the  ultimate  elimination  of  the  midwife  will  not  succeed.  I  say 
this  not  alone  because  midwives  can  never  be  taught  to  practise 
obstetrics  successfully,  but  most  especially  because  of  the  moral 
eflFect  upon  obstetric  standards.  The  lay  public  will  continue  to 
regard  with  indifiference  all  pleas  for  improvement  in  the  teaching 
and  practice  of  obstetrics  so  long  as  more  than  50  per  cent,  of  con- 
finements are  in  the  hands  of  ignorant,  nonmedical  individuals, 
who,  as  a  class,  are  regarded  as  capable  of  doing  the  work  satis- 
factorily even  by  physicians,  among  whom  are  certain  well-known 
professors  of  obstetrics. 

There  is  now  on  foot,  in  New  York  City,  and  elsewhere  a  move- 
ment to  train  and  license  midwives.  This  movement  is  doomed  to 
ultimate  failure  because  founded  upon  a  great  social  injustice,  upon 
a  double  standard  of  obstetric  practice  and  upon  a  wrong  conception 
of  what  the  lay  public  will  sooner  or  later  demand.  The  midwife 
can  never  be  taught  to  practise  obstetrics  acceptably  in  the  light  of 
modern  obstetric  ideals.  The  rapidly  growing  movement  now  in 
progress  to  secure  competent  obstetric  service  for  those  unable  to 
pay  for  it,  will  sooner  or  later  make  the  midwife  obsolete  and  her 
elimination  inevitable. 

The  teaching  of  the  cUnical  or  practical  side  of  obstetrics  can  be 
accompHshed  satisfactorily  only  through  the  medium  of  suitably 
equipped  and  properly  conducted  hospitals  and  dispensaries.  Such 
hospitals  and  dispensaries  should  be  teaching  and  research  institu- 
tions in  the  fullest  and  broadest  sense  of  the  terms,  with  a  large 
amount  of  obstetric  material  freely  and  constantly  available  for  the 
purpose.  The  teaching  staff,  and  there  should  be  no  other,  should 
consist  of  full-time  workers  only,  who  should  be  paid  salaries  sufl&- 
ciently  large  to  make  them  independent  of  aU  other  work.  This 
condition  of  affairs  is  essential  if  the  teaching  is  to  be  maintained  at 
its  maximum  efficiency  and  the  obstetric  material  fully  utilized  as  it 
presents  itself.  When  we  speak  of  clinical  teaching  in  obstetrics 
we  do  not  refer  alone  to  formal  clinical  lectures  given  in  an  am- 
phitheater, before  a  score  or  a  hundred  students,  so  many  hours 
a  week.  On  such  occasions  only  cases  available  at  the  time  can  be 
used  so  that  but  a  very  small  part  of  the  clinical  teaching  can  be 
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given  in  this  way,  even  though  well  given  and  most  valuable  when 
it  occurs.  Since  labors  occur  during  all  hours,  both  day  and  night, 
at  irregular,  uncertain  and  unexpected  times,  obstetric  teaching, 
from  the  clinical  side,  must,  necessarily,  be  a  continuous  performance 
irrespective  of  eating,  sleeping,  resting,  recreation  or  study.  Each 
labor  case  must  be  utilized  to  the  fullest  to  teach  and  to  study  all 
that  it  offers.  This  is  imperative  not  only  that  the  student  may  have 
the  largest  possible  opportunity  during  the  hmited  period  assigned 
to  him  for  practical  work,  but,  also,  because  by  using  each  and  every 
case  as  a  teaching  case,  the  complications  and  unusual  things  are 
thereby  most  certainly  discovered  and  utilized  to  the  great  advantage 
of  both  teacher  and  student  to  say  nothing  of  the  incalculable 
benefit  to  the  patient. 

The  conduct  of  labor  cases  is,  at  best,  both  time  and  strength- 
consuming,  but  when  earnest  and  conscientious  teaching  is  added 
thereto,  the  tax  upon  the  teacher  becomes  severe,  especially  when 
continued  over  a  period  of  months  or  even  years.  For  this  reason, 
the  teaching  staff  should  be  sufficiently  large  to  permit  of  frequent 
changes  and  these  should  be  comparatively  short  hours,  if  the  best 
results  are  to  be  accompUshed. 

As  previously  stated,  competent  obstetricians  cannot  be  trained 
by  undergraduate  instruction  alone.  On  the  other  hand,  much  more 
can  and  should  be  done  for  undergraduate  students  in  obstetrics 
than  has  as  yet  been  done  in  this  country.  I  am  fully  aware  that 
the  four  years  of  undergraduate  instruction  in  medical  schools  is 
already  so  fully  occupied  that  not  much  more  time  can  be  diverted 
from  other  subjects  for  obstetrics.  With  a  system  of  intensive 
teaching  as  above  outlined,  much  more  can  be  given  the  student, 
however,  than  he  now  receives. 

For  practical  instruction  in  obstetrics,  the  student  should  utilize 
at  least  a  part  of  the  summer  vacation  immediately  preceding  his 
last  school  year.  If  this  is  not  possible,  because  of  hmited  material 
or  a  relatively  large  number  of  students,  several  weeks  of  the  school 
year  should  be  given  to  the  work,  during  which  time  the  student 
should  reside  in  the  hospital  and  be  excused  from  all  other  school 
work.  During  this  time  he  should  be  given  ample  opportunity  for 
the  examination  of  pregnant  women  including  vaginal  examinations, 
abdominal  palpation,  auscultation  and  pelvimetry.  He  should 
follow  case  after  case  through  labor  from  beginning  to  end,  always 
under  the  most  careful  supervision  and  instruction  of  trained  teachers. 
He  should  not  only  be  allowed  to  observe  deliveries,  but  should  con- 
duct   them    as    well    under   supervision   and   instruction.     Oppor- 
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tunity  should  be  given  also  for  repeated  vaginal  examinations  on 
parturient  women — each  case  of  labor  being  used  to  the  fullest 
extent  for  teaching  and  practice — with  due  regard,  however,  for 
the  strictest  asepsis. 

The  student  should  follow  most  carefully  the  puerperal  convales- 
cence of  every  patient  in  the  hospital  at  the  time  of  his  service, 
especially  those  whose  deHveries  he  has  witnessed  or  conducted. 
The  care  of  the  babies  should  form  an  important  part  of  the  hospital 
instruction.  Bathing,  care  of  the  eyes,  the  giving  of  enemata,  the 
doing  of  retractions  or  circumcisions,  inspection  of  the  stools  and  the 
modification  of  cows'  milk  for  infant  feeding,  should  all  come  in  for 
consideration  in  the  most  practical  manner.  At  the  close  of  his 
hospital  service  the  student  should  enter  the  dispensary  service, 
where  under  close  supervision  he  should  be  required  to  care  for 
pregnant,  parturient  and  puerperal  women,  following  the  technic, 
as  far  as  may  be  practicable,  which  he  has  learned  in  the  hospital. 
Before  graduating  each  student  should  be  required  to  deliver,  under 
super\'ision  and  instruction,  at  least  twenty-five  women;  and,  before 
going  into  private  practice,  he  should  be  required  by  law  to  do  upon 
the  living  subject  the  obstetric  operations  which  his  license  gives 
him  permission  to  perform.  This  opportunity  can  readily  be  sup- 
phed  in  a  service  of  from  three  months  to  a  year  in  maternity  hos- 
pital and  dispensary  services  such  as  I  have  attempted  to  describe. 

I  shall  close  with  a  brief  reference  to  graduate  instruction  in  ob- 
stetrics. In  order  to  become  a  thoroughly  trained  obstetrician,  the 
graduate  student  must  spend  a  number  of  years  as  assistant  and 
teacher  in  a  maternity  hospital  and  dispensary  services  of  the  type 
already  described.  The  major  part  of  undergraduate  instruction 
should  be  given  by  graduate  students  for  this  very  purpose.  The 
teaching  helps  them  immeasurably.  It  gives  them  assurance,  makes 
them  alert,  teaches  them  the  invaluable  art  of  expression,  develops 
clean  cut  ideas  and  thorough  methods  and  accurate  clean-cut 
procedure. 

Laboratory  studies  and  research  should  constitute  an  indispensa- 
ble part  of  all  graduate  study  in  obstetrics,  not  alone  for  the  knowl- 
edge which  the  student  acquires  and  what  he  adds  to  the  knowledge 
of  the  subject,  but  more  especially  because  of  the  habit  of  investiga- 
tion acquired  thereby;  all  of  which  will  make  his  research  work 
of  the  future  more  fruitful.  Aye,  more  than  that,  it  will  prevent 
him  from  degenerating  into  a  mere  merchant. 

Forbes  and  Halket  Streets. 
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DISCUSSION. 

The  President. — This  is  one  of  the  most  important  papers  that 
has  been  read  before  the  Association.  The  men  who  are  being 
taught  obstetrics  to-day  are  the  men  who  will  be  sitting  on  these 
seats  occupying  the  places  we  are  now  occupying  one-quarter  of  a 
century  hence.  This  paper  is  exceedingly  interesting  and  important, 
and  I  hope  there  will  be  a  free  discussion  of  it. 

Dr.  Henry  Schwarz,  St.  Louis,  Missouri. — We  all  subscribe  to 
the  importance  of  Dr.  Ziegler's  paper  on  the  importance  of  teaching 
obstetrics.  The  picture  he  has  painted  is  the  desirable  one  to  be 
attained,  and  I  am  sure  we  all  feel  more  or  less  that  way.  We  do 
not  subscribe,  however,  to  all  that  he  has  said.  For  instance,  I  do 
not  subscribe  to  the  statement  that  there  is  no  place  where  obstetrics 
is  being  taught  thoroughly;  that  there  is  no  place  that  has  the  teach- 
ing facilities  or  system  such  as  he  has  pointed  out.  We  know  that 
there  are  some  such  places,  but  they  are  very  few  and  far  between. 

Dr.  Ziegler's  paper  has  disappointed  me  in  this  respect,  that  he 
has  not  pointed  out  the  true  cause  why  obstetrics  in  this  country  is 
not  taught  as  it  should  be.  The  cause  is  not  in  the  public;  the  cause, 
as  he  correctly  said,  is  in  us.  The  cause  is  in  the  medical  schools. 
Those  who  are  connected  with  Harvard  IMedical  College,  the 
Johns  Hopkins  and  other  leading  schools,  where  they  have  a  professor 
on  surgery,  a  professor  on  medicine,  or  a  professor  of  pathology, 
could  get  anything  in  their  community  they  want,  and  such  men 
could  put  obstetrics  on  a  proper  footing  if  they  had  it  in  mind  or  if 
they  had  been  properly  advised.  The  cause  of  it  to  my  mind  is  that 
obstetrics  is  circumscribed  by  not  giving  to  the  obstetrician  all  that 
belongs  to  his  department. 

Dr.  Ziegler  has  painfully  abstained  from  mentioning  anything 
about  the  diseases  of  women  or  about  the  diseases  peculiar  to  women. 
He  has  their  welfare  at  heart,  and  his  institution  is  to  be  a  woman's 
clinic  in  the  true  sense  of  the  word.  We  want  a  woman's  clinic. 
We  want  our  birthright.  We  want  to  be  obstetricians.  An  obstet- 
rician does  not  mean  a  puller  of  babies;  it  means  that  a  man  stands 
by  a  woman  during  all  the  hours  that  are  peculiarly  important  to  her; 
it  means  from  the  cradle  to  the  grave,  and  we  do  claim  that  the  teach- 
ing and  development  of  obstetrics  is  stunted  when  you  separate 
obstetrics  from  that  which  the  good  obstetrician  tries  to  prevent, 
namely,  50  per  cent,  of  the  entire  field,  and  that  is  gynecology. 
There  is  not  in  a  true  woman's  clinic  any  thought  of  dividing  obstet- 
rics and  gynecology,  but  when  you  form  associations  like  this,  where 
you  have  surgeons  and  gynecologists  and  obstetricians,  and  where 
three  are  one  and  the  same  thing,  you  yourselves  are  instrumental 
in  keeping  obstetrics  on  a  lower  level.  The  gynecologists  as  they 
like  to  call  themselves,  are  neither  fish  nor  meat.  The  gynecologist 
is  the  one  who  causes  all  trouble  in  medical  schools.  He  is  an 
abomination  to  the  surgeon.  The  surgeon  would  like  to  attack  him 
as  a  subdepartment  of  surgery.  He  is  an  abomination  likewise  to 
the  obstetrician  because  he  interferes  with  the  full  development  of 
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the  obstetrician.  You  cannot  develop  an  obstetrician  such  as 
Dr.  Ziegler  has  in  mind  unless  you  give  him  a  full  field  of  activity. 
If  a  society  such  as  this  would  come  to  a  realization  of  the  important 
service  that  should  be  given  to  the  community,  by  learning  to 
understand  this  point  and  by  trying  to  enforce  in  the  medical  schools 
with  which  we  are  all  more  or  less  connected,  a  great  step  would  be  done 
to  accomplish  the  ends  which  are  in  the  mind  of  Dr.  Ziegler.  When- 
ever institutions  start  out  to  do  things  they  go  to  the  best  brains  of 
the  country.  Let  us  take  Washington  University  Medical  School 
of  St.  Louis  as  an  example.  They  go  to  Welch  of  Baltimore;  they 
go  to  the  Carnegie  Foundation;  they  go  to  the  Rockefeller  In- 
stitute, they  go  to  Boston,  and  then  they  come  home  and  say  we 
must  have  full-term  teachers  in  medicine,  surgery  and  pediatrics, 
etc.  That  is  what  they  did  in  St,  Louis.  Luckily,  we  would  not 
stand  for  it,  but  we  had  to  hammer  into  the  new  faculty  that  there 
are  only  three  main  clinical  divisions  of  medicine,  and  these  are 
medicine,  obstetrics  and  surgery.  Obstetrics  first,  because  you 
train  these  men,  and  when  you  turn  them  loose  on  the  public  you 
expect  them  to  do  good  obstetric  work.  There  is  nothing  in  surgery 
that  the  young  graduate  cannot  escape  if  he  wants  to,  outside  of 
fractures  and  dislocations  and  a  few  of  the  minor  surgical  operations 
which  every  good  graduate  can  perform.  But  he  does  not  have  to 
remove  the  Gasserian  ganglion  or  do  gall-stone  operations  or  things 
of  that  kind,  because  there  are  plenty  of  experienced  surgeons  for  him 
to  consult  at  all  times  and  in  all  places.  But  in  obstetrics  the  young- 
est graduate  may  be  called  upon  to  go  to  a  farm  several  miles  away 
from  medical  assistance  and  there  he  has  to  do  what  the  case  calls  for 
whether  it  be  a  case  of  eclamptic  convulsions,  a  case  of  contracted 
pelvis,  or  a  neglected  shoulder  presentation,  or  what  not,  so  that 
there  is  nothing  in  the  text-books  on  obstetrics  that  we  can  neglect 
in  the  teaching.  We  have  to  prepare  them  then  in  every  detail  of 
obstetrics  before  we  can  safely  turn  them  loose  upon  the  public. 
In  our  school,  I  am  happy  to  say,  we  are  overcoming  the  ambition 
of  the  surgeon,  for  instance.  Professor  Murphy,  a  very  dear  freind 
of  mine,  came  from  Harvard  to  build  up  the  department  of  surgery 
in  our  institution.  He  understood  he  was  to  do  all  the  abdominal 
operations,  to  take  out  fibroids,  etc.,  because  that  was  the  way  he  was 
brought  up.  We  argued  the  point  a  little  while,  and  in  arguing  we 
have  for  years  found  that  we  must  never  get  too  hot;  we  must  use 
persuasion  and  never  get  ourselves  into  a  place  where  we  say, 
"Unless  you  do  this,  we  quit."  We  do  not  do  that.  We  fight  this 
way:  "Unless  you  do  that  which  is  for  the  best  interest  of  the 
institution,  we  will  fight  and  keep  fighting  because  we  will  give  you 
no  rest  unless  you  do  that  for  which  we  have  stood  a  lifetime."  If 
the  three  branches  were  accorded  equal  weight  in  the  teaching,  equal 
weight  in  the  passing  or  not  passing  of  the  students,  there  would  be 
no  trouble  in  making  students  take  the  necessary  interest  in  ob- 
stetrics. In  the  first  place,  they  really  like  to  be  taught  well.  They 
enjoy  the  work,  but  you  can  flunk  them  just  as  quick  in  obstetrics 
as  in  medicine  or  surgery  so  that  we  have  no  difficulty  that  way. 
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As  our  friend  Dr.  Williams  says,  there  is  good  work  done  here  and 
there  in  teaching  obstetrics,  only  it  is  not  done  as  a  rule.  They  have 
to  do  it  under  difficulties  and  fights  which  should  not  be  imposed 
upon  them.  There  is  too  much  struggle  and  fighting  necessary  to 
insure  the  safe  development  of  obstetrics. 

I  do  not  like  to  go  much  further  into  these  things  except  to  say 
this:  It  has  been  an  abomination  to  me,  when  I  come  to  some  of  the 
meetings  of  our  Association  to  find  a  program  filled  with  subjects 
that  are  absolutely  foreign  to  obstetrics  in  itself,  even  including  the 
operative  procedures  peculiar  to  women.  When  I  read  the  By-Laws 
of  the  Association  I  find  that  our  Association  is  devoted  to  the  ad- 
vancement of  obstetrics,  to  gynecology  and  abdominal  surgery. 
With  the  good  obstetricians  increasing  in  number  in  the  Association, 
with  the  pathetic  talk  we  got  last  night  from  Findley,  of  Omaha, 
and  from  Ziegler  with  reference  to  obstetrics,  it  may  not  be  long 
before  we  will  try  to  change  the  Constitution  and  By-Laws,  before 
we  will  try  to  cut  off  abdominal  surgery,  before  we  will  try  to  make 
an  association  for  the  advancement  of  obstetrics  and  gynecology. 
That  includes  all  legitimate  abdominal  surgery  that  the  obstetrician 
ought  to  do.  We  do  not  want  to  stir  up  too  much  feeling,  but  at 
Indianapolis  next  year  we  will  make  a  motion  in  proper  form,  let  it 
lie  over  for  a  year,  and  then  we  will  exert  ourselves  to  make  this 
Association  stand  for  obstetrics  in  its  extended  sense,  including 
gynecology. 

Dr.  Greer  Baughman,  Richmond,  Virginia. — I  have  been  very 
much  interested  in  Dr.  Ziegler's  plan  of  teaching  obstetrics,  I  think 
it  is  ideal,  and  hope  he  will  be  able  to  carry  it  out. 

I  want  to  say  a  word  or  two  in  regard  to  the  point  of  eliminating 
midwives  and  in  advancing  the  teaching  of  obstetrics.  The  situa- 
tion in  regard  to  the  midwife  is  fast  changing,  particularly  in  our 
section  of  the  country.  There  is  a  reason  for  it,  and  I  believe  the 
same  thing  can  be  carried  out  with  you  in  your  towns  or  cities.  Our 
outside  dispensary  in  obstetrics  takes  charge  of  this  work.  I  do 
not  believe  it  is  possible  to  do  away  with  the  midwife  under  the  old 
method  of  allowing  students  to  deliver  women  without  competent 
instructors.  There  are  many  women  who  prefer  a  midwife  they 
know  to  a  young  medical  student  they  do  not  know.  Every  case 
on  the  outside  is  demonstrated  by  a  demonstrator.  This  is  trouble- 
some and  it  requires  nine  or  ten  men  who  are  interested  in  the  work, 
but  who  do  not  receive  one  penny.  They  do  this  for  what  they  can 
learn  in  teaching  students  on  the  outside.  It  is  astonishing  the 
improvement  that  has  taken  place  in  the  outside  service,  and  how 
midwives  are  being  eliminated  because  we  are  trying  to  do  the  work 
in  that  way. 

My  idea  in  teaching  clinical  obstetrics  is  that  absolutely  every 
case  should  be  demonstrated.  Ten  cases  perfectly  demonstrated  by 
an  intelligent  demonstrator  are  equal  to  a  hundred  cases  that  the 
student  does  himself,  without  instruction. 

We  have  instituted  one  plan  of  instruction  which  is  a  small  thing, 
but  it  is  the  small  things  that  help,  and  possibly  it  may  not  have  oc- 
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curred  to  you.  We  have  at  regular  intervals  clinical  history  talks 
with  our  boys.  We  read  to  a  certain  point,  histories  of  cases  that 
have  occurred  in  the  service  including  the  size  of  the  pelvis,  the 
heart  sounds,  etc.  We  tell  the  student  to  write  down  what  was 
done  to  the  woman  and  what  was  the  result,  and  after  we  have 
collected  the  answers,  we  read  what  really  happened  to  her.  Leopold, 
of  Dresden,  I  believe  suggested  this  plan  of  instructions  and  carried 
it  out  in  a  splendid  way. 

Dr.  John  Norval  Bell,  Detroit,  Michigan. — A  course  in  ob- 
stetrics given  to  students  by  these  instructors  by  actual  demonstra- 
tion of  patients  is  ideal,  but  no  matter  how  many  of  these  nonpaid 
instructors  there  are,  there  will  be  a  time  when  none  of  these  men 
are  available.  That  happens  very  frequently.  In  our  institution 
we  have  four  men  in  our  department  who  are  available  for  demon- 
stration in  the  homes  of  patients,  but  it  frequently  happens  that  not 
one  of  these  men  is  available  when  the  student  calls  up.  On  the 
other  hand,  many  of  these  women  deliver  themselves  precipitately, 
and  the  student  receives  no  benefit  from  the  case  at  all.  To  my  way 
of  thinking,  all  of  these  cases  should  be  delivered  in  an  institution, 
such  as  Dr.  Ziegler  has  for  this  purpose,  where  you  can  teach  ob- 
stetrics and  teach  it  properly.  You  can  get  patients  to  come  in 
there  as  soon  as  their  pains  develop,  and  you  can  demonstrate  these 
cases  in  the  institution.  There  a  doctor  is  usually  available  very 
quickly,  and  if  not,  his  first  assistant,  who  is  resident  in  the  hospital 
as  senior  intern  in  his  department,  is  available,  and  he  can  give  a 
scientific  demonstration  of  delivery.  In  our  institution  we  have 
the  fundamental  principles  of  obstetrics  taught  in  the  junior  year 
in  the  outdoor  department.  Patients  come  there  and  register,  and 
the  students  are  divided  into  sections.  They  are  taught  pelvimetry 
and  external  palpation,  the  location  of  the  fetal  heart,  and  they  are 
taught  by  the  attending  staff  of  the  outdoor  department.  They  see 
a  lot  of  good  material  and  receive  excellent  instruction  in  this  way. 
In  the  senior  year  they  go  to  the  hospital  and  have  the  cases  demon- 
strated to  them  there  at  the  time  of  delivery.  When  they  go  to 
attend  a  case  in  the  hospital  the  outdoor  history  is  brought  in,  they 
sit  down  and  look  it  over,  they  examine  the  patient,  and  go  ahead 
with  the  delivery,  and  the  students  are  required  to  make  out  a  pre- 
liminary history  of  that  patient  themselves  and  the  history  at  the 
time  of  labor,  and  required  to  follow  the  case  up  for  the  fiirst  ten  or 
twelve  days,  to  see  the  patient  every  day  for  ten  or  twelve  days  after 
the  child  is  delivered.  That,  at  the  present  time,  is  as  near  ideal  as 
you  can  get  it;  but  there  is  not  the  slightest  doubt  that  the  teaching 
that  Dr.  Ziegler  has  outlined  is  even  more  ideal,  but  it  is  not  prac- 
tical. We  are  facing  a  condition  and  not  a  theory.  I  heartily  agree 
with  Dr.  Schwarz.  I  did  a  lot  of  gynecological  work  for  fifteen  years 
and  am  still  doing  it,  for  in  order  to  be  a  good  obstetrician  you  must 
have  had  a  good  grounding  in  gynecology.  In  other  words,  to  be  a 
good  obstetric  surgeon,  you  must  have  a  good  knowledge  of  gyne- 
cology. A  great  many  gynecologists  so-called  are  general  surgeons 
and  do  not  know  very  much  about  obstetrics.     There  are  a  few  of 
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US  getting  into  it,  but  there  would  be  a  whole  lot  more  coming  into 
it  if  the  subject  was  properly  taught  and  more  thoroughly  under- 
stood. Gynecology  is  a  good  ground  work  for  the  making  of  a 
good  obstetric  surgeon.  -< 

Dr.  Gordon  K.  Dickinson,  Jersey  City,  New  Jersey. — I  love 
Dr.  Schwarz,  but  I  dislike  to  think  that  I  have  to  be  a  good  obstet- 
rician as  well  as  an  abdominal  surgeon,  because  I  am  an  abdominal 
surgeon  mostly.  I  feel  pretty  warm  over  one  thing  which  corre- 
lates the  ideas  set  forth  in  the  paper.  You  men  who  have  talked 
so  far  do  not  seem  to  have  many  worries,  but  we  men  with  our  type 
of  hospitals  have  great  worry  over  the  matter  of  how  to  get  the  next 
intern.  When  90  per  cent.,  I  believe,  of  the  graduate  doctors 
go  into  hospitals,  morally  you  have  an  obligation.  You  men  who 
are  connected  with  medical  colleges  and  are  teaching  these  young 
men  until  they  graduate  and  are  ready  to  accept  hospital  positions, 
should  see  to  it  that  certain  hospitals  are  standardized  and  graded 
and  are  universities  of  instruction.  When  these  young  men  leave 
your  institution  of  learning,  you  should  see  to  it  that  they  get  into 
the  proper  places  to  receive  proper  training  and  instruction.  The 
biggest  part  of  the  literature  in  our  medical  journals  deals  with 
therapy.  We  do  not  often  come  down  to  principles.  These  young 
men  must  be  taught  principles  because  it  is  only  by  knowing  the 
principles  of  medicine  you  can  think.  The  boy  who  cannot  think 
but  only  work  with  his  fingers  is  like  a  carpenter,  he  will  not  do  for  a 
practitioner  of  medicine.  It  is  human  nature  to  whittle  a  stick 
or  to  whistle  or  to  do  something,  but  some  men  do  more  work  with 
their  brains  than  with  their  fingers.  Hospitals  can  be  made  edu- 
cative centers.  We  want  more  interns.  I  find  it  hard  to  get  one, 
although  we  have  a  good  hospital.  You  men  who  have  college 
connections  should  have  an  intelligence  office  and  have  us  on  the 
list  and  say  to  each  hospital,  don't  worry,  we  have  had  you  slated 
for  three  years,  and  we  will  keep  you  slated  as  long  as  you  deliver 
the  goods  to  the  young  men. 

Dr.  James  E.  King,  Buffalo,  New  York. — I  have  not  been  engaged 
in  obstetric  work  for  the  last  two  or  three  years,  nevertheless,  I 
am  very  much  interested  in  the  subject  of  this  paper,  and  I  think 
that  we  must  all  recognize  the  deficiencies  in  teaching  which  Dr. 
Ziegler  has  pointed  out. 

There  are  two  points  I  wish  to  emphasize,  and  the  first  is  in  regard 
to  the  teaching  of  obstetrics.  It  appears  to  me  that  too  much 
emphasis  is  laid  upon  actual  delivery.  We  instruct  the  student  in 
how  to  deliver  a  case  most  carefully,  and  much  of  the  emphasis  in 
the  teaching  is  laid  upon  this  particular  part  of  obstetrics.  We 
show  him  how  to  apply  forceps  on  the  manikin  and  on  the  living 
subject,  and  after  his  graduation  we  find  him  applying  forceps  fre- 
quently and  not  always  with  good  judgment  and  skill.  Much  greater 
emphasis  in  teaching  of  obstetrics,  I  beheve  should  be  laid  upon  the 
diagnosis  of  position  both  before  labor  has  begun  and  during  its 
progress.  In  this  way,  the  diagnosis  of  dystocias  and  the  various 
abnormal   conditions  that  may  be  present   or  arise  during  labor, 
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can  be  detected  early  enough  to  be  corrected.  Until  this  is  done, 
I  feel  that  we  are  not  going  to  have  painstaking  obstetrics  among  the 
general  practitioners. 

The  second  point  is  with  regard  to  the  midwife,  and  unfortunately 
I  did  not  hear  all  that  Dr.  Ziegler  said  on  that  question.  At  the 
last  meeting  of  the  New  York  State  Medical  Association,  we  had 
three  very  illuminating  papers  upon  the  subject  of  the  midwife. 
It  was  perfectly  astonishing  to  hear  in  the  discussion  the  various 
views  expressed  by  some  of  the  men  as  to  the  necessity  and  need 
for  midwives.  I  do  not  believe  that  obstetrics  will  have  its  proper 
place  in  medicine,  until  the  public  are  educated  to  the  view  that  no 
branch  of  obstetrics  should  be  in  the  hands  of  ignorant  women.  I, 
for  one,  believe  that  there  is  absolutely  no  excuse  for  the  midwife. 
She  is  an  importation  brought  over  with  the  various  foreign  popula- 
tion that  we  have  in  this  country;  but  why  we  in  this  country  should 
feel  that  we  must  accept  her  just  because  she  is  an  institution  in 
Europe,  is  beyond  my  comprehension.  The  midwife  problem  is 
one  of  considerable  scope,  and  apparently  there  is  difficulty  in  finding 
a  remedy.  It  would  seem  that  it  would  be  perfectly  proper  for 
an  association  of  this  character  to  place  itself  on  record  as  being  ab- 
solutely opposed  to  the  midwife,  and  I  think  it  would  be  perfectly 
proper  to  enter  upon  our  minutes  a  firm  protest  against  that  very 
unscientific  institution. 

Dr.  Charles  L.  Bonifield,  Cincinnati,  Ohio. — I  cannot  refrain 
from  making  a  few  remarks  on  this  very  important  subject.  In  the 
first  place,  I  want  to  commend  the  paper  read  by  Dr.  Ziegler.  In 
the  second  place,  I  wish  for  just  a  minute  or  two  to  defend  the  asso- 
ciation of  which  at  the  present  time  I  happen  to  be  the  head.  Be- 
cause my  friend  Dr.  Schwarz  thinks  gynecology  should  be  the 
appendage  of  obstetrics  is  to  me  no  reason  why  intelligent  men 
should  not  at  the  same  meeting  read  papers  on  more  diverse  subjects 
than  those  conditions  that  are  incident  to  childbearing.  I  believe 
in  speciaUzation  of  medicine.  I  believe  any  one  who  wishes  to  devote 
himself  exclusively  to  the  surgery  of  the  umbilicus  should  do  so. 
On  the  other  hand,  I  do  not  expect  to  find  any  man  or  set  of  men 
who  will  claim  that  because  it  is  better  to  subdivide  medicine  in 
a  certain  way,  for  the  purpose  of  teaching  it,  that  it  is  necessary 
for  a  man  to  select  one  of  these  arbitrary  subdivisions  for  his  prac- 
tice, or  that  he  must  keep  his  interests  confined  to  that  special 
subject. 

Dr.  Carstens,  one  of  our  old  wheel  horses,  told  me  yesterday  that 
he  spent  four  hours  every  day  in  reading  medicine.  I  know  that  in 
reading  medicine  he  did  not  mean  only  obstetrics  or  gynecology, 
but  he  reads  surgery,  internal  medicine,  and  everything  else.  If  it 
is  a  good  thing  for  us  to  read  up  on  these  subjects  in  the  privacy  of 
our  rooms,  it  is  just  as  good  to  hear  these  subjects  discussed  at  a 
meeting  like  this.  I  believe  in  this  association  keeping  up  its  broad 
field  of  abdominal  surgery,  gynecology  and  obstetrics,  or  if  it  pleases 
our  friend  better,  I  am  perfectly  willing  to  put  them  in  the  order  he 
mentioned,  namely,  obstetrics,  gynecology  and  abdominal  surgery. 
(Laughter.) 
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I  do  not  attach  much  importance  to  a  name,  but  I  really  see  no 
great  reason  for  changing  that  of  the  gynecologist.  The  word 
gynecology  means  a  treatise  on  woman,  the  word  obstetrics  means 
to  stand  around.  Possibly  the  reason  why  gynecology  to-day 
sHghtly  overshadows  obstetrics  is  because  the  obstetricians  have 
been  content  to  stand  around  while  the  gynecologists  were  making 
rapid  strides  forward. 

Dr.  J.  Henry  Carstens,  Detroit,  Michigan. — It  seems  to  me, 
this  is  a  complicated  question,  and  after  having  passed  through  all  the 
different  stages  during  an  experience  of  about  twenty  years  in  each 
hne,  I  look  at  the  subject  a  little  differently  from  some  of  my  friends. 
I  taught  obstetrics  for  twenty  years,  and  then  gynecology  for 
twenty  years,  and  now  I  am  teaching  abdominal  surgery.  There 
are  several  points  to  be  considered  about  it.  First,  into  this  country 
there  came  in  the  last  century  in  the  fifth  decade  the  Irish  and  in 
the  eighth  decade  came  the  Germans  who  were  used  to  having  mid- 
wives,  and  in  the  course  of  time  these  women  bore  children,  and  sub- 
sequently their  children  bore  other  children  and  we  have  educated 
them  to  employ  doctors.  Then  came  into  this  country  the  Poles, 
we  have  educated  them,  but  later  came  the  Armenians,  and  other 
nationalities,  and  they  are  used  to  midwives.  Most  of  those  people 
came  to  this  country  poor,  they  have  not  money  to  engage  a  doctor, 
they  cannot  pay  a  doctor  what  he  ought  to  have  for  his  services,  and 
the  result  is  they  take  midwives.  But  by  and  by  these  people  will 
also  be  educated  to  employ  doctors  in  cases  of  obstetrics  and  will 
have  them  all  the  time.  But  for  the  reasons  I  have  mentioned  it 
will  not  be  an  easy  matter  to  get  rid  of  the  midwives,  but  I  believe 
with  Dr.  Ziegler  that  we  ought  to  get  rid  of  them  as  soon  as 
possible.  Who  are  the  obstetricians  in  the  country  to-day?  Not 
you  and  I.  No.  The  obstetricians  in  the  country  to-day  are  the 
general  practitioners.  They  are  the  ones,  and  to  have  these  ob- 
stetrical papers  read  before  us  does  not  do  any  good.  These  papers 
ought  to  be  read  before  a  society  of  general  practitioners,  before 
the  internal  medicine  man.  They  ought  to  be  thoroughly  drilled 
in  obstetrics,  and  so  I  agree  with  Dr.  Ziegler  we  ought  to  drill  into 
our  medical  students  a  thorough  knowledge  of  obstetrics.  We  should 
educate  them  to  take  an  interest  in  it,  but  what  is  the  result? 
Students  will  learn  it,  we  give  them  good  instruction,  and  plenty  of 
cases  to  handle,  they  know  aU  about  it,  and  they  go  out  and  practise 
it.  If  they  practise  in  the  country  they  have  got  to  do  obstetrics, 
and  they  do  it.  If  they  practise  in  a  city  what  do  they  do?  They 
do  not  practise  obstetrics  very  long.  They  want  to  be  specialists 
of  some  kind.  Obstetrics  is  hard  work,  and  it  does  not  pay  very  well. 
I  practised  obstetrics  for  twenty  years,  and  I  know  it  is  hard  work. 
I  have  dehvered  as  many  as  200  women  a  year,  and  every  one  here 
knows  to  dehver  200  women  in  private  practice,  besides  attending 
to  other  duties,  means  that  you  are  called  out  every  night,  and  I  do 
not  care  what  kind  of  a  constitution  you  may  have,  there  is  a  time 
coming  when  you  cannot  do  that  work  any  more.  You  cannot  keep 
it  up  forever  unless  you  limit  yourself  to  a  few  dozen  cases,  and  that 
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does  not  do  any  good  to  the  community.  You  must  understand  that 
many  of  us  are  getting  older,  we  are  getting  tired  of  obstetrics,  and 
we  drift  into  other  surgical  work.  There  are  many  men  who  do  not 
practise  obstetrics,  while  others  do.  It  occurs  to  me  whether  it 
would  not  be  a  good  idea  to  have  a  large  obstetricial  society  in  this 
country  for  men  who  could  and  would  devote  themselves  especially 
to  obstetrics  and  would  have  a  society  for  themselves  where  they 
could  discuss  this.  I  do  not  know  that  the  time  is  ripe  for  that. 
Personally,  I  take  as  much  interest  in  the  obstetrical  papers  as  I 
do  in  the  gynecological  or  those  on  abdominal  surgery,  and  I  think 
the  obstetricians  should  be  able  to  stand  a  few  papers  on  abdominal 
surgery  and  gynecology. 

Dr.  Ziegler  (closing  the  discussion). — If  I  had  been  given  an  hour 
or  even  two  hours  to  discuss  this  subject,  I  could  have  expressed 
my  view  more  fully  and  doubtless  more  accurately.  I  fully  agree 
with  all  that  Dr.  Schwarz  has  said  but  in  twenty  minutes  it  was 
hardly  to  be  expected  that  I  would  cover  fully  the  subject  which 
I  have  brought  before  you.  I  do  not  teach  gynecology  in  the  Uni- 
versity and  therefore  have  not  discussed  it  in  my  paper.  In  the 
New  Magee  Hospital,  however,  we  will  practise  both  obstetrics 
and  gynecology  and  will  teach  them  both  to  post-graduate  students 
even  though  we  teach  obstetrics  only  to  under-graduate  students. 
The  Pittsburgh  members  of  our  association  will  testify  to  the  vigor 
and  persistence  with  which  I  have  advocated  the  inseparable  com- 
bination of  obstetrics  and  gynecology.  I  have  met  with  so  little 
support  and  with  so  much  opposition  that  after  a  time  the  conten- 
tion has  grown  monotonous  and  so  I  have  purposely  confined  my 
paper  to  the  teaching  of  obstetrics.  For  this  very  reason  I  am 
especially  pleased  to  have  Dr.  Schwarz  criticise  my  omission. 

If  Dr.  Schwarz  will  read  my  paper  carefully  he  will  agree  that  I 
did  not  say  that  there  are  no  institutions  in  this  country  where  ob- 
stetrics is  taught  as  I  have  advocated.  I  admitted  that  there  are 
a  few  and  of  course  Dr.  Schwarz's  institution  was  included  in  this 
number. 

Personally  I  feel  very  strongly  on  this  subject.  I  think  we 
are  all  of  the  opinion  that  a  certain  amount  of  didactic  teaching 
is  indispensable.  When  it  comes  to  the  practical  side  of  obstet- 
rics, there  are  but  few  institutions,  even  now,  giving  the  stu- 
dents what  they  should  have.  In  most  obstetric-teaching  in- 
stitutions the  students  witness  deliveries  only.  They  are  advised 
what  to  do,  but  in  very  few  institutions  do  they  actually  conduct 
confinements  under  supervision  and  instruction.  We  learn  to  do  by 
doing  and  in  no  other  way  and  unless  our  students  actually  do  the 
work  they  will  go  out  into  practice  with  little  more  knowledge  of  the 
subject  than  if  the  teaching  were  entirely  didactic.  In  our  work  at 
the  hospital  three  students  are  on  duty  at  a  time.  Each  student 
gives  the  anesthetics  for  four  cases  during  the  close  of  the  second 
stage;  as  second  assistant,  he  counts  the  fetal  heart  sounds,  observes 
the  character,  duration  and  frequency  of  the  pains  and  controls 
the  fundus  and  uterine  contractions  during  and  following  the  third 
stage  of  labor  for  four  cases;  and  as  senior  assistant,  he  assists  with 
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the  ninth  case  and  finally  dehvers  under  supervision  and  instruction, 
the  tenth,  eleventh  and  twelfth  cases  in  his  service.  At  the  close  of 
his  service  in  the  hospital  the  student  is  sent  into  the  out-patient 
service  where  he  conducts  four  more  cases  under  supervision  and 
instruction.  He  is  thus  present  at  a  minimum  of  sixteen  cases  of 
labor,  seven  of  which  he  has  personally  conducted  under  instruction 
and  supervision.  If  his  work  has  been  satisfactory  he  is  then  per- 
mitted to  conduct  alone  and  upon  his  own  responsibility  as  many 
additional  cases  as  he  has  the  time  and  incHnation  for. 

In  spite  of  what  Dr.  Schwarz  has  said,  I  still  think  that  the  re- 
sponsibility for  poor  obstetrics  rests  very  largely  with  the  people. 
They  do  not  have  the  respect  for  obstetrics  that  they  should  have. 
Midwives  are  doing  a  large  part  of  the  work.  The  people  naturally 
feel  that  if  midwives  can  do  the  work  satisfactorily,  little  medical 
education  is  necessary.  I  believe  that  the  midwives  may  be  sup- 
planted by  maternity  dispensaries.  The  trouble  is  that  the  pro- 
fession is  not  united  on  this  subject.  Many  physicians  profess  to 
believe  that  midwives  can  do  the  work  satisfactorily  and  are  in- 
dispensable. Others  beheve,  as  I  do,  that  we  can  get  along  without 
them.  So  long  as  the  profession  is  not  agreed  upon  the  matter,  the 
people  wiU  not  give  money  to  eUminate  the  midwife.  On  the  other 
hand,  money  will  be  promptly  forthcoming  just  as  soon  as  the  people 
are  convinced  of  the  necessity  of  physicians  and  nurses  doing  the 
work.  In  three  and  a  half  years,  I  have  collected  and  spent  almost 
$50,000,  in  maternity  dispensary  work  and  I  have  done  it  alone 
and  without  a  particle  of  assistance  from  a  single  physician  in  the 
city.  We  have  four  physicians,  five  nurses  and  a  social  worker  on 
our  dispensary  staff.  They  are  on  salaries  and  devote  their  entire 
time  to  the  work.  We  expect  to  secure  pledges  of  $20,000  a 
year  for  the  next  five  years  to  carry  on  the  work  which  is  growing 
rapidly.  We  are  now  caring  for  about  a  hundred  confinements  a 
month  and  making  over  a  thousand  visits  a  month  in  the  homes. 
I  know  what  I  am  talking  about  when  I  say  that  if  the  physicians  of 
the  city  were  agreed  that  the  midwives  should  be  supplanted  by 
physicians  and  nurses,  the  thing  would  be  accomplished  in  less  than 
a  year  and  there  would  be  no  trouble  in  getting  the  money. 


SURGICAL  OPERATIONS  DURING  THE  PREGNANT 

STATE. 

BY 
FRANCIS  REDER,  M.  D.,  F.  A.  C.  S., 

St.  Louis. 

When  a  huntsman  expects  to  do  some  shooting,  he  not  only  ex- 
amines the  magazine  of  his  gun  to  see  that  it  is  in  good  working  order, 
but  he  also  inspects  the  rest  of  his  fowling  piece  to  ascertain  if  it 
is  in  any  way  defective.  This  is  a  principle  that  would  admirably 
apply  to  a  woman  who  expects  to  become  pregnant. 
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The  organism  of  a  woman  expecting  pregnancy  should  be  in  good 
working  order,  and  any  defects,  that  may  exist,  should  be  corrected 
before  she  permits  herself  to  become  impregnated. 

This  chapter  of  a  woman's  life  is  not  dwelt  upon  with  sufficient 
emphasis,  as  is  evidenced  by  the  ignoring  of  even  the  minor  ailments 
that  are  so  frequently  present.  I  have  reference  to  a  diseased  state 
of  the  teeth  and  gums,  and  to  hemorrhoidal  conditions.  Much 
discomfort  and  suffering  can  be  spared  a  pregnant  woman  by  having 
such  conditions  properly  attended  to  either  before  or  during  the  early 
period  of  gestation.  It  cannot  be  denied  that  a  woman,  when  preg- 
nant, is  in  her  happiest  sphere  when  she  can  be  left  alone;  the  state 
of  her  sympathetic  nervous  system  demands  it. 

A  surgical  operation  upon  a  pregnant  woman  is  fraught  with 
uncertainty  and  anxious  apprehension.  Not  that  the  operation 
may  prove  unsuccessful;  but  from  fear  of  interrupting  pregnancy. 
It  is  only  logical  to  reason  that  the  organism  has  quite  enough  to  do; 
and  that  an  additional  strain,  such  as  a  surgical  operation  must 
tax  the  patient  to  the  utmost.  Furthermore,  we  have  no  definite 
guide  to  help  us  in  our  judgment  as  to  the  disposition  of  a  uterus 
to  abort  in  any  stage  of  gestation. 

There  is  a  certain  satisfaction  to  be  derived  from  the  wealth  of 
material  bearing  on  this  subject.  It  is  believed  that  an  imperative 
major  operation,  of  whatsoever  nature,  performed  during  the  preg- 
nant state,  does  not  influence  the  progress  of  pregnancy  other  than 
to  favor  its  continuance,  provided  no  septic  process  with  its  continued 
high  temperature  results  in  the  death  of  the  fetus  and  causes 
abortion. 

High  temperature  following  an  acute  infection  is  usually  fatal 
to  the  fetus  in  a  few  days.  The  presence  of  pus  is  the  most  formid- 
able pathologic  factor.  Even  in  cases  of  pus  collection,  should  the 
pregnancy  continue,  the  consequences  of  a  suppurative  process  in 
the  pelvic  zone  may  result  in  the  formation  of  adhesions  of  sufficient 
extent  and  strength  to  seriously  impede  an  otherwise  normal  labor. 
The  mention  of  pus  conditions  in  the  pelvic  region  brings  us  to 
a  very  interesting  and  exceedingly  frequent  comphcation  of 
pregnancy. 

Appendicitis. — My  experience  with  this  complication  leaves  for 
me  but  one  choice  in  deaHng  with  this  disease,  and  that  is  to  operate 
as  soon  as  the  diagnosis  is  made.  I  even  go  so  far  as  to  demand  an 
exploratory  operation  in  all  cases  where  there  is  a  strong  suspicion 
of  the  existence  of  appendicitis.     Through  such  a  procedure,  very 
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little  harm,  if  any,  can  occur,  and  a  far  more  serious  trouble  may  be 
anticipated  and  the  patients  life  saved. 

Although  pregnancy  does  not  in  any  way  predispose  to  appendi- 
citis, there  is  no  doubt  that  it  has  an  unwholesome  influence  on  a 
dormant  appendiceal  lesion  which  may  rapidly  kindle  the  spark  and 
cause  the  conflagration  of  a  violent  appendicitis.  This  may  be  ex- 
plained upon  the  ground  that  the  naturally  increased  blood  supply 
during  pregnancy  to  the  pelvic  viscera,  may  embarrass  an  old  dam- 
aged appendix.  An  increased  blood  supply  that  is  constant  to  an 
invalided  organ  results  in  an  edema.  As  a  consequence,  a  vascular 
stasis  follows  and  gangrene  and  perforation  may  occur  in  a  surpris- 
ingly short  time.  Other  factors,  prone  to  excite  a  chronically  dis- 
eased appendix  into  activity,  are  an  associated  constipation  and 
traction  upon  the  broad  ligament  when  the  enlarged  uterus  ascends 
into  the  abdominal  cavity.  The  principal  cause,  however,  is  the 
increased  blood  supply  to  the  pelvic  viscera,  a  portion  of  which  finds 
its  way  to  the  appendix.  If  it  w^ere  possible  to  determine  definitely 
the  exciting  cause  of  an  attack,  and  to  ascertain  the  previously 
existing  damage  to  the  appendix,  operative  treatment  might  or 
might  not  be  deferred.  As  it  is  impossible  to  determine  these  con- 
ditions, an  immediate  operation  becomes  imperative  simply  and 
solely  for  the  safety  of  the  patient.  Appendicitis  is  a  vicious  dis- 
ease; it  harbors  stunning  surprises.  The  disease  is  most  deceptive 
in  its  course  and  termination  and  our  only  safeguard  lies  in  the  re- 
moval of  the  offending  organ.  To  anticipate  the  formation  of  pus 
in  cases  of  this  kind,  not  only  means  the  saving  of  possibly  two  lives, 
but  it  also  means  a  short  convalescence  and  an  intact  abdominal 
wall  for  the  patient. 

Surgical  intervention  for  appendicitis  during  pregnancy  is  not 
a  matter  of  election,  and  should  be  performed  regardless  of  any 
accepted  ruling  as  to  the  most  propitious  time  for  operation.  It  is 
axiomatic  that  operations  of  choice  on  a  pregnant  woman  should  not 
be  performed  at  a  time  when  a  woman  would  be  menstruating 
were  she  not  pregnant;  i.e.,  the  best  time  to  operate  would  be  when 
there  is  the  least  amount  of  uterine  excitability.  It  is  well  to  bear 
in  mind  that  sedatives,  and  even  narcotics,  freely  administered 
before  and  after  the  operation,  will  prove  very  beneficial  in  control- 
ing  much  of  any  excitability  of  reflex  nature. 

Of  five  cases  of  appendicitis  during  the  pregnant  state,  between 
the  fourth  and  the  seventh  months,  where  pus  was  encountered, 
three  aborted — all  within  five  days.  The  other  two  went  to  full 
term,  having  a  normal  labor. 
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Of  twenty-eight  cases  of  appendicitis  during  pregnancy  between 
the  second  and  the  fifth  months,  where  no  pus  was  encountered,  there 
were  no  abortions. 

Two  cases  of  appendicitis,  one  occurring  during  the  sixth  month 
and  the  other  during  the  seventh  month  of  pregnancy,  suffered  no 
untoward  results  from  the  operation. 

The  cause  of  abortion  in  the  pus  cases  must  not  be  attributed 
wholly  to  the  operative  measure.  I  am  disposed  to  believe  that  the 
continued  high  temperatures  and  the  drainage  material  used, 
are  equally  important  factors.  A  few  days  of  high  temperature 
will,  usually,  sufl5ce  to  kill  the  fetus;  whereas  gauze  not  properly 
enveloped  with  rubber  tissue,  may  through  its  irritating  influence, 
cause  a  reflex  excitability  sufficiently  severe  to  provoke  an  abortion. 

Tumors. — In  my  experience  -^dth  tumors  complicating  pregnancy, 
I  have  had  some  interesting  surprises.  One  of  my  greatest  was  in 
a  case  where  the  complicating  myoma  grew  with  such  rapidity  that 
I  felt  justified  in  recommending  an  operation  for  its  removal.  My 
request  was  promptly  refused.  The  woman  went  to  full  term, 
and  was  successfully  delivered.  All  she  suffered  was  a  moderately 
severe  postpartum  hemorrhage.  Within  six  months  after  birth  of 
the  child,  the  tumor,  which  had  attained  the  size  of  a  man's  head 
during  pregnancy,  had  dwindled  to  the  size  of  an  orange. 

Another  patient,  primipara,  pregnant  five  months,  noticed  three 
tumors,  each  the  size  of  a  goose  egg,  on  the  right  side  of  her  abdomen. 
The  tumors  were  sessile  and  intimately  connected  with  the  uterus. 
Although  the  patient  was  greatly  excited  over  the  discovery,  her 
anxiety  was  assuaged,  and  she  went  to  full  term.  In  due  time  she 
was  sent  to  the  hospital.  Every  preparation  for  possible  accidents 
during  labor  was  made.  She  went  into  labor  at  ii  a.  m.,  and 
delivered  herself  within  two  hour  without  assistance  or  accident. 
I  arrived  in  time  to  deHver  the  placenta. 

These  two  cases  furnished  splendid  food  for  thought  and  disarmed 
me  of  any  surgical  aggressiveness  in  cases  of  this  kind  with  which 
I  came  in  contact.  Happily,  the  cases  above  related  occurred  in 
the  early  years  of  my  practice  and  left  a  profound  impression. 
Probably  the  safest  precept  to  follow  in  pregnancy  complicated  by 
fibroids,  is  to  let  the  condition  alone  until  complications  arise  which 
demand  operative  interference.  The  character  and  extent  of  the 
operation  will  depend  upon  the  nature  and  locality  of  the  tumor. 

With  all  the  consohng  evidence  to  encourage  us,  and  the  dictum 
to  entertain  the  most  conservative  \dews  of  the  management  of 
these  tumors  to  guide  us,  we,  nevertheless,  feel  that  the  life  of  a 
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woman,  in  whom  fibroids  complicate  pregnancy,  is  not  without 
danger,  either  during  the  period  of  gestation,  labor,  or  during  the 
puerperium.  A  subperitoneal  fibroid  of  the  fundus  is  harmless  if 
it  has  no  long  pedicle;  if  it  has,  the  pedicle  may  be  twisted,  or  be 
displaced  downward.  These  tumors,  when  small,  by  their  intra- 
pelvic  position,  give  trouble  chiefly  through  their  pressure  effects. 
By  their  increased  growth,  they  incarcerate  the  uterus  and  create 
a  marked  tendency  to  abortion  during  the  first  three  months  of 
gestation.  Some  of  these  tumors  may  be  removed  without  in- 
terrupting pregnancy;  particularly  is  this  true  when  the  removal  is 
accomplished  before  the  placenta  becomes  a  separate  organ.  A 
pedunculated  fibroid  should  ofi'er  no  difficulties  in  its  removal. 
A  sessile  tumor,  however,  may  present  very  serious  difficulties,  and 
it  would  be  well  to  closely  inspect  the  tumor  before  its  removal  is 
undertaken.  In  a  tumor  giving  evidence  of  degenerative  changes, 
a  myomectomy  should  not  be  considered,  the  liability  to  sepsis 
being  too  great.  It  would  be  far  more  to  the  interest  of  the  patient 
to  count  the  possibility  of  allowing  the  fetus  to  become  viable,  and 
then  deliver  by  Cesarean  section  with  ablation  of  the  uterus. 

A  sessile  tumor,  with  deep-seated  base,  should  not  be  attacked. 
There  is  great  danger  of  hemorrhage,  or  of  rupture  of  the  sutured 
uterine  wound  in  these  cases.  A  myomectomy  always  calls  for 
properly  selected  cases.  Multiple  tumors,  complicating  a  preg- 
nancy, contraindicate  myomectomy.  Myomectomy  during  preg- 
nancy is  a  serious  procedure.  The  ablest  men  speak  of  it  as  an 
unjustifiable  procedure.  When  I  look  back  upon  the  four  successful 
myomectomies  I  have  done,  and  remember  that  every  one  of  the 
women  went  to  term,  I  appreciate  my  good  fortune. 

Interstitial  and  submucous  fibroids,  are  prone  to  cause  distocia, 
give  rise  to  postpartum  hemorrhage  and  adherent  placenta.  The 
latter  complication  is  one  that  often  invites  sepsis  on  account  of 
injury  that  may  occur  to  the  tumor  during  the  manual  ablation 
of  the  placenta.  Intraligamentous  tumors  constitute,  as  a  rule,  a 
serious  impediment  to  labor. 

Abortion  occurring  in  submucous  fibroids  and  in  those  tumors 
producing  incarceration,  has  a  maternal  mortality  of  12  per  cent. 
In  pregnancies  complicated  by  submucous  fibroids,  and  advanced 
to  full  term,  the  maternal  mortality  is  77  per  cent.  (La  Four). 
Many  are  the  unusual  conditions  that  present  themselves  when 
such  cases  come  to  labor.  The  presentations  are  often  abnor- 
mal. Prolapse  of  the  cord,  and  of  the  extremities  is  frequent; 
placenta  previa  is  common,  inefficient  uterine  contraction  is  the 
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rule;  prof  use  hemorrhage  is  a  constant  source  of  dread  and  apprehen- 
sion, the  possibility  of  rupture  of  the  uterus  must  not  be  lost  sight  of; 
and  complete  occlusion  of  the  birth  canal  is  one  of  the  possibilities. 
During  the  third  stage  of  labor,  hemorrhage  may  be  a  most  serious 
complication.  After  labor,  involution  is  always  slow  in  these  cases; 
a  septic  endometritis  with  softening  of  the  tumor,  general  sepsis 
and  an  early  death,  marks  many  of  them;  sometimes  there  is 
sloughing  of  the  tumor,  chronic  sepsis,  exhaustion,  and  death. 

With  such  a  discouraging  picture  before  us,  the  greatest  care  and 
judgment  should  be  exercised  that  surgical  measures  are  instituted 
at  a  time  when  they  will  do  the  most  good  and  before  the  patient  has 
reached  a  stage  when  any  of  the  procedures  must  prove  unavailing. 
It  is,  indeed,  a  most  weighty  problem  for  the  obstetric  surgeon  to 
decide.  Two  lives  are  to  be  saved;  that  of  the  mother,  however, 
takes  precedence. 

The  behavior  of  submucous,  interstitial,  and  intraligamentous 
fibroids,  may  be  such  as  not  to  menace  gestation;  when  that  is  the 
case,  the  pregnancy  should  be  permitted  to  advance  until  the  period 
of  viability,  and  a  Cesarean  section,  followed  by  hysterectomy,  is 
the  proper  procedure. 

Cervical  myomata  grow  rapidly  during  gestation  and,  usually, 
prove  a  decided  barrier  to  delivery.  Vaginal  enucleation  or  ampu- 
tation of  the  tumor  should  be  done  at  the  earliest  date  possible. 
The  operation  is  often  followed  by  severe  hemorrhage  and  difficult 
of  control.  Many  surgeons  militate  against  this  risk  by  resorting  to 
more  radical  measures. 

Should  a  cervical  myoma  prove  too  great  a  risk  for  removal,  on 
account  of  the  size  it  has  attained,  it  would  be  advisable  to  follow 
the  same  rule  as  in  the  other  varieties  of  uterine  myomata,  namely, 
to  wait  for  the  viability  of  the  child,  and  then  perform  Cesarean 
section  followed  by  hysterectomy.  This  would  be  the  elected  pro- 
cedure. It  may  happen,  however,  that  a  cervical  myoma,  or  an 
intraligamentous  tumor,  causes  serious  pressure  symptoms  before 
the  period  of  viability  has  been  reached.  Then  hysterectomy, 
irrespective  of  pregnancy,  should  be  performed. 

Cases  of  myomata  complicating  pregnancy  coming  under  my  care 
were:  nine  subperitoneal  tumors,  all  sessile.  Four  cases  were  sub- 
jected to  myomectomy  on  account  of  rapid  growth  and  incarceration 
between  the  third  and  fifth  months;  no  abortion.  Of  the  other  five 
cases,  three  went  to  full  term,  and  two  miscarried  at  the  fifth  and 
seventh  months  respectively.  All  recovered.  In  the  three  cases, 
where  myomectomy  was  successfully  performed,  the  uterine  balance 
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was  quite  disturbed,  as  was  evidenced  by  pain  that  presaged  an 
impending  abortion.  With  the  aid  of  opiates,  the  organs  regained 
their  normal  equipoise  within  a  few  days.  The  other  case  of  myo- 
mectomy progressed  most  favorably  and  gave  no  evidence  of  the 
surgical  infliction. 

In  one  case  of  interstitial  tumor  operation  was  refused.  Patient 
miscarried  in  the  seventh  month  and  perished  from  sepsis  two  months 
later. 

In  two  cases  of  intraligamentous  tumors,  operation  was  refused. 
One  case  aborted  in  the  third  month,  and  the  other  in  the  fourth 
month.  Both  patients  recovered.  They  were  operated  successfully 
later. 

One  cervical  myoma,  the  size  of  a  hen's  egg  was  removed  during 
the  second  month.     No  abortion. 

I  wish  to  add  two  cases  of  myoma  where  hysterectomy  had  been 
performed  and  the  discovery  of  pregnancy  was  made  after  operation. 
The  respective  ages  of  these  patients  were  forty-three  years  and 
fifty-two  years.  Positive  assurance  had  been  given  that  pregnancy 
was  out  of  the  question.  This  assertion  was  accepted  in  full,  as 
there  were  no  signs  that  could  disprove  it. 

While  dwelling  upon  tumor  conditions,  I  wish  to  refer  to  one  case 
where  a  woman,  thirty-two  years  of  age  and  pregnant  in  the  fifth 
month,  noticed  a  growth  the  size  of  a  hen's  egg  in  the  lower  and  outer 
quadrant  of  her  left  breast.  This  tumor  gave  evidence  of  rapid 
growth.  Radical  operation  was  proposed  and  accepted  two  months 
later.  The  tumor  proved  malignant.  Pregnancy  went  to  full 
term.  This  is  the  first  instance  that  has  come  under  my  observation 
where  a  tumor  in  the  breast  had  been  excited  to  rapid  growth  during 
the  pregnant  state. 

A  case  of  interest  is  one  of  a  woman,  twenty-eight  years  of  age, 
who  had  been  suffering  from  a  sarcoma  of  the  left  breast  for 
eighteen  months.  During  these  eighteen  months,  she  became  preg- 
nant twice  and  aborted  during  the  second  and  third  months  re- 
spectively. She  was  not  willing  to  have  the  breast  removed  until 
ulcerative  conditions  began  to  show  themselves  some  months  later. 
Five  months  after  the  operation,  the  woman  became  pregnant  and 
is  now  overtime.  In  this  case,  was  it  the  breast  malignancy,)  or 
was  it  a  psychic  potency  that  was  influential  in  bringing  about 
these  abortions? 

Ovarian  Cyst. — An  ovarian  complication,  in  the  character  of  a 
cyst,  greatly  jeopardizes  a  pregnant  woman's  well-being.  Statistics 
show  that  30  per  cent,  of  cases  abort  if  not  operated  upon,  while 
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the  percentage  of  abortions  after  operation  is  about  i8  per  cent. 
The  maternal  operative  mortality  is  about  2  per  cent. 

An  ovarian  cyst  may  be  unsuspected  before  conception  and  its 
clinical  existence  may  date  from  the  occurrence  of  pregnancy. 
The  growth  of  nearly  all  ovarian  cysts  is  usually  rapid.  They  are 
liable  to  the  danger  of  torsion,  which  occurs  three  times  as  fre- 
quently as  in  the  nonpregnant  woman  and  often  cause  distress 
by  pressure.  Rupture  of  an  ovarian  cyst  is  always  a  possibility 
during  pregnancy. 

As  soon  as  the  diagnosis  of  ovarian  cyst  is  made,  operation  is 
indicated.  In  two  cases  operated  on  during  the  fourth  and  sixth 
months  of  pregnancy,  gestation  was  not  interrupted. 

Hofmeier  has  given  us  a  rule  for  which  the  profoundest  regard 
should  be  entertained.  He  says:  " Operate  on  practically  all  ovarian 
tumors  and  defer  operation  in  practically  all  myomata  as  long  as 
possible." 

Cancer. — Cancer  of  the  cervix  of  the  uterus  in  pregnancy  is  not 
uncommon.  This  is  one  of  the  most  discouraging  conditions  a 
surgeon  can  meet.  His  word,  offered  in  the  strongest  convincing 
sense  that  can  be  reflected  in  the  light  of  our  present  knowledge  of 
cancer,  can  only  be  accepted  by  the  woman  so  afiflicted  in  a  relative 
manner.  Her  word,  too,  in  this  matter  must  be  respected  and 
the  given  case  must  be  conducted  to  a  certain  extent  on  principles 
that  accrue  not  only  from  the  state  of  the  pregnant  woman,  but  also 
from  her  expressed  wish. 

Cancer  predisposes  to  abortion  and  its  growth  during  pregnancy 
is  usually  very  rapid.  If  the  cancerous  condition  appears  to  be 
incipient,  the  affected  portion  of  the  cervix  can  be  removed  with  a 
fairly  good  chance  of  not  disturbing  gestation.  The  greatest 
encouragement  can  be  entertained  when  the  operation  is  performed 
before  the  fifth  month. 

In  the  more  advanced  stage  of  the  disease,  if  consent  can  be 
obtained,  a  hysterectomy  should  be  performed  without  reference 
to  the  life  of  the  child.  It  is  most  likely,  however,  that  such  con- 
sent will  not  be  given,  and  that  the  patient  is  willing  to  take  a 
chance.  A  serious  question,  based  upon  statistics,  forces  itself 
here  upon  the  surgeon.  Can  he  conscientiously  take  an  imperative 
stand  against  the  patient  under  such  conditions  and  insist  upon  a 
radical  operation?  Can  he,  in  the  face  of  the  patient's  objections, 
demand  that  the  child  be  sacrificed  and  the  mother  given  her  chance? 
Judging  from  the  end  results  of  carcinoma  of  the  uterus  as  they  are 
known  to  us  to-day,  I  doubt  very  much  if  the  surgeon  has  a  right 
to  assume    this  imperative    attitude.     An   exception  is   the  case 
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seen  near  the  period  of  viability;  here  a  few  weeks  of  waiting  will  not 
materially  increase  the  existing  dangers. 

The  treatment  of  cancer  complicating  pregnancy  should  be  radical. 
If  the  patient  has  gone  to  almost  full  term  and  the  child  is  still  alive, 
the  preferable  delivery  is  by  Cesarean  section  followed  either  by  a 
total  extirpation  of  the  uterus,  or,  if  the  patient's  condition  does  not 
permit  of  the  total  ablation,  a  rapidly  performed  Porro  operation 
should  be  substituted.  Delivery  in  the  more  favorable  cases  can 
be  accomplished  by  the  vaginal  Cesarean  section  of  Diihrssen, 
followed  by  vaginal  total  extirpation.  In  the  still  more  favorable 
cases,  when  the  cancerous  condition  seems  only  obstructive,  delivery 
may  be  satisfactorily  accomplished  with  forceps  or  version  after 
the  mass  has  been  extensively  incised.  Hysterectomy  should  be 
done  at  once. 

The  treatment  of  cancer  complicating  pregnancy  depends  entirely 
upon  the  progress  the  disease  has  made  in  the  given  case.  It  requires 
an  experienced  operator  to  judge  such  a  condition  correctly.  My 
experience  with  this  condition  (private  patients)  comprises  six  cases. 
All  were  well  advanced  when  first  seen.  Radical  operation  was 
refused  in  every  case.  One  of  the  six  cases  was  subjected  to  cauteri- 
zation during  the  fifth  month  of  pregnancy.  She  miscarried  in 
the  seventh  month  and  died  four  months  later.  The  rest  of  the 
cases  dropped  into  other  hands.  Two  of  these  died  before  term, 
presumably  from  hemorrhage.  The  fate  of  the  other  three  I  have 
not  been  able  to  learn. 

Other  cases  coming  under  my  care  with  lesions  that  were  coex- 
istent with  pregnancy  and  in  which  operation  could  not  be  deferred 
were  three  cases  of  gall-bladder  disease,  one  case  of  renal  calculus, 
and  two  cases  of  ventrofixation  that  so  anchored  the  enlarging  uterus 
that  release  became  imperative.  Operative  measures  exercised  no 
untoward  influence  upon  the  patient  and  pregnancy  went  to  term. 
All  patients  were  operated  not  later  than  the  sixth  month. 

For  the  relief  of  hemorrhoids  that  demanded  a  surgical  measure 
on  account  of  the  severe  suffering  the  condition  caused  the  patient, 
I  operated  on  eight  pregnant  women,  two  of  whom  promptly  aborted. 
The  operation  in  each  case  was  performed  before  the  fourth  month. 
An  operation  of  this  character  in  a  pregnant  woman  should  be  the 
least  radical,  as  the  reflex  excitability  is  unusually  pronounced  when 
these  structures  are  subjected  to  trauma.  One  has  only  to  recall 
the  long  time  it  requires  for  a  patient  (not  pregnant)  to  urinate  un- 
assisted after  an  operation  for  hemorrhoids  to  become  convinced  of 
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the  profound  reflex  excitability  that  is  engendered  by  the  surgical 
invasion  of  these  parts. 

A  vaginal  fistula  in  a  woman  four  months  pregnant,  which  I 
attempted  to  close  in  order  that  the  risk  of  infection  during  the 
puerperium  might  be  eliminated  from  this  source,  resulted  so 
promptly  in  an  abortion  that  my  surprise  was  beyond  expression. 
In  looking  up  the  statistics,  I  found  that  44  per  cent,  of  abortions 
followed  operations  for  vaginal  fistula. 

My  conclusions  gleaned  from  the  studies  of  a  limited  experience 
with  surgical  lesions  complicating  or  coexisting  with  pregnancy 
can  be  expressed  briefly: 

1.  A  woman  expecting  to  become  pregnant  should  be  thoroughly 
examined  for  any  physical  defect. 

2.  Such  a  defect  should  be  corrected,  if  possible,  before  pregnancy 
takes  place. 

3.  No  operation  that  can  be  deferred  should  be  performed  upon  a 
pregnant  woman. 

4.  Any  operation  that  will  contribute  to  the  safety  of  a  pregnant 
woman  should  be  performed  without  hesitancy. 

518  Delmar  Building. 

DISCUSSION. 

Dr.  Henry  Schwarz,  St.  Louis,  Missouri. — I  am  not  willing  that 
Dr.  Reder's  paper  should  go  undiscussed,  although  I  have  not  much 
to  add  to  what  he  has  said.  The  compUcation  of  fibroids  with 
pregnancy  requires  a  great  deal  of  discrimination,  and  Dr.  Reder 
most  likely  would  have  brought  out  the  possibilities  of  the  com- 
pHcations  of  fibroids  with  pregnancy  had  he  been  given  time  to  have  ^ 
finished  his  paper.  In  a  long  experience  most  of  us  have  seen  cases 
of  fibroids  of  the  myomatous  type  in  which  the  muscle  tissue  pre- 
dominated undergo  involution  almost  the  same  as  the  musculature  of 
the  uterus.  I  have  seen  fibroids  the  size  of  a  child's  head  disappear. 
On  the  other  hand,  there  are  fibroids  met  with  during  pregnancy 
which  do  not  give  any  compHcations  at  the  time  of  delivery,  and 
these  can  be  delivered  or  taken  away  later  as  the  case  may  require. 
If,  however,  the  fibroid  is  found  in  the  culdesac  of  Douglas,  and  most 
likely  will  obstruct  the  birth  canal,  it  should  be  taken  out,  and  the 
sooner  it  is  done  the  better.  I  have  removed  fibroids  the  size  of  a 
cocoanut  from  the  lower  end  of  the  uterus  without  opening  the 
uterine  canal  and  without  interrupting  pregnancy.  Then  again, 
a  good  many  women  will  not  go  to  full  term  and  we  are  expected  to 
remove  the  fibromatous  uterus  when  we  do  a  Cesarean  section.  In 
one  exceptional  case  I  did  not  remove  the  uterus.  A  woman  came 
to  the  hospital  in  a  sapremic  condition,  with  a  dead  fetus,  it  being 
her  first  pregnancy,  and  the  fibroid  was  located  in  the  broad  hga- 
ment.     It  was  the  size  of  a  child's  head.     I  did  a  Cesarean  section, 
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and  at  first  wanted  to  remove  the  uterus,  but  when  I  could  remove 
the  fibroid  I  did  so.  The  woman  is  now  pregnant  and  she  will  be 
delivered  through  the  natural  passages. 

WTiat  Dr.  Reder  said  about  women  being  examined  before  they 
became  pregnant  and  of  getting  all  the  information  one  can  in 
regard  to  the  cases  is  interesting,  but  most  of  the  babies  do  not  come 
into  the  world  so  well  planned.     (Laughter.) 

Dr.  J.  Henry  Carstens,  Detroit,  Michigan. — I  can  agree  with 
what  the  doctor  has  said  in  regard  to  these  tumors  complicating 
pregnancy.  I  have  had  cases  of  strangulated  hernia  and  gall-stones 
comphcating  pregnancy,  and  particularly  ovarian  tumors.  Ovarian 
tumors  are  sometimes  very  rapid  in  their  growth,  they  distend  the 
abdomen  to  such  an  extent  that  we  have  to  do  something  to  relieve 
the  woman.  But  I  think  the  general  principle  the  essayist  has  enun- 
ciated is  correct,  that  where  it  is  possible  we  should  not  operate. 
On  the  other  hand,  if  the  case  is  acute,  and  there  is  danger  of  suppura- 
tion, we  had  better  operate  early  because  we  know  that  in  the  pres- 
ence of  any  septic  condition  the  woman  is  Uable  to  abort.  That 
is  a  great  principle  that  should  guide  us. 

Dr.  0.  H.  Elbrecht,  St.  Louis,  Missouri. — I  recall  a  series  of 
twenty-eight  pregnant  women  who  had  fibroid  tumors  or  other 
conditions  comphcating  pregnancy,  and  at  the  time  I  looked  up  the 
literature  very  thoroughly,  and  found  it  talHed  with  my  own  ex- 
perience. The  women  who  are  most  apt  to  miscarry  or  abort  are 
those  who  are  toxic  or  in  whom  suppuration  has  taken  place.  You 
can  operate  on  an  obstructing  gall-stone  or  a  kidney  stone,  and  if 
you  have  not  very  much  pus  or  toxemia  to  deal  with,  and  will  use 
prophylactic  measures  to  prevent  abortion  or  miscarriage,  you  are 
apt  to  be  successful. 

Just  what  was  said  in  regard  to  peritonitis  and  in  giving  large 
doses  of  opium  apphes  more  particularly  to  this  class  of  work. 
I  should  say,  do  not  wait  until  you  get  contractions,  but  give  the 
patient  plenty  of  morphin  before  operation;  do  not  wait  until  the 
patient  is  \vide  awake  and  dozing  but  give  her  morphin  as  soon  after 
the  anesthetic  as  possible  and  keep  her  under  the  influence  of  it. 
If  you  inhibit  the  impulse  to  abort  you  have  a  chance  to  save  the 
fetus,  whereas  if  you  wait  and  let  it  go  on,  abortion  is  inevitable. 
I  beUeve  that  the  cardinal  principle  to  avoid  miscarriage  or  abortion 
in  this  class  of  cases  is  to  keep  them  loaded  with  morphin  from  the 
start  and  you  will  be  successful.  The  cases  you  do  not  save  are 
those  in  which  you  put  in  drains  and  those  in  which  you  find  pus  and 
toxemia.  I  believe  if  you  will  bear  in  mind  what  I  have  said  and 
carry  out  the  principles  I  have  enunciated,  you  will  save  more  babies 
than  you  would  if  you  waited  a  while  before  giving  morphia. 

Dr.  Hugo  O.  Pantzer,  IndianapoHs,  Indiana. — I  am  in  hearty 
accord  with  what  has  been  said  by  the  essayist  in  regard  to  tumors 
or  other  pathological  conditions  complicating  pregnancy.  I  wish 
to  report  a  case  of  extreme  interest  which  pertained  to  a  woman  who 
was  about  five  months  pregnant  with  twins  and  had  a  dermoid  cyst 
when  she  came  to  my  hospital.     She  gave  the  history  of  having  had 
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in  the  preceding  three  or  four  weeks  repeated  attacks  of  pelvic  pain, 
sharp  and  lancing  and  lasting  each  through  several  days.  Examina- 
tion revealed  a  large  immovable  tumor  to  the  right  and  back  of  the 
uterus,  filling  practically  all  that  part  of  the  pelvis.  There  was  no 
choice  in  this  case  but  to  operate.  I  found  a  dermoid  cyst,  which 
under  the  stimulus  of  the  pregnancy,  I  assumed  attained  increased 
growth  until  it  had  repeatedly  burst  its  confining  sac,  with  the  result 
that  nature  threw  out  plastic  material  to  cover-in  the  protruded 
material  and  adhesions  would  form,  which  for  the  while  were  a 
barrier  against  further  extrusion  of  contents.  Then  in  another  three 
or  four  days  or  a  week  a  further  similar  attack  would  follow.  The 
firm  adhesions  at  operation  were  freed  with  greatest  difficulty,  and 
not  unexpectedly  the  uterus  discharged  its  contents  within  a  short 
time. 

Dr.  Reder  (closing  the  discussion). — In  presenting  my  paper  I 
was  anxious  to  get  to  the  portion  dealing  with  cancer  during  the  preg- 
nant state  which  is  an  exceedingly  interesting  chapter.  What  Dr. 
Pantzer  said  about  ovarian  cysts  recalls  the  dictum  of  Hofmeier, 
namely:  operate  in  practically  all  ovarian  tumors,  and  defer  opera- 
tion in  practically  all  myomata  as  long  as  possible. 
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I  MIGHT  well  begin  this  paper  with  the  phrase:  "When  the  head 
is  well  molded  and  fixed  in  and  through  the  brim  of  the  pelvis." 
This  phrase  evidences  my  conviction  as  to  one  of  the  essential 
preliminaries  which  ought  to  obtain  in  primigravidae  before  pitu- 
itary extract  may  be  used  by  the  general  medical  man.  Whatever 
the  stage,  this  rule  does  not  hold  good  in  women  who  have  had 
one  or  more  children,  because  in  them  the  head  is  rarely  ficxed  in 
the  brim  before  labor  or  in  the  early  stage  of  labor.  Here  we  are 
guided  by  the  history  of  previous  labor  or  labors,  and  the  only 
question  is  the  size  of  the  pelvis  and  the  size  of  the  fetus. 

In  a  woman  who  is  bearing  her  first  child,  the  important  con- 
sideration is  the  proper  relation  of  the  head  to  the  pelvic  bones. 
So  soon  as  one  finds  that  the  head  is  well  molded  and  firmly 
engaged  in  and  through  the  brim,  the  essential  risk  is  passed. 
From  that  time  on  we  are  assured  of  a  safe  even  if  a  tedious  labor. 
With  perfect  assurance  we  may  promise  a  living  child. 

Here  comes  the  important  point  in  favor  of  pituitary  extract. 
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It  diminishes  the  necessity  for  forceps  most  decidedly,  in  fact, 
in  my  own  private  practice,  it  has  almost  entirely  abolished  the 
use  of  forceps.  When  formerly  the  second  stage  was  more  or  less 
prolonged,  uterine  contraction  weak  and  inertia  ensued,  forceps 
were  used.  Now  I  am  able  to  deliver  practically  all  my  normal 
cases  with  the  aid  of  pituitary  extract. 

Another  thing,  and  this  is  a  point  of  the  greatest  importance, 
1  never  wait  for  such  a  dragging  out  as  this,  where  hours  have 
been  wasted  and  the  strength  of  the  patient  frittered  away.  So 
soon  in  the  second  stage  as  uterine  forces  are  not  propelHng  the 
fetus  outwardly  with  a  sufficient  degree  of  rapidity  to  approach 
what  is  considered  normal,  pituitary  extract  may  be  given.  The 
element  that  has  caused  most  of  the  erroneous  impressions  of 
pituitrin  is  the  fact  that  it  is  put  up  in  ampoules.  This  appeals 
to  the  average  man  as  the  dose.  Just  why  an  ampoule  should  be 
considered  the  proper  dose  I  cannot  understand.  I,  for  instance, 
use  the  Parke  Davis  preparation  because  I  find  it  a  much  weaker 
preparation  than  the  Burroughs  Wellcome.  One  ampoule  of  the 
Burroughs  Wellcome  is  a  powerful  drug,  whereas  one  of  the  Parke 
Davis's  preparation  is  also  a  powerful  drug,  but  not  so  effective. 
Why  should  an  ampoule  be  considered  a  proper  dose  any  more  than 
a  tablet  of  one-fourth  of  morphine  and  one-hundredth  of  atropine? 
If  the  drug  had  been  put  up  in  bulk,  and  each  of  us  had  found 
the  effect  of  a  certain  number  of  minims,  then  we  could  comprehend 
results. 

I  have  found  in  my  experience  that  a  third  of  an  ampoule  of 
Parke  Davis  preparation  is  all  that  is  necessary  if  the  drug  is  ap- 
plied in  the  manner  in  which  I  use  it  and  for  the  purpose  for  which 
I  use  it.  The  effect  is  evanescent  and  the  dose  is  repeated  every 
half  hour  as  long  as  is  necessary. 

Please  let  it  not  be  thought  that  because  I  begin  this  paper 
with  reference  to  the  second  stage,  that  the  second  stage  repre- 
sents the  point  at  which  pituitary  extract  should  be  given.  In  my 
mind  there  is  no  dictum  that  pituitary  extract  should  not  be  used, 
because  the  second  stage  has  not  been  reached.  If  the  first  stage 
progresses  too  slowly,  with  membranes  unruptured,  cervix  not 
dilating  with  sufficient  degree  of  rapidity,  pituitary  extract  may 
well  be  given  for  the  purpose  to  which  I  have  referred,  namely  to 
stimulate  the  uterus  to  do  the  same  degree  of  work  that  is  done 
in  the  normally  progressive  case.  I  have  had  more  than  one 
argument  with  men,  and  very  able  men  too,  who  say  "Very  well, 
use  pituitary  extract  if  you  think  it  is  indicated  in  the  second  stage, 
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but,"  and  here  they  hold  their  hands  up  in  holy  horror,  "never  use 
it,  and  certainly  never  advise  its  use,  in  the  first  stage." 

I  wish  that  someone  would  put  forward  any  physiological  reason, 
any  reason  based  on  experience,  any  reason  based  on  fear,  any 
reason  based  on  practice,  that  contraindicates  the  use  of  a  drug 
which  makes  the  first  stage  of  a  subnormal  patient  behave  like 
the  first  stage  of  an  absolutely  normal  patient.  If  I  were  asked  in 
what  cases  pituitary  extract  evidences  its  greatest  value  in  labor, 
I  would  be  almost  prompted  to  include  those  cases  where  the  head 
of  the  fetus  is  well  molded  and  through  the  brim  where  we  find 
on  examination,  after  labor  pains  have  begun,  that  the  head  is 
down  in  the  mid-plane,  yet  the  cervix  is  not  at  all  dilated.  These 
patients  go  on  sometimes  for  hours  and  hours  having  pain  so  severe 
that  they  make  sharp  outcries,  and  yet  the  cervix  scarcely  dilates, 
there  is  no  show,  there  is  no  rupture  of  the  membranes. 

In  these  cases  some  of  the  most  remarkable  results  occur.  Hypo- 
dermatic injections  of  one-third  of  an  ampoule  of  pituitary  extract 
will  cause  a  sudden  and  rapid  increase  in  the  severity  of  the  pains, 
there  is  an  immediate  show,  and  within  a  very  short  time  the  cervix 
is  dilated  and  the  cleft  begins  to  show  in  the  vulva,  the  anus  dilates, 
and  we  know  that  the  head  is  on  the  perineum. 

How  any  one  can  find  a  contraindication  to  the  use  of  pituitary 
extract  in  cases  where  the  head  is  well  molded  in  the  brim,  or 
through  the  brim,  where  the  membranes  are  unruptured,  but  the 
cervix  does  not  dilate,  is  something  that  I  do  not  understand. 
If  there  be  any  danger  of  rupturing  the  uterus  through  the  use 
of  pituitary  extract,  it  certainly  does  not  hold  good  when  mem- 
branes are  unruptured,  when  the  liquor  amnii  is  present.  It 
certainly  does  not  hold  good  when  small  doses  have  been  given. 
The  effect  of  these  small  doses  is  sufl&cient  to  bring  on  these  pains 
which  are  ordinarily  expected.  The  effect,  however,  lasts  only  a 
short  time,  therefore  more  reason  to  repeat  the  drug  in  small  divided 
doses. 

Dry  labor  represents  the  type  of  case  in  which  one  is  very  much 
disinclined  to  proceed  with  pituitary  extract,  except  in  the  most 
cautious  manner.  But  I  have  had  several  such  cases.  Dry  labor 
naturally  being  a  slow  process,  may  mean  a  long  tedious  time  for 
the  patient  in  the  first  stage,  possibly  a  long  tedious  time  in  the 
second.     We  are  concerned  here,  however,  with  the  first  stage. 

Now,  with  the  indications  that  I  have  mentioned  fulfilled,  and 
the  cervix  dilating  slowly  and  the  patient  having  pains,  but  progress 
being  much  more  slow  than  one  has  the  right  to  expect,  pituitary 
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extract  in  the  doses  mentioned,  produces  nothing  less  than  satis- 
faction. In  fact,  I  fail  to  see  where  there  is  any  danger  in  the 
administration  of  this  drug,  if  by  its  use  we  produce  contractions 
no  more  severe  than  normal  pains.  In  fact,  we  do  not  give  this 
drug  to  a  normal  case  to  make  the  pains  effective  or  to  bring  on 
the  labor  more  quickly.  We  give  it  in  the  subnormal  cases  where  the 
propulsive  powers  are  below  par,  where  progress  is  not  being  made, 
where  the  patient  suffers  but  gets  no  reward  for  her  suffering. 

If  pituitary  extract  makes  these  pains  actually  progressive 
affairs,  giving  them  the  same  power  and  the  same  tone  that  we 
find  in  a  normal  case,  what  possible  harm  can  there  be? 

Who  is  it  that  claims  that  in  every  case  nature  supplies  to  that 
particular  patient  the  decidedly  requisite  stimulus  for  acting  upon 
the  uterus?  If  that  were  so,  all  patients  with  normal  conditions 
would  be  finished  within  the  same  length  of  time.  The  variations 
are  great  within  the  normal  limit,  and  are  still  more  marked  within 
the  limits  that  we  call  deviations  up  to  the  stage  of  uterine  atony. 

In  the  pregnant  woman,  unless  she  is  in  labor,  pituitary  extract 
has  absolutely  no  effect  whatsoever  in  bringing  on  rhythmical 
labor  pains. 

This  fact  suggested  the  use  of  pituitary  extract  by  the  hypoder- 
mic needle  as  a  diagnostic  procedure,  in  other  words,  patients 
often,  at  or  about  the  expected  time  or  even  a  month  before,  have 
what  are  known  as  suggestive  pains.  Very  often  these  are  only 
what  the  text-books  call  ''false  pains." 

The  obstetrician  is  in  doubt  as  to  whether  the  patient  is  going 
into  labor.  These  pains  may  come,  last  for  a  few  minutes  or 
an  hour  or  two,  and  then  stop  for  a  day  or  a  week,  come  on  again, 
and  in  that  way  keep  the  physician  on  the  anxious  seat.  Knowing 
the  effect  of  pituitary  extract  when  the  patient  is  in  labor,  I  adopted 
the  use  of  this  drug  in  those  cases  where  we  were  in  doubt,  with  the 
idea  of  determining  whether  the  patient's  pains  were  real  or  false, 
and  to  my  agreeable  surprise  it  has  proven  to  be  of  the  greatest 
value  in  several  instances.  I  may  say  that  if  the  patient  have  pains 
of  this  indefinite  sort,  and  a  third  of  an  ampoule  of  pituitary  extract 
be  given  by  needle,  and  if  in  another  half  hour  another  third  of  an 
ampoule  be  given  by  needle,  and  if  in  another  half  hour  another 
third  of  an  ampoule  be  given,  and  then  no  regular  rhythmic  pains 
come  on,  the  patient  is  not  in  labor. 

On  the  other  hand,  one  is  surprised  to  find  how  often  this  treat- 
ment brings  on  regular  rhythmic  labor  pains,  and  the  patient  goes 
on  through  her  labor  as  she  would  have  done  under  ordinary  cir- 
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cumstances,  even  if  no  preliminary  pains  of  lesser  or  greater  character 
had  taken  place. 

Let  me  instance  the  case  of  a  patient  who  went  a  week  over  her 
expected  labor  period.  vShe  had  had,  on  two  occasions,  pains  every 
ten  or  fifteen  minutes  lasting  for  an  hour  or  two.  These  pains 
would  then  cease. 

I  determined  on  the  occurrence  of  the  next  so-called  irregular 
pains,  to  try  the  use  of  pituitary  extract.  When  the  pains  came 
on  every  ten  or  fifteen  minutes,  the  nurse  notified  me,  and  when 
I  reached  the  house  after  the  lapse  of  an  hour  and  a  half  all  these 
pains  had  stopped.  I  then  administered  a  third  of  an  ampoule  of 
pituitary  extract,  in  half  an  hour  I  gave  another  third,  in  another 
half  hour  another  third.  The  patient  went  on  into  regular  labor 
and  in  six  hours  was,  under  chloroform,  delivered.  This  was  a 
primipara. 

Another  patient,  who  had  had  one  child,  was  warned  by  me  to  in- 
form me  of  the  first  pains  she  had  or  of  any  flow  of  liquor  amnii, 
or  of  any  sign  of  blood.  She  notified  me  at  seven-thirty  in  the 
evening  that  in  the  toilet  she  had  noticed  a  slight  stain  of  blood. 
I  immediately  went  to  the  house  and  found  the  patient  fully  dressed 
ready  to  go  out.  I  said  "I  shall  try  and  see  if  you  are  in  labor  or 
not."  I  gave  her  a  third  of  an  ampoule  of  pituitary  extract  and  in 
ten  minutes  the  pains  came  on  regularly.  She  was  undressed  and 
put  to  bed,  in  half  an  hour  she  received  a  second  ampoule,  in  a  half 
hour  a  third  of  an  ampoule.  Less  than  two  hours  after  I  entered  the 
house  her  baby  was  born. 

The  induction  of  labor  furnishes  us  with  another  indication  for 
the  use  of  pituitrin. 

After  the  bag  is  introduced,  just  as  soon  as  discomfort  and  sug- 
gestive or  actual  pains  begin,  the  repeated  injection  of  pituitary 
extract  often  brings  on  or  produces  more  marked  labor  pains. 

By  this  means  we  are  able  to  bring  on  the  labor  more  readily 
and  more  quickly  and  avoid  the  introduction  of  additional  bags  of 
different  sizes. 

We  know  that  often  after  a  bag  has  been  introduced,  only  dis- 
comfort results,  yet  gradually  the  cervix  dilates,  not  infrequently 
without  any  actually  definite  pains. 

We  first  know  that  dilatation  has  occurred  when  the  bag  is 
expelled.  If  no  second  bag  be  introduced,  the  cervix  not  in- 
frequently returns  to  its  normal  size,  and  we  have  not  advanced 
one  step  further  in  the  induction  of  labor. 

Hence,  as  I  said  before,  while  the  bag  is  in  place,  even  while 
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the  patient  is  experiencing  only  indefinite  discomfort,  but  more 
definitely  where  there  are  actual  pains,  if  small  doses  of  pituitary 
extract  be  given  in  successive  doses,  at  intervals  of  twenty  minutes 
to  a  half  hour,  a  progressive  labor  will  ensue  in  a  very  much  shorter 
space  of  time. 

Let  me  mention  the  case  of  a  primigravida,  whose  labor  I  believed 
would  be  a  rather  tedious  one.  The  patient  was  very  obese,  ex- 
tremely neurotic,  the  pelvis  was  not  any  too  large,  the  fetus  seemed 
to  be  fairly  large,  the  head  was  not  firmly  engaged  in  the  brim. 
The  cervix  was  very  soft  and  labor  had  been  awaited  for  many 
days.  The  patient  was  given  a  dose  of  castor  oil  which  was  followed 
after  a  short  time  by  several  doses  of  quinine. 

Then,  on  the  occurrence  of  slight  discomfort  in  the  pelvis,  three 
hypodermics  of  a  third  of  an  ampoule  of  pituitrin  were  administered. 
There  seemed  to  be  some  pain  which  soon  ceased  and  nothing  further 
was  done  (molding  was  noted).  The  next  morning  the  same  pro- 
cedure was  carried  out.  More  castor  oil  was  given  followed  by 
30  grains  of  quinine.  Then  a  third  of  an  ampoule  of  pituitary 
extract  was  given,  and  slight  pains  began  to  come  on,  another  third 
of  an  ampoule  was  given  at  the  end  of  the  half  hour,  a  third  of  an 
ampoule  was  given  at  the  end  of  another  half  hour. 

At  the  end  of  each  of  these  intervals,  the  pains  would  seem  to  die 
down.  Examination  showed  progressive  molding  of  the  head,  but 
no  evidence  of  dilatation  of  the  cervix. 

I  was  determined  to  carry  this  patient  on  to  a  complete  delivery 
if  possible  and  she  received  a  third  to  one-half  of  an  ampoule  of 
pituitrin  practically  every  half  hour  from  that  time  on,  I  may 
say  that  it  is  my  belief  that  otherwise  this  patient  would  never  have 
been  delivered  without  the  use  of  forceps,  as  her  pains  were  severe 
but  not  effectual.  Reasons  for  thinking  so — a  large  head,  a  long 
rigid  vagina,  very  rigid  perineum,  absolutely  no  propulsive  power  in 
the  uterus  without  pituitrin.  This  patient  received  between  the 
morning  when  discomfort  began  after  the  first  administration  of 
castor  oil  and  quinine,  and  the  evening  when  labor  was  completed, 
in  doses  of  one-third  to  one-half  of  an  ampoule,  twelve  to  fourteen 
full  ampoules  of  pituitary  extract. 

The  labor  was  carried  to  a  successful  conclusion  without  any 
injury  to  her  or  to  the  infant. 

Chloroform  was  administered  in  the  latter  stages  and  she  was 
totally  unaware  that  her  baby  had  arrived.  My  experience  is 
that  in  these  cases  where  the  labor  pains  are  exceedingly  much 
felt,  where  the  patient  makes  loud  outcries,  the  administration  of 
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an  eighth  of  morphine  and  one  hundred  and  fiftieth  of  atropine  or 
scopolamine,  often  relieves  the  pain  but  stops  the  uterine  contrac- 
tions for  varying  periods.  It  does  not  greatly  relieve  the  severity 
of  the  pain,  it  diminishes  the  frequency  and  forcefulness  of  the 
pain  when  pituitrin  has  been  given. 

The  action  of  these  drugs  in  interfering  with  the  specific  action  of 
pituitrin,  was  one  of  the  important  reasons  for  my  taking  a  stand 
against  "twilight  sleep"  from  the  very  first.  The  same  holds  good 
with  chloroform.  Just  so  soon  as  chloroform  is  administered,  the 
power  of  the  pains,  their  frequency  and  regularity  diminish,  and  in 
some  cases  cease,  when  the  patient  is  under.  Hence,  just  so  soon 
as  chloroform  is  begun,  one  is  compelled  to  increase  the  frequency 
with  which  pituitary  extract  is  given.  Then  one  must  not  forget 
that  a  cumulative  effect  may  result,  and  one  may  get  an  extremely 
rapid  and  forceful  contraction  of  the  uterus  with  a  too  rapid  de- 
livery of  the  head. 

jNIy  usual  procedure  with  chloroform  is  to  wait  until  the  head  is 
on  the  perineum.  The  idea  is  to  further  dehvery,  without  too 
active  propulsive  efforts  on  the  part  of  the  patient,  and  without 
her  experiencing  the  exquisite  pain. 

A  few  drops  of  chloroform  are  put  on  the  mask  and  held  over  the 
patient's  face.  This  is  done  just  on  the  recurrence  of  each  pain. 
So  soon  as  the  talking  and  tossing  stage  has  passed,  the  patient 
may  be  kept  more  or  less  quiet  by  these  few  drops  of  chloroform 
administered  at  the  time  of  the  pains.  If  necessary,  a  few  drops 
are  given  between  the  labor  pains. 

The  immediate  effect  of  the  administration  of  chloroform,  is 
to  diminish  the  frequency  of  the  pains  and  their  forcefulness,  hence 
it  is  customary,  after  an  interval  of  a  few  minutes,  to  give  another 
third  of  an  ampoule  of  pituitary  extract.  Then,  not  infrequently, 
the  pains  begin  to  come  with  force,  the  patient  evidencing  a  certain 
amount  of  abdominal  pressure  with  each  pain,  and  additional 
chloroform  must  be  given. 

When  the  head  has  appeared  beyond  the  vulva  and  there  is  no 
longer  recession  between  pains,  chloroform  is  given  a  little  more 
generously  so  that  the  patient's  abdominal  muscles  do  not  act  by 
reflex. 

If  a  period  of  quiet  sets  in  at  any  time,  and  the  head  of  the  fetus 
does  not  advance,  a  third  of  an  ampoule  of  pituitrin  may  be  given. 
One  must  remember  the  cumulative  effect  of  the  two  or  three 
doses,  as  contraction  on  the  part  of  the  uterus,  results  which  nothing 
can  stop,  especially  if  the  patient  comes  out  enough  to  use  voluntary 
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pressure.  One  hand  must  remain  on  the  perineum,  protecting 
it  from  injury  by  the  shoulders,  and  the  other  hand,  by  traction, 
brings  the  anterior  shoulder  under  the  symphysis.  Then  the 
posterior  shoulder  makes  its  exit  over  the  perineum  without  injury 
to  that  tissue. 

Postpartum  hemorrhage  has  never  been  my  lot. 

In  the  cases  in  which  I  have  given  pituitrin,  I  do  not  depend  upon 
the  pituitrin  for  any  other  purpose  than  to  aid  in  the  expulsion 
of  the  embryo. 

Just  as  soon  as  the  fetus  is  born,  and  while  I  am  tying  the  cord, 
the  nurse  gives  to  the  patient  one  teaspoonful  of  ergotole  in  a 
little  water.  This  is  followed  in  half  an  hour  by  a  dose  of  one-half 
of  a  teaspoonful  of  ergotole  in  a  little  water.  I  would  far  rather 
rely  upon  ergotole  for  contractions  of  the  uterus,  also  for  aid  in  the 
expression  of  the  placenta.  I  never  wait  a  half  hour  for  the  placenta 
to  be  expelled.  About  five  minutes  after  giving  the  ergotole,  I 
expel  the  placenta  by  the  Crede  method. 

I  have  never  experienced  anything  simulating  in  the  slightest 
degree,  a  postpartum  hemorrhage.  That  a  hemorrhage  may  follow 
after  the  administration  of  pituitary  extract  is  no  criticism  of 
the  drug.  The  drug,  after  all,  does  nothing  except  to  increase 
the  rhythmic  contraction  of  the  uterus.  It  does  not  produce  a 
steady,  permanent  contraction.  In  the  intervals  between  the 
contractions,  where  a  state  of  relaxation  has  come  on,  a  separa- 
tion of  the  placenta,  or  an  atony  of  the  uterus  may  come  on  followed 
by  postpartum  hemorrhage,  just  the  same  as  in  those  cases  where 
no  pituitary  extract  has  been  given.  It  certainly  has  not  struck 
me  that  the  administration  of  pituitary  extract  during  labor  di- 
minishes to  any  extent  the  ability  of  the  uterus  to  contract  perfectly 
upon  proper  stimulation.  I  always  give  ergotole.  I  have  heard 
various  men  express  their  fear  of  a  rupture  of  the  uterus  through 
the  use  of  pituitary  extract.  They  mention  this  or  that  case  in 
which  such  accident  occurred.  But  it  is  needless  to  say  that  a 
man  who  uses  pituitary  extract  when  the  uterus  contains  a  fetus 
malrelated  to  the  pelvis  in  size  or  position,  is  not  playing  safe. 

The  advisability  of  testing  progress  in  proper  cases  depends 
on  small  doses.  It  is  perfectly  natural  that  a  rupture  of  the  uterus 
should  result  with  large  doses  where  there  are  malrelations  and 
malpositions. 

These  facts  only  prove  that  the  drug  in  proper  hands,  properly 
managed,  is  of  the  greatest  value.  One  may  say  of  any  drug  in 
the  pharmacopeia  that  -tt-ith  too  large  doses  or  improper  indica- 
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tions,  harm  is  bound  to  result.  I  cannot  extol  too  greatly  the 
valuable  effect  of  pituitary  extract  in  Cesarean  section.  If  a 
hypodermic  of  this  drug  be  given  just  before  the  abdominal  in- 
cision is  made,  it  is  remarkable  what  a  great  degree  of  contrac- 
tion one  obtains  in  the  uterus  after  the  incision  is  made  and  after 
the  fetus  membranes  and  the  placenta  have  been  extracted.  The 
uterus  contracts  decidely,  the  lining  of  the  uterus  bleeds  very 
little  if  at  all,  while  the  wound  surfaces  of  the  uterus  are  expected 
to  show  no  bleeding  whatsoever. 

If  the  sutures  are  put  in  quickly,  we  have  no  bleeding  from  the 
lining  of  the  uterus  entering  the  field  of  operation.  Contraction 
of  the  uterus  may  be  so  marked  that  even  if  the  incision  be  a  fairly 
generous  one,  it  is  not  always  easy  to  extract  the  fetus  from  the 
contracted  uterus. 

After  a  Cesarean  section  has  been  done,  it  is  my  habit  to  give 
a  half  an  ampoule  by  needle  in  the  morning,  and  another  half 
ampoule  by  needle  in  the  afternoon  for  several  days.  I  presume 
that  this  aids  in  keeping  the  uterus  contracted.  It  relieves  the 
uterus  from  that  relaxation  which  puts  a  constant  tension  on 
the  sutures,  and  promotes  an  early  restoration  to  the  normal. 
Very  often,  in  curetting  an  incomplete  abortion,  I  find  a  period 
of  profuse  bleeding.  I  then  administer  an  ampoule  of  pituitary 
extract.  After  a  few  minutes  scraping  wath  the  curette,  I  gradually 
get  the  hard  sensation  of  the  contracting  uterus,  and  eventually  I 
get  the  uterus  down  more  and  more  to  the  normal,  so  that  the 
curette  goes  in  only  a  little  further  than  the  average  distance. 
I  do  not  find  that  pituitary  extract  aids  very  much  in  bringing 
about  this  contraction  of  the  uterus.  I  think  that  the  older  method 
of  giving  ergotole  by  needle,  of  giving  a  hot  intrauterine  douche 
during  the  curettage,  or  of  simply  waiting  for  the  uterus  itself  to 
contract,  give  about  the  same  results.  My  conclusion  is  that  even 
in  incomplete  abortion,  pituitary  extract  has  not  a  specific,  rapid 
action. 

In  properly  chosen  cases  of  menorrhagia  or  metrorrhagia  the 
administration  of  pituitary  extract  is  followed  by  excellent  results. 
Just  how  much  is  due  to  action  on  the  uterus  through  stimulation, 
just  how  much  is  due  to  its  action  on  the  ovaries  through  a  diminu- 
tion of  their  activity  with  possible  atrophy,  cannot  be  definitely 
decided.  However,  one  thing  is  certain  and  that  is,  that  pituitary 
extract  given  by  hypo  is  certainly  more  effectual  in  those  cases  where 
curettage  has  first  been  performed.  I  have  in  a  large  number  of 
instances,  curetted  patients  and  then,  while  they  were  in  bed,  have 
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had  them  receive  every  day,  hypodermic  injections  of  pituitary 
extract  and  have  given  in  addition  large  doses  of  ergotole.  I  have 
continued  this  treatment  for  a  period  of  three,  four  to  sLx  weeks, 
and  in  no  case  not  due  to  a  tumor,  have  I  failed  to  procure  a  marked 
diminution  in  the  monthly  flow,  and  in  some  cases  an  absolute 
cessation  of  the  same.  I  have  the  feeling  that  in  causing  this 
diminution  of  the  action  of  the  ovaries,  we  are  accomplishing  a 
preliminary  and  early  development  of  the  menopause,  a  thing  much 
to  be  desired  in  those  cases  where  children  are  no  longer  expected. 

After  the  Diihrrsen  operation  it  not  infrequently  happens  that 
menstruation  is  atypical.  It  lasts  longer,  or  else  the  menstrual 
flow  is  much  more  profuse,  or  else  after  a  menstrual  flow  of  several 
days  there  comes  an  interval  followed  by  another  menstrual  flow 
of  a  shorter  period  of  time.  In  these  cases  the  repeated  continued 
injections  of  pituitary  extract  is  followed  by  return  to  the  normal, 
almost  -^athout  exception  as  far  as  my  recollection  goes.  Pituitary 
extract  is  an  excellent  drug  to  administer  after  an  operation  in  those 
cases  where  the  patient  does  not  react  well,  either  to  the  anesthetic 
or  to  the  operation  itself.  I  do  not  refer  here  to  shock  due  to  in- 
ternal or  concealed  hemorrhage.  I  simply  refer  to  those  cases 
where  a  Httle  stimulation  of  a  general  nature  is  of  benefit.  In  this 
class  of  cases,  pituitary  extract  acts  very  well. 

In  postoperative  cases  where  intestinal  passages  are  brought 
on  with  difficulty,  where  one  fears  possibly  an  intestinal  paresis, 
possibly  as  adhesion  of  any  sort,  and  one  is  anxious  to  get  an  evacua- 
tion of  the  intestines,  pituitary  extract  given  by  needle  as  occasion 
demands  is  a  very,  very  excellent  thing,  one  of  the  best  at  our  dis- 
posal.    It  has  in  my  hands  totally  displaced  eserine  salicylate. 

Where  the  bladder  function  is  below  the  normal  and  the  muscle 
power  is  not  there,  where  the  patient  cannot  empty  the  bladder,  as 
after  an  operation  or  postpartum,  h}TDodermatic  injections  of 
pituitary  extract  are  said  to  be  very  frequently  effective.  How- 
ever, the  catheter  is  always  at  our  disposal  and  offers  a  sure  method 
of  relief.  Hence,  I  believe  in  this  type  of  cases  the  indication  is 
not  very  extreme.  In  those  cases  in  which  the  bladder  atony  is 
marked  and  of  a  chronic  nerve  form  and  nothing  seems  to  relieve 
the  condition,  this  drug  will  be  found  of  the  greatest  benefit  if 
continued  long  enough. 

In  using  this  drug  over  a  long  period  of  time  for  the  treatment 
of  postpartum  hemorrhage  and  for  other  cases,  I  have  observed 
that  individuals  react  differently  to  the  drug,  so  far  as  intestinal 
tone  is  concerned.     Some  of  the  patients  ask:  "Doctor,  is  there 
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anything  in  the  hypodermics  that  acts  on  my  intestines,  for  it  has  a 
very  good  effect  on  my  constipation,  in  fact  I  can  scarcely  wait  until 
I  get  home  after  leaving  your  ofl&ce?" 

Other  patients  showed  no  effect  of  the  kind  whatsoever,  which 
has  led  me  to  believe  that  perhaps  by  the  use  of  pituitary  extract, 
as  well  as  by  the  use  of  other  drugs,  we  might  be  able  to  test  for 
that  secretion  which  is  lacking  in  the  economy  of  a  patient  suffering 
froin  habitual  constipation  or  other  anomalies. 

In  none  of  the  cases  in  which  I  have  administered  this  drug, 
whether  in  primigravidae  or  multigravidae,  in  nonpregnant  cases, 
cases  of  abortion,  Cesarean  section  cases,  etc.,  have  I  found  a 
contraindication  or  noted  any  injury  from  the  medical  standpoint. 
I  can  readily  imagine  that  with  high  pulse  tension,  with  an  arterio- 
sclerotic condition,  or  with  some  other  anomaly  in  the  circulation, 
there  might  be  an  indication  not  to  use  the  drug,  but  that  type 
of  case,  as  a  rule,  rarely  comes  under  the  headings  mentioned  in  this 
paper.  I  have  a  feeling  that  certain  cases  of  eclampsia  may  contra- 
indicate  the  use  of  the  drug. 

If  there  is  a  probability  that  Cesarean  section  may  be  required, 
pituitary  extract  may  be  used  to  furnish  the  so-called  "  test  of  labor." 

Personally,  I  am  for  Cesarean  section  every  time  as  against 
high  forceps  with  the  head  not  molded  and  not  firmly  engaged. 
An  all-important  factor  is  that  we  must  be  sure  that  the  head  can 
pass  through  the  brim  of  the  pelvis. 

Pituitrin  is  very  much  the  same  as  gasoline  and  speeds  to  an 
automobile.  The  use  of  pituitrin  is  not  to  be  looked  upon  as 
indicated  by  special  or  urgent  considerations  only. 

Pituitary  extract  does  not  act  in  the  same  degree  in  all  patients. 
A  small  dose  in  one  case  may  be  very  effectual,  seeming  to  start 
the  machinery  on  a  steady  run,  the  drug  having  a  stimulating 
effect  on  the  patient's  pituitary  or  other  gland  secretions.  In 
most  cases,  numerous  repeated  doses  are  necessary;  the  effect  is 
evanescent,  lasting  only  a  half  hour  and  seeming  to  take  the  place 
of  a  lack  of  a  proper  amount  of  the  normally  produced  pituitary 
secretion. 

The  average  duration  of  labor  in  primigravidae  is  six  to  seven 
hours  if  pituitary  extract  is  used. 

In  multigravidae,  the  duration  is  from  fifteen  minutes  to  two 
hours  after  the  administration  of  pituitary  extract.  It  is  a  most 
risky  thing  to  leave  a  patient's  bedside  when  pituitary  extract  has 
been  administered  to  a  multigravida.  The  term  "atony"  does 
not  mean  the  uterine  muscle  may  not  do  its  work;  we  select  a 
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period  when  it  does  not,  and  call  it  uterine  atony.  Practically 
all  men  are  against  its  use  in  the  first  stage.  I  assert  that  in  this 
stage,  under  proper  conditions,  it  is  of  the  greatest  aid  in  furthering 
the  progress  of  labor.  With  these  conditions  not  present,  it  may 
be  used  with  great  care  for  diagnostic  or  test  purposes.  These  pre- 
liminaries do  not  obtain  as  necessities;  I  believe  that  the  use  of 
pituitrin  following  the  preliminary  adminsitration  of  castor  oil, 
etc.,  will  enable  us,  in  a  large  proportion  of  cases,  to  bring  on  labor 
at  the-full-term  period,  and  thus  do  away  with  the  bag  or  metre- 
urynter method,  except  where  haste  is  indicated. 
134  West  Eighty-seventh  Street. 

DISCUSSION. 

Dr.  R.  R.  HuGGiNS,  Pittsburgh,  Pa. — While  it  is  inspiring  to 
hear  a  strong-minded  man  debate  a  subject  the  unfortunate  part 
about  it  is  that  the  general  practitioner  who  does  most  of  this  work 
does  not  always  catch  the  contraindications  set  forth  in  the  paper. 
I  agree  with  Dr.  Bandler  that  pituitrin  is  a  wonderful  drug  and 
that  it  helps  us  out  of  a  great  many  difiiculties  especially  those  fol- 
lowing operation. 

A  few  weeks  ago  a  very  capable  practitioner  sent  a  patient  into 
the  hospital.  So  far  as  he  could  determine  the  pelvic  measurements 
were  normal.  The  os  was  fully  dilated,  and  the  head  was  in  the 
pelvis.  He  gave  her  one  hypodermic  of  pituitrin  and  within  twenty 
minutes  she  was  in  a  state  of  extreme  shock.  When  I  opened  the 
abdomen  two  hours  later  there  was  a  complete  supravaginal  ampu- 
tation of  the  uterus,  the  child  was  in  the  peritoneal  cavity  and  the 
only  things  left  to  do  were  to  remove  the  child,  stop  the  hemor- 
rhage and  close  the  abdomen. 

Dr.  Charles  E.  Ziegler,  Pittsburgh,  Pa. — My  experience  with 
pituitrin  has  not  been  quite  so  rosy  as  that  of  Dr.  Bandler.  I 
think  he  has  made  a  valuable  contribution  to  the  subject  in  warning 
against  the  use  of  large  doses.  In  the  vast  majority  of  my  cases, 
where  I  have  used  small  doses,  I  have  gotten  results  similar  to  those 
he  has  described.  Occasionally  I  find  a  case  where  there  seems  to  be 
some  idiosyncrasy  against  pituitrin.  I  have  gotten  tonic  contraction 
of  the  uterus,  the  heart  sounds  have  gone  bad,  and  I  have  been  com- 
pelled to  deliver  rapidly  whether  the  conditions  were  favorable  or 
not.  I  never  give  pituitrin,  therefore,  unless  the  case  is  so  far  ad- 
vanced in  labor  that  I  can  deliver  at  once  if  necessity  for  it  arises. 
By  following  the  fetal  heart  sounds  carefull}^  especially  near  the 
close  of  the  second  stage  of  labor,  I  find  occasionally  they  become 
bad  after  the  administration  of  pituitrin.  This  is  only  in  the  ex- 
ceptional cases,  however.  I  recall  one  case  in  a  primipara  where 
the  head  was  almost  on  the  pelvic  floor,  and  the  pains  gave  out. 
I  gave  }/2   c.c.   of  Parke  Davis  and  Company's  preparation  and 
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we  had  a  tonic  contraction  of  the  uterus.  The  heart  sounds  fell  to 
80  and  became  irregular.  The  contraction  of  the  uterus  was  severe 
and  continuous;  the  head  was  pushed  over  the  perineum,  the  baby 
was  severely  asphyxiated,  and  I  had  a  hard  time  to  save  its  life. 
I  find  that  pituitrin  is  much  like  ergot  in  many  ways;  it  should  never 
be  used  when  the  head  is  above  the  inlet  in  a  multipara  even.  In 
the  hands  of  a  man  who  is  not  a  competent  obstetrician,  the  use  of 
pituitrin  is  of  uncertain  value.  Faulty  positions  of  the  head  are 
frequently  equivalent  to  marked  pelvic  insufl&ciency.  Pituitrin 
should  not  be  used,  therefore,  until  the  head  is  well  down  in  the 
pelvis  and  dilation  so  far  advanced  that  delivery  of  a  living  baby 
may  be  readily  accomplished  should  interference  become  necessary. 
Pituitrin  is  most  valuable  during  the  puerperium  and  is  indicated 
in  every  case  of  operative  delivery  or  where  one  has  reason  to  fear 
infection.  I  give  pituitrin  regularly,  in  such  cases,  3^  c.c,  night 
and  morning  for  a  week  if  well  borne.  Firm  uterine  contractions 
are  maintained,  the  uterine  sinuses  are  closed  and  the  spread  of  in- 
fection less  likely  to  take  place.  I  have  had  two  cases  in  women 
who  had  active  gonorrhea  in  which  by  giving  pituitrin  for  ten  days 
daily  and  regularly  I  avoided  extension  of  the  infection  into  the 
uterus.  One  woman  has  been  delivered  twice  since,  her  tubes  are 
patulous  and  in  good  condition. 

Pituitrin  is  effective  in  cases  of  retention  of  urine  in  about 
60  per  cent,  of  the  cases  only,  but  when  it  works,  it  works  beauti- 
fully. 

Dr.  Sylvester  J.  Goodman,  Columbus,  Ohio. — In  1911,  when 
they  were  doing  early  work  with  pituitrin  in  Vienna,  I  had  the  good 
fortune  to  he,  there.  My  idea  in  going  to  Vienna  was  to  get  the  fine 
points  in  connection  with  forceps  delivery.  However,  when  I  got 
there  I  found  they  were  using  pituitrin  and  were  doing  away  with 
forceps.  When  I  returned  to  Vienna  two  years  later  they  were 
using  pituitrin  more  than  ever  and  were  greatly  impressed  with  the 
markedly  decreased  morbidity  in  obstetric  cases. 

One  of  the  gentlemen  spoke  of  sending  out  students  with  a  pair 
of  forceps  and  saying,  "  Go  thou  and  do  likewise."  I  should  say, 
if  he  gave  them  a  few  tubes  of  pituitrin  when  he  sent  them  out  the 
morbidity  would  be  greatly  reduced.  I  believe  pelvimetry  and  the 
use  of  pituitrin  go  together,  as  the  doctor  has  just  said.  Pituitrin 
in  the  hands  of  the  practitioner  who  does  not  know  how  to  use  a 
pelvimeter  is  a  dangerous  thing,  because  in  cases  of  contracted  pelvis 
he  may  use  the  pituitrin  and  have  a  great  mortality  and  morbidity. 
In  emptying  the  uterus  after  abortion,  pituitrin  has  proved  valuable 
to  me.  As  Dr.  Findley  said,  in  emptying  the  uterus  we  are  afraid 
of  perforating  it;  we  are  never  sure  we  have  it  clean.  If  after 
dilating  the  cervix,  a  good  dose  of  pituitrin  is  given,  the  uterus  will 
empty  itself,  the  fundus  will  come  down,  and  it  gives  you  a  great 
sense  of  security  in  putting  the  curet  against  the  fundus  of  the 
uterus.  We  have  used  this  extensively  at  our  hospital  and  very 
successfully. 

The  great  danger  of  giving  large  doses  has  been  brought  out,  but 
it  should  be  impressed  that  even  though  we  may  not  have  rupture  of 
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the  uterus,  and  I  have  never  seen  pituitrin  cause  rupture  of  the  uterus, 
after-pains  are  severe,  when  too  large  doses  of  pituitrin  have  been 
given.     This  is  quite  important. 

One  of  the  conditions  in  which  pituitrin  has  been  valuable  in  my 
experience  is  what  was  pronounced  by  one  of  our  internists  a  case 
of  status  lymphaticus.  It  was  a  condition  resembling  shock  following 
delivery  in  which,  without  hemorrhage,  the  woman  seemed  to  float 
away,  or  pass  away  from  us  without  any  reason,  and  one  or  two  doses 
of  pituitrin  brought  her  back,  helped  the  heart  action,  and  so  far  as 
we  could  tell  saved  her  life. 

The  point  I  desire  to  bring  out  in  a  few  words  is  that  pelvimetry 
and  the  use  of  pituitrin  go  together. 

Dr.  Henry  Schwarz,  St.  Louis,  Missouri. — Dr.  Bandler's  ex- 
perience about  covers  my  own  practice.  In  1913  I  got  one  of  my 
associates,  Dr.  Newell,  to  try  four  different  preparations  of  the 
pituitary  gland  in  100  cases.  We  used  it  first  in  doses  of 
I  c.c.  At  that  time  we  tried  it  only  when  there  was  complete 
dilatation  so  as  to  be  ready  to  interfere  without  loss  of  time.  In 
quite  a  number  of  cases  we  got  stormy  contractions,  which  we  found 
now  and  then  when  there  was  a  mechanical  disproportion  between 
the  pelvis  and  the  fetal  head,  where  we  had  to  interfere  with  morphin 
injections  to  re-establish  equilibrium  of  placental  respiration,  so  that 
Dr.  Newell  reduced  the  dose,  and  we  used  only  5  minims  to  each  dose. 
Then  we  no  longer  got  the  stormy  contractions,  and  as  we  went 
along  we  felt  safe  to  use  the  preparation  in  the  early  stages  of  labor 
and  found  no  reason  to  change  that.  We  likewise  found  we  could 
never  induce  labor  with  the  pituitary  preparations  except  when  the 
women  were  near  term  and  when  they  presumably  already  had 
pains,  although  they  were  not  fully  aware  of  that  fact.  After  in- 
troducing a  bougie  (we  did  not  use  bags),  after  we  had  slight  con- 
tractions, then  we  could  by  the  use  of  pituitary  preparations  study 
the  contractions.  We  find,  however,  that  for  the  induction  of  labor, 
when  the  woman  is  at  or  near  term,  if  we  give  an  ounce  of  castor- 
oil  and  instruct  the  nurse  to  massage  the  uterus,  and  then  give  5 
minims  of  a  potent  preparation  of  the  pituitary  gland,  we  can  in  most 
instances  induce  labor  promptly  and  safely.  We  find  a  difference 
as  stated  by  the  doctor  in  pituitrin.  The  pituitrin  preparation  of 
Parke  Davis  and  Company  is  only  half  as  potent  as  that  of  Burroughs 
and  Welcome  and  of  Armour  and  Company.  We  have  used  four 
preparations,  namely,  Armour's,  Parke  Davis  and  Company's 
pituitrin,  we  have  used  a  German  preparation  called  hypophysin, 
and  we  have  used  Burroughs  and  Welcomes'  preparation.  We  are 
using  Armour's  and  Burroughs  and  Welcomes'  preparations  ex- 
tensively, although  the  others  are  good.  With  5  minims  we  get 
beautiful  results.  If  the  injections  are  given  intramuscularly  I  get 
a  very  prompt  effect. 

I  do  not  quite  agree  with  Dr.  Bandler  as  to  the  use  of  ergotol  or 
any  other  preparation  of  ergot  before  the  placenta  is  removed. 
The  pituitary  preparations  surely  assist  us  in  the  safe  conduct  of 
the  third  stage  of  labor.     I  consider  the  administration  of  a  potent 
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preparation  of  ergot  before  the  placenta  is  delivered  as  a  danger- 
ous practice.  There  may  sometimes  be  retained  placenta,  and 
there  may  be  a  spasm  of  the  cervix  which  will  make  the  manual  re- 
moval of  such  a  placenta  a  disagreeable  job. 

Dr.  Bandler  (closing  the  discussion). — I  am  afraid  I  will  take 
more  than  the  five  minutes  allotted  me  in  closing  this  discussion. 
I  used  pituitrin  in  a  case  in  order  to  attend  this  meeting.  I  had  a 
patient  whom  I  could  not  leave.  I  expected  her  to  be  confined 
Tuesday  or  Wednesday,  and  I  wanted  to  attend  this  meeting. 
Monday  morning  I  gave  her  castor-oil  and  quinin,  and  I  found 
what  I  have  found  in  several  cases,  that  molding  was  going  on. 
I  gave  castor-oil  and  quinin  again  the  next  day  and  stayed  at  her 
bedside  m3^self.  I  delivered  her  with  the  aid  of  pituitrin  in  the 
afternoon. 

With  reference  to  the  action  of  pituitrin  on  the  bladder,  I  have 
a  patient  whom  I  confined  a  week  ago.  She  had  a  large  amount  of 
distention  of  the  abdomen,  with  inability  on  part  of  the  bladder  to 
act.  Pituitrin  has  a  much  better  action  on  the  intestines  than  on 
the  bladder.  I  have  used  it  in  postoperative  gynecological  cases 
time  and  again,  and  if  a  patient  needs  stimulation  after  operation, 
where  I  formerly  gave  caffein,  camphor,  whiskey,  etc.,  I  now  give 
pituitrin.  If  I  have  to  deal  with  a  case  that  needs  any  stimulation, 
I  give  pituitary  extract  also.  In  this  particular  case  I  gave  it 
for  that  purpose,  and  still  the  patient  had  to  be  catheterized.  I 
have  not  found  that  pituitrin  acts  specifically  on  the  bladder. 

The  cases  I  have  reported  were  all  private  cases.  No  assistants 
gave  the  drugs.  From  the  time  pituitrin  is  first  administered,  and 
the  nurse  tells  me  how  things  are  going,  until  the  baby  is  born,  I 
am  there  on  the  case.  They  are  not  ward  cases,  but  cases  that  are 
under  my  personal  observation.  I  used  one  ampule  of  pituitrin 
in  my  first  case  on  a  doctor's  wife,  and  the  doctor  and  I  stood  by 
astonished  at  the  powerful  contraction  of  the  uterus.  He  was  very 
much  frightened.  I  have  never  given  as  a  dose  over  one-half  ampule 
since  to  any  patient  in  labor.  Then  I  went  down  from  one-half  to 
one-third,  and  now  a  third  is  my  standard  usual  dose,  but  I  modify 
it  more  or  less  as  you  would  any  drug.  The  indications  for  the  use  of 
pituitrin  I  have  clearly  set  forth  in  my  paper.  The  doctors  in  my 
city  use  pituitrin  but  they  give  a  full  ampule  as  a  dose  and  get  into 
trouble.  If  they  give  a  full  ampule  when  there  is  dystocia  they  are 
likely  to  rupture  the  uterus.  When  the  head  is  well  molded  in  and 
through  the  brim,  one  need  never  give  more  than  one-third  of  an 
ampule  of  pituitrin,  and  by  so  doing  we  are  going  to  save  more  lives 
and  they  are  going  to  lose  fewer. 

As  to  the  fetal  heart  sounds,  I  cannot  say  that  there  is  no  differ- 
ence on  the  use  of  pituitrin.  If  you  listen  to  the  heart  sounds  of  a 
baby  after  any  uterine  contraction,  you  will  find  considerable 
modification,  and  if  you  are  watching  the  heart  sounds  in  a  dozen 
normal  cases,  you  are  surprised  how  often  the  baby's  heart  seems  to 
be  acting  badly.  If  the  same  thing  happens  with  pituitary  extract 
you  might  consider  it  abnormal.     The  heart  sounds  are  no  more 
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altered  after  pituitrin  has  been  given  than  without  it.  A  normal 
uterine  pain  causes  a  modification  in  the  child's  circulation  and  in 
the  placental  circulation  whether  you  give  pituitrin  or  not.  I  do 
not  think  that  is  an  objection.  I  have  never  had  one  baby  that  was 
born  blue.  If  we  could  deliver  all  patients  in  hospitals  it  would  be 
ideal.  I  hope  some  day  I  will  be  able  to  deliver  all  primiparae  in  a 
hospital.  If  we  were  to  say  to  these  women,  "I  will  not  take  you 
unless  you  go  to  a  hospital  or  a  sanitarium,"  it  would  do  more  for 
obstetrics  than  any  other  one  thing  we  could  decide  on  to-day. 

The  average  doctor  in  New  York  does  not  hesitate  to  put  on 
forceps  with  the  head  in  the  mid  and  low  plane,  and  the  way  he 
tears  the  perineum  is  terrible.  If  we  can  teach  him  to  avoid  forceps, 
we  are  doing  something.  If  you  are  in  a  hospital  or  private  sana- 
tarium  and  deliver  a  patient  there  and  forceps  are  necessary,  what 
a  joy  it  is  to  be  able  to  wash  your  hands  while  the  anesthetic  is  being 
given.  The  assistants  are  there;  you  can  take  an  hour,  if  necessary, 
to  bring  about  delivery,  and  some  one  can  listen  to  the  heart  sounds 
while  you  are  pulling  on  the  head.  If  you  use  forceps  in  the  best  of 
private  houses  you  have  got  to  have  a  table  and  leg  holders;  you  have 
got  to  watch  the  nurse  and  see  that  everything  is  thoroughly  and 
properly  boiled.  I  would  rather  do  a  laparotomy  for  appendicitis 
in  a  private  case  than  a  forceps  delivery.  One  case  is  infected  al- 
ready and  the  other  may  be. 

Multiparae  will  drive  you  mad.  I  do  not  gladly  take  multipara 
cases  anymore.  They  nag  and  nag  you  and  say  they  have  a  little 
pain  here  and  a  little  pain  there  and  one  is  in  doubt  as  to  the  meaning 
of  these  pains.  The  very  minute  they  complain  of  pain  I  now  give 
them  pituitrin.  I  do  not  care  whether  the  head  is  molded  or  not. 
I  had  this  experience  with  a  multipara  who  was  in  labor  for  a  con- 
siderable time.  There  was  no  dilatation  of  the  cervix  or  fixation  of 
the  head.  It  seemed  as  if  something  had  to  be  done.  I  tested  her 
with  pituitrin.  Almost  before  we  knew  it  the  head  was  on  the 
perineum  and  the  child  was  born  in  ten  minutes  after  pituitrin  was 
given.  As  I  have  said,  the  head  was  not  fixed,  was  not  molded  and 
the  cervix  was  not  dilated.  You  dare  not  leave  a  multiparous  patient 
once  you  give  pituitrin  as  you  do  not  know  what  is  going  to  happen. 
I  have  not,  since  I  began  using  this  drug,  spent  more  than  two  hours 
in  the  house  of  any  multiparous  patient.     I  find  it  is  unnecessary. 

With  reference  to  choosing  between  pituitrin  and  ergotol,  I  use 
pituitrin  in  Cesarean  section  cases  just  before  the  abdominal  cut  is 
made.  Every  case  of  Cesarean  section  is  then  given  half  an  ampule 
in  the  morning,  and  half  an  ampule  in  the  afternoon,  and  this 
is  kept  up  for  days.  In  my  obstetric  work  instead  of  giving  pituitrin 
every  morning  and  afternoon,  I  give  half  a  dram  of  ergotol  every 
three  hours  for  days  and  days,  sometimes  for  three,  five  or  even 
eight  weeks.  It  aids  the  uterus  in  its  involution.  You  avoid  the 
danger  of  infection  by  using  ergotol.  I  use  ergotol  in  this  way 
in  preference  to  pituitrin  because  I  find  it  causes  tonic  contraction 
that  stays  there,  whereas  pituitrin  contracts  the  uterus  and  also 
relaxes  it. 
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MENSTRUAL  STATISTICS;  A  STUDY  BASED  ON  4500 
MENSTRUAL  HISTORIES. ^ 

BY 

K.  I.  SANES,  M.  D.,  F.  A.  C.  S., 

Pittsburgh,  Pa. 

As  material  for  the  compilation  of  these  statistics,  the  writer  used 
somewhat  over  4500  records  of  his  ofl&ce  patients;  utilizing  the  men- 
strual features  common  to  the  patients  in  their  normal  health  and 
disregarding  those  that  were  modified  by  illness.  To  test  the 
reliability  of  the  information  obtained  in  the  records  the  writer, 
wherever  the  opportunity  offered,  took  the  menstrual  histories  a 
second  time,  carefully  directing  the  questions  so  as  to  bring  out 
accurate  information.  While  the  histories  taken  the  second  time 
did  not  in  the  main  differ  from  those  taken  the  first  time,  yet  they 
disagreed  in  some  details,  especially  in  those  concerning  the  menstrual 
intervals.  Thus  menstrual  periods  varying  two  to  three  days  in 
different  months  were  called  by  some  regular  and  by  others  irregular. 
Even  when  the  definite  number  of  interval  days  was  given,  the 
second  histories  revealed  in  some  cases  an  irregularity  of  two  to 
three  days. 

The  discoveries  of  the  errors  of  the  first  histories  were  most 
frequently  obtained  by  direct  questions  in  the  following  manner: 
twenty-eight-  or  twenty-one-day  interval  cases  were  asked  whether 
they  always  menstruated  on  the  same  week  day.  One-month  in- 
terval cases  were  asked  whether  they  always  menstruated  the  same 
day  of  the  month.  Cases  that  gave  in  the  first  history  a  definite 
number  of  interval  days,  say  twenty-seven  days,  were  asked  if  they 
menstruated  the  first  day  of  the  month,  would  they  expect  to 
menstruate  the  twenty-eighth  of  the  same  month.  The  answers 
showed  that  many  patients,  especially  the  unmarried  ones,  did 
not  keep  track  of  their  menstrual  intervals,  and  many  of  those 
that  did,  admitted  the  inaccuracy  of  their  first  information. 

Could  all  the  histories  be  retaken  in  this  careful  manner,  the 
data  concerning  the  menstrual  interval  would  be  more  reliable. 
Unfortunately,  such  a  procedure  was  impossible  and  this  impossibility 

^  Read  before  the  Annual  Meeting  of  the  American  Association  of  Obstetricians 
and  Gynecologists,  Pittsburgh,  September,  1915. 
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must  of  necessity  constitute  a  weak  point  of  our  "interval"  statistics. 
Another  difl&culty  in  exact  compilation  of  menstrual  statistics  lies 
in  the  fact  that  menstrual  features  in  many  women  change  with  the 
advance  of  menstrual  life.  The  normal  menstrual  periods  given  in 
records  usually  present  menstrual  features  which  the  patient  con- 
siders characteristic  in  her  normal  health  at  the  time  of  examination. 
But  these  features  may  be  altogether  different  in  her  early  or  later 
life,  and  therefore,  statistics  based  on  information  thus  obtained 
cannot  be  as  accurate  as  those  obtained  from  people  advanced  in 
life,  whose  complete  history,  early  and  late,  can  be  accurately 
traced. 

Fully  aware  of  these  deficiencies,  we  tried  to  make  the  best  of 
the  records  on  hand,  and  we  present  here  the  statistics  based  on 
over  4500  records,  covering  the  menstrual  interval,  the  age  of  onset 
onset  of  menstruation,  the  quantity  of  flow,  the  menstrual  clots, 
the  dysmenorrhea,  the  last  menstrual  period,  and  other  features 
which  in  our  judgment  might  be  of  interest  to  you. 

Menstrual  Interval. — 4682  cases  gave  the  histories  of  their  men- 
strual intervals  and  of  them  1053,  or  22.5  per  cent.,  were  of  an 
irregular  type;  3629,  or  77.5  per  cent.,  were  of  a  regular  type. 

IRREGULAR   TYPE    OF   MENSTRUATION. 

As  seen  from  the  above,  22.5  per  cent,  of  the  total  number  studied 
gave  an  irregular  type  of  menstrual  interval.  In  other  words,  less 
than  one  in  four  menstruated  irregularly.  To  show  the  character 
of  this  irregularity,  Table  I  was  compiled. 

TABLE  I 

Per  cent. 

"Irregular" iii  

3-4  weeks 69  7 -31 

4-5  weeks 49  5 -19 

2-3  weeks 33  3.51 

5-6  weeks 23  2 .  44 

4-6  weeks 18  1.9 

1-2  months 17  i-8 

6-7  weeks 16  i .  69 

24-28  days 14  1-48 

2-4  weeks 12  1.27 

21-24  days 12  1.27 

2-3  months 11  i .  16 

3-5  weeks 10  i .  06 

25-28  days 9  0.95 

4-7  weeks 9  0.95 

1-3  months 8  0.84 
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3-4  montlis 8  o .  84 

28-32  days 7  0.75 

Miscellaneous* 616  65 .0 

Total 1052 

We  see  in  this  table  that  941  patients  defined  the  nature  of  their 
irregularity.  Arranging  them  in  groups  based  on  the  approximate 
number  of  their  interval  days,  and  placing  these  groups  in  order  of 
their  frequency,  we  find  that  the  most  common  irregular  type  of 
interval  is  that  of  3  to  4  weeks  (7.31  per  cent.),  next  4  to  5  weeks 
(5.19  per  cent.),  then  2  to  3  weeks  (3.51  per  cent.),  5  to  6  weeks 
(2.44  per  cent.),  4  to  6  weeks  (1.9  per  cent.),  i  to  2  months  (1.8 
per  cent.),  etc. 

REGULAR   TYPE    OF   MENSTRUATION. 

Three  thousand,  six  hundred  and  twenty-nine  patients,  or  77.5  per 
cent,  of  the  total  number  studied,  gave  a  regular  menstrual  history. 
In  other  words,  three  out  of  every  four  women  menstruated  regularly. 
Of  this  number,  2562  specified  the  number  of  the  days  of  their 
menstrual  intervals.  We  classified  them  accordingly  and  arranged 
the  interval  types  in  Table  II  in  order  of  their  frequency. 

At  the  end  of  this  table  we  find  eight  types  that  are  somewhat 
irregular,  their  irregularity  varying  from  one  to  two  days.  They 
represent  the  number  of  patients  who,  upon  a  second  investigation 
of  their  menstrual  histories,  admitted  an  irregularity  in  the  men- 
strual intervals,  which  in  their  previous  histories  were  given  as 
regular.  These  were  placed  among  the  regular  type,  because 
patients  usually  ignore  such  slight  variations  and  consider  such 
intervals  regular. 

Glancing  over  Table  II  we  see  that  the  28-day  type  leads  in 
numbers.  It  constitutes  72.01  per  cent,  of  the  regular  type  and 
50.5  per  cent,  of  the  total  number  of  patients  studied.  The  30- 
day  type  follows  with  3.77  per  cent.,  then  the  24-day  type  with 
3.33  per  cent.,  then  the  27-  to  29-day  type  with  2.46  per  cent., 
the  26-  to  28-day  type  with  2.34  per  cent,  the  27-  to  28-day  type 
with  2.34  per  cent.,  etc. 

The  number  of  patients  giving  their  menstrual  t3^e  as  that  of 
one  month  was  sixteen  and  that  of  thirty-one  days,  eighteen.     On 

*  This  group  represents  many  irregular  interval  types  with  a  small  number  in 
each,  none  of  them  exceeding  four  patients.  A  few  such  types  may  be  cited 
here:  3  to  7  months,  one;  3  to  9  months,  one;  5  to  10  months,  four;  9  to  11 
months,  one;  20  to  35  days,  one. 
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TABLE  II. 

Per  cent. 

"  Regular" 1053         

28  days 1835  72.01 

30  days 97  3-77 

3  weeks 86  3.33 

25  days 31  1.2 

26  days 30  1 .  16 

5  weeks 27  i .  04 

2  weeks 21  0.81 

24  days 19  o.  74 

31  days 18  0.74 

1  month 16  0.62 

27  days 13  0.58 

23  days 13  0.5 

6  weeks 9  0.35 

2  months 6  o.  23 

34  days 5  0.19 

3  months 4  015 

6  months 3  o.ii 

5  months 2  o .  07 

2 2  days 2  0.07 

32  days I  'O.03 

2^-2  months i  0.03 

18  days I  o .  03 

28-29  days. 40  1.57 

28-30  days 43  1.67 

26-28  days 61  2.34 

27-28  days 61  2.34 

27-29  days 63  2 . 46 

26-27  days 30  1 .  17 

24-25  days 8  0.31 

24-26  days 14  0.54 

Total 3615 

second  investigation  of  their  menstrual  histories  seven  of  them 
gave  exact  monthly  dates  of  the  menstrual  periods  independent 
of  the  number  of  days  in  the  month;  two  the  first  of  the  month; 
one  the  fifth;  one  the  nineteenth;  one  the  twenty-sixth;  another  the 
twenty-seventh,  and  again  another  one  the  sixteenth.  One  of  them, 
a  married  patient,  not  only  menstruates  the  first  of  every  month, 
but  claimed  to  have  re-established  her  periods  after  her  two  child- 
births,  on  the  same  date. 

TEMPORARY   IRREGUL.\RITIES. 

A  great  many  of  the  regular  patients  stated  on  second  inquiry  that 
while,  as  a  rule,  they  menstruated  exactly  on  date,  they  occasionally 
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came  a  day  or  two  later  and  again  one  or  two  earlier.  This  slight 
irregularity  they  sometimes  ascribe  to  physical  or  mental  disturbances 
of  some  sort.  Such  patients  consider  themselves  perfectly  regular. 
Again,  patients  who  remember  their  past  menstrual  history  will 
record  a  periodic  irregularity  at  different  times  of  their  past  life. 
This  is  especially  noticed  during  their  early  menstruation  when  the 
intervals  may  have  been  either  longer  or  shorter.  This  irregularity 
lasting  for  some  time  frequently  becomes  regular  with  the  advance 
of  menstrual  life.  Seventy-nine  such  cases  gave  such  observation 
in  their  history,  twenty-nine  observed  these  changes  while  still 
single,  forty-seven  after  their  marriage  and  before  childbirth,  and 
three  after  childbirth. 

Occasionally  in  the  early  menstrual  life  of  our  patients  we  met  an 
amenorrhea  lasting  for  a  considerable  time.  Thus  one  patient 
missed  a  year  after  6  months  regular  menstruation,  another  missed 
3  to  5  years  after  2  years  of  regular  menstruation,  one  missed  3 
years  after  4  years  of  regular  menstruation.  Most  frequently,  how- 
ever, the  irregularity  was  noticed  in  the  second  menstrual  period. 

We  collected  163  cases  that  showed  a  temporary  amenorrhea  after 
the  first  period.     In  order  of  their  frequency  they  are  as  follows: 


TABLE  III. 

12  months 64 

6  months 25 

2  months 14 

3  months 11 

2  years 11 

4  months 10 

5  months 10 

8  months 6 

9  months 5 

7  months 3 

4  years* i 

I  week  later i 

3  weeks i 

14  months i 

Few  months  later i 

Total 164 


Per  cent. 
39-3 

8.6 
6.7 
6.7 
6.1 
6.1 
3-6 
3-0 
2.0 


3-0 


*  Menstruated  at  thirteen  after  a  fall  and  then  the  second  time  not  before 
seventeen. 
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AGE    or   ONSET   OF   MENSTRUATION. 

The  number  of  patients  giving  the  age  of  onset  of  menstrual 
flow  was  2864.  The  patients  of  the  regular  and  irregular  menstrual 
types  were  separately  classified  in  Table  IV,  according  to  the  differ- 
ent ages  of  the  onset,  giving  the  percentages  of  each  year  separately 
for  the  regular  and  irregular  types  and  for  the  total  number  of  patients 
studied. 


TABLE  IV. 

Menstrual  types 

Regular                ^              Irregular 

Total  No.  of  patients 

No.  of  patients 

2280       j   Per  cent.             584           Per  cent. 

2864 

Per  cent. 

Age  of  patients 
9  years 

10  years 

11  years 

12  years 

13  years 

14  years 

15  years 

16  years 

17  years 

18  years 

19  years 

20  years 

21  years 

22  years 

23  years 

24  years 

2  1        0.08 

5                    0.2X 

86       ■        3.77 
290            12.71 
,        548            24.03 
'       553       1     24.29    1 
385       I     16.88    1 
232            10.17 
'        loi       '       4-42 
64              2.807 
9              0-39 

3  0-I3 

0        

2 

2 

25 

63 

138 

117 

92 

74 

41 

18 

4 

4 

0.34 
0.34 

4.28   : 
10.78 

23-63 
20.03 

IS-75 
12.67 

7.02 

3-o8    1 

0.68 

0.68 

0.  CI 

4 

7 

III 

353 
686 
670 

477 

306 

142 

82 

13 

7 

1 

0.13 
0.24 

3-91 
12.32 

23-95 
23-39 
16.6s 
10.68 

4-99 
2.86 

0.45 
0.24 
0.1 

0        

I                    O.I7                         I 

0.03 
0.03 
0.03 

I                     0    OA 

0 

I 

I 

I                     0 .  04                         0 

From  the  above  table  we  find  that  the  most  common  age  of  onset  was  13  years 
with  23.9  per  cent.,  then  comes  14  with  23.4  per  cent.,  then  15  with  16.65  per 
cent.,  then  12  with  12.3  per  cent.,  16  with  10.68  per  cent.,  17  with  4.99  per  cent., 
II  mth  3.91  per  cent.,  18  with  2.86  per  cent.,  i  per  cent,  above  age  of  18. 

Comparing  the  percentages  in  this  table  of  the  regular  type  with  that  of  the 
irregular  we  find  very  little  diflference 


DURATION    OF   MENSTRUAL   FLOW. 

The  number  of  patients  that  gave  the  duration  of  their  menstrual 
periods  were  4085.  Of  these,  3105  belonged  to  the  regular  interval 
type,  and  980  to  the  irregular  interval  type. 

They  were  classified  according  to  the  number  of  their  menstrual 
days  and  were  arranged  in  Table  V  in  the  order  of  their  frequency. 


or    OBSTETRICIANS   AND   GYNECOLOGISTS  99 

TABLE  V. 


Types 


Regular 


No.  of  cases     i        31 


Per  cent. 


Irregular 


980 


Per  cent. 


Total    No.    of   cases 


4085   !  Per  cent. 


3  days 

4-5  days 

3-4  days 

5  days 

7  days 

4  days 

5-6  days 

2-3  days 

2  days 

6-7  days 

6  days 

8  days 

7-8  days 

3-5  days 

5-7  days 

4-6  days 

I  day 

2-4  days ' 

1-2  days 

3-7  days 

6-8  days 

8-9  days 

4-7  days 

10  days 

4-8  days 

7-10  days 

1-3  days 1 

5-8  days 

8-10  days 

Miscellaneous* 


464 

434 

357 

236 

220 

242 

247 

136 

106 

103 

80 

46 

53 

52 

47 

31 

32 

22 

24 

23 

17 

16 

16 

10 

8 

7 

7 

10 

13 
46 


14.84 
13-88 
II  .42 

7-S 
7.04 

7-74 

7-9 

4.35 

3-39 

3-29 

2.56 

1-47 
1 .69 
1.66 

i-S 

0.99 

1 .02 

0.7 

0.76 

0.73 

0.54 

0.51 

0-51 

0.32 

0.25 

o.  22 

0.22 

0.32 

0.41 

1.47 


107 

1 
10.9 

97 

9-9   i 

94 

9.6 

85 

8.6 

93 

9.4 

63 

6.4 

76 

7-7 

55 

5-6 

37 

3-7 

32 

3-3 

24 

2.4 

1    18 

1.8 

i    12 

1.2 

23 

2-3 

18 

1.8 

9 

0.91 

II 

1. 12 

21 

2.1 

10 

1.02 

4 

0.4 

6 

0.61 

4 

0.4 

6 

0.61 

I 

0.1 

3 

0-3 

4 

0.4 

7 

0.71 

S 

0.51 

s 

0.51 

so 

5-1 

571 
531 
451 
321 

3^3 
305 
323 
191 

143 
135 
104 

64 
65 
75 
6S 
40 

43 
43 
34 
27 
23 
20 


II 
14 
15 
18 
96 


14.2 
13.2 
II .  2 
8.0 
8.0 
7.6 
6.1 
5-0 
3-5 
3-4 

2-5 

1.6 
1.6 
1.8 
1.6 
1 .0 
I.I 
I .  I 
0.8 
0.6 
0.6 
0-5 
0-5 
0-3 
0.3 
0-3 
0.4 
0.4 
0.4 

2-3 


*  Types  of  duration  with  a  small  number  of  patients  in  each. 

As  seen  from  Table  V  the  3-day  duration  leads,  followed  by 
the  4-  to  S-day,  3-  to  4-day,  5-day,  7-day,  4-day,  etc. 

The  percentage  of  the  more  common  duration  is  given  both  for 
regular  and  irregular  types.  Comparing  them  we  find  that,  as  a 
rule,  the  irregular  types  have  a  larger  percentage  of  long  durations 
and  a  smaller  percentage  of  short  durations  than  the  regular  types. 
Thus  we  find  that  70.8  per  cent,  of  patients  belonging  to  the  regular 
type  and  67  per  cent,  to  the  irregular  gave  a  duration  of  five  days  or 
less,  while  29.2  per  cent,  of  the  regular  and  7,^  per  cent,  of  the  ir- 
regular type  gave  a  duration  above  five  days. 
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MENSTRUAL   INTERMISSION. 

In  the  study  of  the  duration  of  menstruation,  the  writer  met  with 
cases  of  intermission  of  the  menstrual  flow.  The  most  common 
type  of  intermission  was  that  of  one  day  after  the  third  menstrual 
day,  followed  by  a  day  of  menstruation.  Only  in  one  case  was  the 
intermission  two  days  after  the  third  day.  In  three  cases  an  in- 
termission was  found  after  the  fifth  day  of  the  flow,  two  of  which 
showed  one  day  intermission  followed  by  two  menstrual  days,  and 
one,  two  days  intermission  followed  by  one  menstrual  day.  A 
number  of  the  cases  cited  intermission  without  specifying  the  time. 
Most,  but  not  all  of  these  cases,  gave  a  history  of  only  a  temporary 
intermission. 

QUANTITY   OF   MENSTRUAL   FLOW. 

Two  thousand  six  hundred  and  twenty-nine  cases  specified  the 
quantity  of  their  menstrual  flow,  1925  belonging  to  the  regular  type 
and  704  to  the  irregular  one.  Classifying  the  quantity  of  the  flow 
as  normal,  moderate,  profuse,  and  irregular,  we  get  Table  VI  as 
follows: 

TABLE  VI. 


Types                Regular 

Per  cent. 

Irregular 

Per  cent.          Total         Per  cent. 

■ 

No.  of  cases. . .  . 

1925 
899     - 
305 
689 

32 

704 
271 
141 
279 
13 

38-49 
20.02 

39-63 
1.84 

2629 

1 1 70 

446 

968 

45 

Normal 

Moderate 

Profuse 

Irregular 

46.7 
15-84 
35-78 
1.66 

44-5 

17.0 

36.8 

1.7 

From  the  above  table  we  see  that  the  normal  flow  is  leading  with 
44.5  per  cent.,  next  the  profuse  with  36.8  per  cent.,  and  then  the 
scant  with  17  per  cent,  and  the  miscellaneous  1.7  per  cent.  Compar- 
ing the  regular  types  with  the  irregular  ones,  we  find  that  the  irregu- 
lar type  in  a  total  of  704  gives  39.6  per  cent,  of  profuse  menstruation, 
while  the  regular  type  in  a  total  of  1925  gives  35.7  per  cent.;  in  other 
words,  the  irregular  type  presents  a  larger  percentage  of  profuse 
menstruation. 

In  this  connection  it  may  not  be  amiss  to  say  a  few  words  regard- 
ing spotting  which  sometimes  follows  or  precedes  menstruation. 
This  spotting  is  usually  temporary  in  character  and  when  met  with 
is  usually  based  on  some  pelvic  pathological  condition.  More 
interesting,  and  in  our  cases  more  permanent,  is  the  spotting  met 
with   about    two    weeks   after   menstruation.     This   spiottng,    ac- 


OF   OBSTETRICIANS   AND   GYNECOLOGISTS 


101 


companied  sometimes  by  pain,  is  possibly  brought  about  by  ovu- 
lation. 

Here  we  might  also  mention  two  other  features  we  occasionally 
noticed  in  connection  with  the  menstrual  flow:  One  of  them  is 
the  increase  of  the  menstrual  flow  every  second  month,  sometimes 
accompanied  by  dysmenorrhea,  which  may  be  absent  when  the 
menstrual  flow  is  normal.  The  other  peculiarity  occasionally  met 
with  is  the  influence  of  the  season  on  the  flow,  the  flow  being  scanty 
in  the  cold  months  and  normal  in  the  warm  months. 

We  might  mention  here  the  relation  of  hyperthyroidism  to  menor- 
rhagia.  We  found  only  twenty  cases  of  hyperthyroidism  in  our 
series,  of  which  five  recorded  a  normal  flow,  two  a  scant  flow  and 
thirteen  profuse.  Thus  in  these  twenty  cases  65  per  cent,  gave 
histories  of  profuse  menstrual  flow  instead  of  the  thirty-five  given 
in  Table  VI. 


MENSTRUAL   CLOTS. 
TABLE  VII. 


Type  of  menstruation 

Regular 

Irregular 

1 

Total 

No.  of  patients 

452 

Per  cent. 

174 

Per  cent. 

626 

Present 

Occasional 

Xot  present 

226 

54 

172 

50.0 

11-95 
38.05 

89 

12 

t 

73 

51-14 
6.89 
41.9 

315 

66 

245 

Six  hundred  and  twenty-six  histories  gave  information  regarding 
the  presence  or  absence  of  clots  with  the  menstrual  flow.  Of  these, 
245  histories  or  39.1  per  cent,  show  an  absence  of  clots,  and  381  or 
60.9  per  cent,  show  their  presence.  While  this  latter  percentage 
may  be  considered  large  we  were  not  surprised  in  finding  it  so. 
One  has  only  to  carefully  inquire  of  his  patients  about  the  passage 
of  fine  clots  in  the  menstrual  flow  to  convince  himself  of  their  fre- 
quency. We  may  add  here  that  a  great  many  of  the  clots  examined 
showed  shreds  of  menstrual  membrane.  The  more  care  one  exer- 
cises in  examining  menstrual  clots,  the  more  frequently  can  he  find 
menstrual  shreds.  Menstrual  shreds  are  not  necessarily  pathological, 
and  we  find  no  greater  percentage  of  clots  in  the  irregular  type  than 
in  the  regular;  in  fact,  there  is  a  somewhat  lower  percentage  in  the 
irregular  one.  This  finding  is  in  accord  with  the  view  expressed  by 
us  here  and  in  a  previous  communication,  in  which  we  said:  "May 
it  not  be  that  the  normal  menstruation  with  the  slight  shedding  of 
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the  superficial  epithelium  and  the  exfoliation  of  endometrial  shreds 
or  membranes  are  the  results  of  the  same  normal  process,  the  dif- 
ference being  due  to  the  variable  degree  of  intensiveness  of  the 
stimulant  action  of  the  hormones."^ 


STERILITY. 
TABLE  VIII. 


Type  of  menstruation 


No.  of  patients 


Single. 
Fertile. 
Sterile. 


Regular 


2824  Per  cent. 


498 

I8SS 

471 


17.63 
65.68 
16.69 


Irregular 


1082  Per  cent. 


170 
710 
202 


15-71 
65.61 
18.66 


Total 


668 

2565 

673 


As  shown  in  this  table,  3906  patients  gave  their  social  histories, 
and  of  these,  668  were  single  and  3238  married.  Of  this  latter 
number,  673  or  20.9  per  cent,  were  sterile.  This  percentage  is 
rather  large,  but  is  accounted  for  by  the  fact  that  many  of  these 
patients  were  seen  by  us  shortly  after  marriage  before  the  fijst 
pregnancy  could  have  taken  place.  These  statistics,  however,  may 
be  of  value  by  comparing  the  sterility  in  the  regular  and  irregular 
types  and  such  comparison  shows  that  the  irregular  type  has  a 
sterility  percentage  of  22.1  per  cent,  and  the  regular  20.4  per  cent., 
indicating  a  sterility  of  1.7  per  cent,  higher  in  the  irregular  than  in  the 
regular  cases. 

DYSMENORRHEA. 

By  dysmenorrhea  we  mean  discomfort  during  menstruation,  not 
necessarily  limited  to  pelvic  disturbances.  Three  thousand  seven 
hundred  and  fifty-eight  cases  gave  information  regarding  the  presence 
or  absence  of  such  dysmenorrhea.  Of  these,  1974,  or  52.6  per  cent., 
had  no  dysmenorrhea;  1784,  or  47.4  per  cent.,  had  dysmenorrhea. 
In  other  words,  the  number  of  women  that  do  not  have  dysmenor- 
rhea is  larger  than  the  number  of  women  that  do  by  5.2  per  cent. 

Of  the  3758  women  studied,  866  belong  to  the  irregular  type  anP 
of  them  510  or  58.8  per  cent,  gave  histories  of  dysmenorrhea; 
2892  belonged  to  the  regular  type,  and  1274  of  them  or  44  per  cent, 
gave  such  histories.  The  irregular  cases  then  gave  14.8  per  cent, 
more  cases  with  menstrual  dysmenorrhea  than  the  regular  ones. 

1  Membranous  Dysmenorrhea  Caused  by  Endometritis.  Journal  of  American 
Medical  Association,  October,  1913. 
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RELATION    OF   DYSMENORRHEA   TO   TIME    OF   FLOW. 

Of  the  1784  that  gave  positive  symptoms  of  dysmenorrhea,  1097 
specified  in  a  general  way  the  time  of  the  dysmenorrhea  in  relation 
to  the  flow.     Classifying  them  accordingly,  we  obtained  Table  IX. 

TABLE  IX. 


Types 


Regu- 
lar 


Per 
cent. 


Irregu-      Per 
lar        cent. 


Total 


Per 
cent. 


Dysmenorrhea  before  flow '  209 

Dysmenorrhea  during  flow I  343 

Dysmenorrhea  after  flow j  5 

Dysmenorrhea  before  and  during  flow.  .  .  133 

Dysmenorrhea  during  and  after  flow 3 

Dysmenorrhea  before  and  after  flow 1  16 

Dysmenorrhea  before,  during  and  after 
flow .■ 


29.43 

48.3 

0.7 

18.73 

0.42 

2.2s 

0.1 


109 

202 

4 

62 


28.16 

S2.2 
1.03 

16.02 
0.2s 


318 

54S 
9 

195 
4 


28.98 
49.68 
0.82 
17.77 
0.36 
0.09 

2.27 


Thus  we  see  from  Table  IX  that  49.7  per  cent,  had  dysmenorrhea 
during  the  flow,  29  per  cent,  before  the  flow,  17.7  per  cent,  before 
and  during  the  flow,  2.2  per  cent,  before,  during  and  after  the  flow, 
0.3  per  cent,  during  and  after  and  0.09  per  cent,  before  and  after. 

THE  RELATION  OF  DYSMENORRHEA  TO  MENSTRUAL  FLOW  EXPRESSED 
IN   NUMBER   OF   DAYS. 

Beside  the  1097  cases  that  specified  in  a  general  way  the  time 
of  dysmenorrhea  in  relation  to  the  flow,  366  cases  gave  the  exact 
number  of  days  of  dysmenorrhea  in  relation  to  the  days  of  the 
flow.     Table  X  shows  this  relation  in  order  of  their  frequency. 


TABLE  X. 


Xo.  of 
patients 


No.  of  days 

1  day  before 84 

First  day  during 79 

2  days  during 36 

2  days  before 31 

I  day  before  and  2  days  during 21 

3  days  before 19 

7  days  before 19 

1  day  before  and  during 16 

2  days,  before  and  during 14 

1-2  days  during 10 


1  day  before  and  i  day  during .... 
4  days 

2  days  before  and  2  days  during. . . 
7  days  before  and  i  day  during...  . 
I  day  before  and  3  days  during 

3  days  during 

3  days  before  and  3  days  during. . . , 
Second  day  during , 


Percentage 
22.9 
21.6 
9.8 

8.5 
5-7 
S-2 
5-2 
4-4 
3-8 
2.8 
2.4 
1-4 
1.4 

1-4 
1 .09 

.82 

.82 

.82 


366 
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This  table  shows  that  the  most  common  time  for  the  dysmenorrhea 
is  I  day  before  the  flow,  next  first  day  during  the  flow,  then  2  days 
during  the  flow,  than  2  days  before,  then  i  day  before  and  2  days 
during,  then  3  days  before,  7  days  before,  etc. 

THE   IRREGULARITIES   IN   DYSMENORRHEAL  HISTORIES. 

Like  in  the  other  menstrual  features,  so  in  dysmenorrhea  there  is 
a  certain  amount  of  irregularity  about  it,  depending  on  the  degree 
of  exertion,  condition  of  general  health,  condition  of  the  pelvic 
organs,  etc.  The  factors  cited  above  influencing  the  regularity  of 
menstruation  also  influence  dysmenorrhea.  Two  hundred  and 
thirty  cases  reported  favorable  influences  in  their  histories  from  these 
factors.  In  4  cases  the  early  dysmenorrhea  disappeared  with  ad- 
vance of  menstrual  life  before  marriage.  In  81  dysmenorrhea  dis- 
appeared after  marriage  and  in  145  after  childbirth.  On  the  other 
hand,  dysmenorrhea  developed  in  women  who  began  their  menstrual 
life  without  it,  as  the  result  of  some  new  pathology;  2  cases  before 
marriage,  54  after  marriage,  and  85  after  childbirth. 

MENOPAUSE. 

As  it  is  difficult  to  trace  the  beginning  and  final  establishment 
of  menopause,  the  term  "age  of  last  period"  and  "menopause" 
are  used  synonymously. 

THE    AGE    OF   MENOPAUSE. 

Three  hundred  and  eighty-four  cases  were  classified  according 
to  the  age  of  their  last  period,  giving  also  their  corresponding  ages 
of  puberty.  They  were  arranged  in  Table  XI  in  order  of  their  meno- 
pause age  beginning  with  the  youngest. 

TABLE  XI. 

Age  of  first  period,  198 


Age  of  last 
period,  384 

No.  of 

patients 

17 

I 

12 

23 

I 

21 

24 

2 

13-13 

25 

I 

14 

26 

I 

13 

28 

I 

29 

I 

15 

30 

I 

II 

32 

2 

18 

34 

2 

14-14-15-16-1 
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35  7         11-14-15-15-16-16-17-18 

36  3 

37  2         19 

38  s       17 

39  7         1 2-1 2-1 5 

40  17         11-12-13-14-15-1S-16 

41  8         12-13-15 

42  14  i2-i3'-i3'-i4-is-i7-i8-i8 

43  18  i2-i3-i4-iS'-is-i5-i6-i6-i6'-i6-i7 

44  22  11-12-13-13-14-14-14-14-14-14-14-15-15-20 

45  21  Ii-i3'-i4-i4-is-i5-i5'-i8-i8 

46  33  i2-i3-i3-i3-i4-i4-i5'-iS'-.i5-i6-i6-i7 

47  28  11-12-13-13-13-13-14-14-14-15-15-15-15-16-16-17- 

17 

48  31  i2-i2-i3-i3-i4-i5-i5-i6-i6-i6-i6^i&-i8 

49  26         10-12-14-14-14-1S-16-16-16-16-16-16-18 

50  47         11-12-13-13-13-13-13-13-13-13-14-14-14-14-15-1S- 

15-15-15-15-16-16-16-16-16-16-16-16-16-17-18 

51  23         12-12-12-13-13-13-14-16-16-17 

52  22         12-12-13-13-14-14-14-15-15-15-15-16-16-16-17 

53  II         14-15-15-16-16-17 

54  10         13-15-15-15-15-16 

55  6  14-15-15 

56  2  14 

57  2  13 

58  2  II 

59  2  13-18 
68  I  13 

60  I 

Age  not  given  13-14-14-15-17-18 

Total  menopause  cases,  384. 

According  to  this  table,  the  most  common  age  for  the  menopause 
is  50,  the  next  46,  then  48,  47,  51,  49,  44,  45,  52,  43,  and  40.  Taking 
the  percentages  in  periods  of  five  years  we  find  them  as  follows: 

TABLE  XII. 

Per  cent. 

45-50 36.0 

50-55 28.3 

40-45 21.4 

35-40 3.6 

55-60 3-9 

30-35 i-i 

25-30 i-i 

20-25 0.8 

Above  60 0.5 

Below  20 0.3 
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LENGTH   OF   MENSTRUAL   LIFE. 

The  length  of  menstrual  life,  that  is,  the  number  of  years  between 
the  age  of  puberty  and  the  menopause,  presents  considerable  varia- 
tion. The  total  number  of  patients  giving  the  length  of  their  men- 
strual lives  is  190.  Arranging  their  menstrual  lives  in  order  of 
their  frequency  we  get  Table  XIII. 

TABLE  XIII. 

Length  of  No.  of 

menstrual  life  patients 

37  years 17 

35  years 17 

33  years 17 

30  years 16 

34  years 13 

3 1  years 11 

32  years. 10 

27  years 10 

39  years 8 

36  years 8 

38  years 7 

29  years 6 

28  years 6 

24  years 6 

40  years 4 

26  years 4 

41  years 3 

25  years 3 

19  years 3 

18  years 3 

2  2  years 2 

2 1  years 2 

14  years 2 

2-55  years 12 

From  this  table  we  see  that  the  most  common  number  of  years  of 
menstrual  life  is  37,  followed  by  35,  33,  30,  etc.;  that  68  per  cent,  of 
women  have  a  menstrual  life  of  30  years  or  more;  that  the  longest 
menstrual  life  among  our  patients  was  55  and  the  shortest  2  years. 

RELATION    OF    AGE    OF    PUBERTY   TO    THAT    OF    MENOPAUSE. 

The  relation  of  the  age  of  puberty  to  the  menopause  is  rather 
interesting.  It  is  the  belief  of  the  laity  that  the  earlier  the  age  of 
puberty  the  earlier  the  age  of  menopause.     On  the  other  hand,  we 
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met  with  the  opposite  opinion  in  literature.  Table  XIV  shows  the 
relation  of  puberty  and  the  menopause  based  on  220  cases,  giving 
the  age  of  each. 

TABLE  XIV. 

Age  of  first         No.  of  .         . ,     .  „..:_  j 

period  patients  ^^^  °'  '^^*  penoa 

11  9  30-35-40-44-45-47-48-50-58 

12  19  17-39-39-40-41-42-43-44-46-47-48-48-49-SO-51-51- 

51-52-52 

13  34  24-24-26-40-41-42-42-43-44-44-45-46-46-46-47-47- 

47-47-48-48-50-50-50-50-50-50-50-50-5 1-5 1-5 I- 
52-52-52-54-57-68 

14  39  25-34-34-35-40-42-43-44-44-44-44-44-44-44-45-45- 

46-46-47-47-47-48-49-49-49-50-50-50-50-51-52- 
52-52-53-54-54-55-55-56 

15  47  29-34-35-39-40-40-41-42-43-43-43-44-44-45-45-45- 

46-46-46-47-47-47-47-47-48-48-49-50-50-50-50- 
50-50-50-50-52-52-52-52-53-53-54-54-54-54-55- 

55 

16  45         34-35-40-43-43-43-43-46-46-47-47-48-48-48-48-48- 

49-49-49-49-49-49-49-49-49-49-49-50-50-50-50- 
50-50-50-50-50-50-51-51-52-52-52-53-53-54 

17  12         35-38-42-43-46-47-47-50-51-52-53 

18  12         32-32-34-37-42-42-45-45-48-49-50-59 
19,  20,  21      I  each     37-44-23 


SAME    IN    PERCENTAGES    OF    TEN    YEARS    IN    RELATION    TO    AGES    OF 

PUBERTY. 

Studying  Table  XIV  and  arranging  same  in  three  classes,  (i) 
those  below  40,  (2)  those  between  40  and  50,  (3)  those  above  50, 
and  taking  their  percentage  in  accordance  with  their  ages,  we  get 
Table  XV. 

We  see  from  this  table  that  the  highest  percentage  below  40  was 
in  patients  whose  age  of  puberty  was  11  and  18;  the  highest  per- 
centage between  40  and  50  was  in  patients  whose  age  of  puberty  was 
at  12,  18  and  14;  and  the  highest  percentage  above  50  was  in  patients 
whose  age  of  puberty  was  at  16  and  13. 

This  table,  while  not  indicating  any  definite  relation  between  the 
age  of  puberty  and  the  menopause,  seems  to  show  that  the  very  early 
and  very  late  puberty  cases  reach  menopause  early. 

Table  XVI  is  added  here  to  show  at  a  glance  the  percentage  of 
menopause  cases  past  forty-five  in  patients  classified  according  to 
their  age  of  menstrual  onset.  , 
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TABLE  XV. 

%%H'''  Age  of  last  period 

[25.0  per  cent,  below  40. 
II \  50 .  o  per  cent,  between  40  and  50. 

25.0  per  cent,  at  50  and  above. 

16.5  per  cent,  below  40. 
12 ■)  55.5  per  cent,  between  40  and  50. 

28 .  o  per  cent,  at  50  and  above. 

10. o  per  cent,  below  40. 
13 ^  45  ■  o  per  cent,  between  40  and  50. 

45 .  o  per  cent,  at  50  and  above. 
9 . 5  per  cent,  below  40. 
14 -j  55.0  per  cent,  between  40  and  50. 

35.5  per  cent,  at  50  and  above. 
II .  5  per  cent,  below  40. 

15 \  51-5  per  cent,  between  40  and  50. 

37.0  per  cent,  at  50  and  above. 
3 . 3  per  cent,  below  40. 
16 \  46 . 7  per  cent,  between  40  and  50. 

50.0  per  cent,  at  50  and  above. 

20 .  o  per  cent,  below  40. 
17 ■^  50.0  per  cent,  between  40  and  50. 

30.0  per  cent,  at  50  and  above. 

22. 25  per  cent,  below  40. 
x8 \  55-5  per  cent,  between  40  and  50. 

22. 25  per  cent,  at  50  and  above. 

66 . 6  per  cent,  below  40. 

10,  20,  21 ^  ,  , 

I  33  -o  per  cent,  between  40  and  50. 

(Menopause  at  37,  44,  23.) 

TABLE  XVI. 

Percentage  Number  of  Menopause  Cases  Past  45  Years  of  Age. 


Past  45  years. . 

I I  years . . . 

12 

13 

14 

IS 

16 

17 

18 

19 

20      21 

50  per  cent 

57-2 

73-3 

58.6 

67.6 

88.3 

60 

55-5 

000 

According  to  this  table,  the  highest  number  of  menopause  cases 
past  45  was  seen  in  patients  whose  age  of  puberty  was  at  16,  then 
13,  then  15,  17,  14,  12,  18  and  11.  The  three  cases  of  late  puberty, 
one  each  for  19,  20,  21,  stopped  menstruating  below  45,  These 
figures  seem  to  confirm  the  idea  expressed  above  that  the  very  early 
and  very  late  puberty  cases  develop  the  menopause  early. 


RELATION   OF   MENOPAUSE    TO   LAST   CHILDBIRTH. 

It  may  be  interesting  to  notice  the  relation  of  the  last  menstrual 
period  to  the  last  childbirth.     One  hundred  and  nine  cases  gave  the 
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age  of  the  last  childbirth  and  the  age  of  the  last  menstrual  period, 
and  on  this  number  of  cases  we  base  the  following  table: 

TABLE  XVII. 

Time  between  last 
childbirth  and  meno-  No.  of  patients 

pause 

o* 6 

1-5  years 11 

5-10  years 31 

10-15  years • 25 

15-20  years 22 

20-25  years 10 

Above  25  years 4 

We  see  from  this  table  the  last  menstrual  period  most  commonly 
occurs  5  to  10  years  after  the  last  childbirth.  Next  in  frequency 
10  to  15  years,  then  15  to  20  years,  i  to  5  years,  20  to  25  years, 
then  immediately  after,  and  then  above  25  years. 

INFLUENCE    OF   RETRODISPLACEMENT  ON  MENSTRUATION. 

A  point  of  interest  in  connection  with  our  study  is  the  influence 
of  retrodisplacement  on  menstruation.  We  collected  357  cases  of 
retrodisplacement  and  obtained  from  them  information  regarding 
dysmenorrhea,  quantity  of  flow  and  sterility. 

Three  hundred  and  fifty-seven  gave  information  regarding 
dysmenorrhea: 

177 no  dysmenorrhea. 

180 dysmenorrhea. 

Three  hundred  and  sixteen  gave  information  regarding  quantity 
of  flow: 

168 normal. 

loi* profuse. 

45 scant. 

2 irregular. 

Three  hundred  and  sixty-three  gave  information  regarding 
sterility: 

93 sterile. 

2,2, only  miscarriages. 

197 fertile. 

39 single. 

*  Patients  never  menstruated  after  last  childbirth  which  occurred  at  34,  37, 
42,  44,  45,  45  respectively. 

*  Among  the  316  patients  thirty-nine  were  single,  most  of  whom  presented 
undeveloped  uteri.  This  accounts  for  the  comparative  low  number  of  profuse 
menstruation.  If  we  exclude  the  single  patients  the  percentage  of  profuse 
menstruation  will  be  much  larger. 
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Arranging  the  facts  collected  here  in  a  table  of  percentages 
and  comparing  them  with  the  corresponding  general  statistics,  we 
get  the  following: 

TABLE  XVIII. 

Statistics  of  retroversion,  General  statistics, 

per  cent.  per  cent. 

Dysmenorrhea 50-4  47-3 

Sterility 28.8  Abortions  10.2 20.8 

Profuse  flow* 32.1  37-4 

Scant  flow i4-3  i7-3 

MENSES    DURING   LACTATION. 

One  hundred  and  two  patients  gave  information  regarding 
menses  during  lactation.  Of  these,  seventy-four  gave  positive 
histories,  (i)  Some  of  these  seventy-four  patients  menstruated 
during  lactation  of  each  of  their  children,  others  only  while  nursing 
one  or  two. 

The  periods  were  not  of  the  patient's  usual  type;  they  were  fre- 
quently of  longer  interval. (2)  The  periods  of  amenorrhea  preceding 
the  establishment  of  menstruation  were  found  to  be  very  variable, 
as  seen  from  Table  XIX. 

TABLE  XIX. 

1  month  after  childbirth 7 

6  weeks  after  childbirth i 

2  months  after  childbirth i 

3  months  after  childbirth 8 

4  months  after  childbirth 3 

5  months  after  childbirth 4 

6  months  after  childbirth 2 

7  months  after  childbirth 7(3) 

8  months  after  childbirth 4 

9  months  after  childbirth 1(4) 

9-10  months  after  childbirth i 

I  year  after  childbirth i 

14  months  after  childbirth 2 

18  months  after  childbirth 2 

Time  not  given 30 

1.  One  never  menstruated  for  twenty  years  on  account  of  preg- 
nancies and  lactation. 

2.  Most  of  them  menstruated  regularly,   but  some  irregularly 

*  Among  the  316  patients  thirty-nine  were  single,  most  of  whom  presented 
undeveloped  uteri.  This  accounts  for  the  comparative  low  number  of  profuse 
menstruation.  If  we  exclude  the  single  patients  the  percentage  of  profuse 
menstruation  wall  be  much  larger. 
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(one  every  six  months,  another  every  two  months  and  another  every 
two  or  three  months). 

3.  One  of  them  stopped  menstruating  when  three  months  preg- 
nant. Another  one  in  a  previous  pregnancy  began  to  menstruate 
after  the  first  month  of  lactation 

4.  Acted  the  same  with  all  children.  (Some  behave  differently 
with  the  lactation  of  the  different  children.) 

MENSTRUAL  DISTURBANCES  FROM  CHANGE   OF  CLIMATE. 

We  found  among  the  histories  twenty-two  who  gave  menstrual 
disturbances  as  a  result  of  change  of  climate;  eighteen  of  them 
noticed  the  disturbances  in  changing  their  residence  from  one  con- 
tinent to  another  and  four  upon  changing  their  residence  from  state 
to  state.  Eighteen  developed  amenorrhea,  three  developed  more 
frequent  menstruation,  and  in  one  menstruation  re-established  itself 
after  a  year  of  menopause.  After  menopause  of  a  year's  standing 
this  patient  undertook  a  trip  to  Europe  for  three  months  where  she 
menstruated  regularly  for  three  consecutive  months  and  then  upon 
her  return  to  this  country  menstruated  a  fourth  time. 

CONCLUSIONS. 

Our  statistics,  for  reasons  given  in  our  introduction,  may  not 
give  us  as  correct  an  idea  of  menstruation  as  we  would  wish,  but  they 
were  compiled  carefully  from  our  own  histories,  i.e.,  from  histories 
taken  by  ourselves,  and  therefore  are  as  near  correct  as  they  can 
ordinarily  be  made. 

The  observations  made  were  many.  Many  more  could  have  been 
made.  We  shall  concisely  enumerate  the  most  important  ones 
in  our  conclusions. 

Seventy-five  per  cent,  of  women  menstruated  regularly  and  25 
per  cent,  irregularly.  The  most  common  regular  type  met  with 
was  that  of  28  days,  which  constituted  72  per  cent,  of  this  type. 
The  30-day  type  followed  next  in  frequency  with  only  3.8  per  cent., 
and  the  21-day  with  3.3  per  cent.,  etc.  In  some  of  the  31 -day  type 
the  menstrual  flow  appeared  monthly  on  the  same  date  independent 
of  the  number  of  days  in  the  month.  The  most  common  irregular 
types  were  3  to  4  weeks,  then  4  to  5  weeks,  2  to  3  weeks,  5  to  6  weeks. 

The  most  common  ages  of  onset  in  order  of  their  frequency  were 
13,  14,  15,  12,  16.  The  age  of  onset  did  not  show  any  relation  to 
regularity  or  irregularity  of  menstruation.  The  earliest  age  of 
onset  in  our  series  was  9  years  and  the  latest  24  years. 

The  most  common  duration  of  menstrual  flow  was  3  days,   then 
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4  to  5  days,  3  to  4  days,  5  days,  7  days  and  4  days.  The  irregular 
type  of  menstruation  showed  a  larger  percentage  of  long  durations 
and  smaller  percentage  of  shorter  durations  than  the  regular  type. 

The  quantity  of  flow  in  45  per  cent,  of  women  was  normal,  in  17 
per  cent,  scant  and  in  37  per  cent,  profuse.  Irregular  patients 
showed  a  higher  percentage  of  profuse  flow  than  the  regular  ones. 
Hyperthyroidism  cases  showed  a  very  high  percentage  of  profuse 
menstrual  flow  (65  per  cent.). 

Clots  were  very  frequently  found  in  menstrual  flow  and  we  did 
not  find  them  to  be  influenced  by  menstrual  irregularity. 

Forty-seven  and  four-tenths  per  cent,  of  women  suffered  from 
dysmenorrhea  (if  the  term  dysmenorrhea  is  to  convey  the  idea  of 
discomfort).  In  retrodisplacements  the  percentage  was  found  to  be 
50.4  per  cent.  In  50  per  cent,  of  the  dysmenorrhea  cases  the  symp- 
toms appeared  during  the  flow,  in  29  per  cent,  before,  in  17  per  cent, 
before  and  after,  and  in  the  rest  after  the  flow  or  during  and  after. 
Most  frequently  the  dysmenorrhea  appeared  the  day  before  the 
flow,  then  the  first  day  of  the  flow,  then  2  days  during,  2  days 
before,  i  day  before  and  2  days  during,  then  3  days  before,  and 
7  days  before. 

Improvement  in  menstruation  was  frequently  noticed  with  ad- 
vance of  menstrual  life,  after  marriage  and  after  childbirths,  men- 
strual periods  becoming  more  regular  and  the  dysmenorrhea 
improving  or  disappearing  entirely. 

The  most  common  ages  of  menopause  in  order  of  their  frequency 
were  given  as  50,  46,  48,  47,  51,  49,  44,  45,  52.  The  length  of  men- 
strual life  was  most  commonly  given  as  37  years,  then  35  and  33. 
Sixty-eight  per  cent,  reported  a  menstrual  life  of  30  years  or  more. 
The  very  early  and  very  late  ages  of  puberty  showed  a  rather  early 
menopause. 

Jenkins  Building. 


THE  PRINCIPLES  OF  GYNECOLOGY. 

BY 

HENRY  S.  LOTT,  M.  D., 
Winston,  N.  C. 

This  subject  is  approached  with  reverence.  In  its  approach  is 
a  clear-cut  picture  of  one  of  my  earliest  teachers,  Dr.  Henry  F. 
Campbell.  At  the  beginning  of  a  lecture  he  would  say:  "Take 
the  shoes  from  off  thy  feet  for  'tis  Holy  ground  upon  which  we 
tread."     This  truth,  and  truth  it  is,  should  not  be  overlooked. 
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Let  us  define  the  term:  First,  "Gyneco,  in  composition,  or  'make 
up'  a  woman."  Second,  "  gynecologia,  or  gynecology,  the  doctrine 
of  the  nature  and  diseases  of  woman."  Third,  "gynecologist, 
one  who  devotes  himself  especially  to,  or  is  well  acquainted  with, 
the  nature  and  diseases  of  woman." 

In  our  work,  and  in  our  writings,  do  we  grasp  the  broad  and  fine 
embrace  of  such  a  definition,  and  that  in  very  truth  it  means,  not 
destruction,  or  distortion  of  organs,  but  conservation  of  the  procreative 
functions  of  womanhood?  That  this  presents  a  most  complex  and 
difficult  feature,  I  fully  agree;  for  that  men  should  know,  or  be  well 
acquainted  with  the  nature  of  woman,  is  a  possibility  most  remote; 
and  I  care  not  to  take  upon  myself  the  task  of  bringing  it  from 
the  shadow-land  of  doubt. 

However,  the  fact  that  we  cannot  fully  comprehend  the  nature 
of  woman,  should  only  awaken  the  ready  sympathy  and  quick  con- 
ception which  will  guide  us  in  gaining  her  confidence,  and  teach  us 
the  recognition  of  such  departures  from  the  normal  as  are  peculiar 
to  her  sex  and  functions.  Therefore,  the  normal  woman,  and  her 
study,  should  be  our  first  consideration;  remembering,  that  in  walk- 
ing through  the  forest  no  two  trees  are  exactly  alike,  yet  each  is 
nature's  product,  and  perfect  of  its  kind  and  fashion.  Lawson  Tait 
has  said  that  "The  vaginae  of  women  differ  as  much  as  their  faces;" 
and  his  saying  pertains  also  to  type  of  womanhood,  and  performance 
of  physiplogic  function. 

Woman's  life  is  a  cycle,  embracing  three  important  eras;  maiden, 
wife  and  mother.  And  a  fourth,  perhaps  with  retrogression  of  the 
vital  currents.  Let  us  consider  them  for  a  moment,  and  get  a 
mental  picture  with  the  glow  of  health  upon  it.  In  the  virgin,  before 
the  menstrual  cycle  has  begun  and,  also,  before  attacked  by  either 
trauma,  or  infection,  a  pear-shaped  uterus  with  a  normal  forward 
inclination,  swinging  between  the  bladder  and  the  rectum  on  its 
vaginal  and  ligamentary  supports,  and  thus  forming  the  body  of 
the  "bat"  whose  outspread  wings,  on  either  side,  are  of  so  much 
interest  because  of  the  beautiful  part  they  play  in  the  process  of 
procreation.  Nestled  within  the  broad  ligaments,  which  contribute 
to  the  make-up  of  the  outspread  wing,  the  ovary  lies,  quiescent  and 
expectant,  awaiting  the  responsive  clasp  of  the  delicate  fimbriae, 
so  wonderfully  arranged  at  each  terminus  of  the  Fallopian  tubes 
which  form  the  inviting  and  receptive  channels  both  of  ingress  and 
of  egress  between  the  uterus  and  the  pelvic  and  abdominal  cavities. 
Now,  let  us  picture  for  a  moment  these  organs  and  their  functions 
just  matured  and  free  from  all  disease  or  other  injury. 
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The  uterus  and  its  position  are  such  as  to  invite  travel,  both  in 
and  out,  along  the  Fallopian  tubes,  and  the  lining  metnbrajie  such 
as  to  encourage  the  migrating  spermatozoa  in  search  of  the  factor 
essential  to  vital  development.  This  factor,  furnished  by  the  ovaries 
at  periodic  intervals,  and,  I  believe,  most  freely  just  after  the  men- 
strual epoch,  finds  its  way  into  the  uterus  by  way  of  the  Fallopian 
tube,  into  whose  channel  it  is  taken  by  the  clasp  of  its  fimbria. 
In  the  normal  woman  the  tubes  are  always  patulous;  the  ciliae  of 
their  lining  membrane  waving  to  and  fro  and  favoring  the  normal 
currents;  while  the  terminal  fimbriae,  when  the  woman  stands  erect, 
are  not  engaged  in  spasmodic  clasp  of  the  ovary,  but  "float  free, 
like  a  fish's  fins  in  water."  How  delicately  beautiful  and  how 
delicately  sensitive  is  this  mechanism,  and,  how  very  easy  it  is  of 
perversion,  through  both  pathologic  and  surgical  agencies;  and  in 
doing  repair  to  these  structures,  the  question  is  not:  Will  the  patient 
withstand  the  procedure?  but,  Will  normal  conditions  be  restored, 
and  normal  functions  retained? 

This  picture  consists  of  normal  conditions,  with  normal  and  re- 
current turgescence  and  retrocession  of  the  menstrual  wave;  and 
is  at  this  pole  also,  of  the  ovary  quietly  maturing  and  throwing 
off  its  product  to  be  caught  within  the  clasp  of  the  outspread 
fimbriae  of  the  tube,  to  be  sent  on  its  journey  to  the  uterus,  there 
to  find  the  vital  element  essential  to  its  life  and  full  development 
or,  failing,  to  be  lost.  Before  maturity  and  before  the  marital 
relations  are  begun,  the  exanthemata  play  the  greatest  part  in  dis- 
torting these  organs.  They  frequently  mar  the  physiologic  picture 
just  portrayed. 

Infection  from  within,  in  this  period  of  life,  is  unavoidable. 
During  a  recent  visit  to  the  "centers,"  it  came  to  my  knowledge  that 
men  were  teaching  in  clinics,  to  graduates,  the  use  of  the  stem  pessary 
in  virgins.  Think  of  it! !  The  invasion;  the  trauma;  and,  infec- 
tion; to  say  nothing  of  the  distortion  and  abnormal  position  of 
the  uterus  afterward!  Emmet  has  told  us,  long  ago,  that  such 
"treatment,"  along  with  dilatation  and  applications,  is  much 
more  often  hurtful  than  helpful. 

With  puberty  comes  the  menstrual  wave,  accomplished  in  minor 
cycles  of  turgescence  and  of  retrocession;  and  the  awakening  of  the 
dormant  procreative  organs.  Each  month  completes  its  cycle. 
Do  we  think  of  this  enough?  Do  we  realize  the  important  part  it 
plays,  in  the  physical  economy  of  young  women?  Like  the  ebb 
and  flow  of  the  ocean  wave,  the  blood  currents  come  and  go. 
Twenty-eight  days  complete  the  cycle,  and  the  uterus  is  the  storm 
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center.  Under  normal  conditions,  when  there  is  no  clog  or  break 
in  the  mechanism  nature  performs  this  function  without  seriously 
disturbing  young  women,  but  remember  the  delicacy  of  the 
structure  and  the  central  guidance  of  nerve  control.  Remembering 
this,  can  it  be  a  cause  for  surprise  that  conditions  from  within, 
of  mental  origin,  and  conditions  from  without,  of  climate,  of 
environment,  and  of  physical  stress,  interrupt  these  vital  currents? 
They  either  break  or  shorten  the  cycle  with  marked,  or  even 
distressing,  results.  Therefore,  painful  menstruation  and  its  cause, 
in  the  virgin,  is  of  such  complex  nature  as  to  make  each  case  a 
law  unto  itself;  and  its  approach  and  treatment  a  matter  for 
profound  thought  and  most  careful  investigation. 

With  the  marital  relations,  woman  enters  the  second  important 
era  in  her  life.  Infection  is  the  first  and  greatest  danger  which 
confronts  her.  I  very  well  remember  what  Dr.  Joseph  Price  said 
while  at  work,  and  with  the  resultant  pathology  in  his  hand,  namely: 
"A  man  with  an  active,  or  a  latent  gonorrhea,  is  a  far  greater 
menace  to  the  populace  than  a  murderer.  In  the  one  case,  the 
victim  is  only  one,  and  the  criminal  confined  by  law;  while  in 
the  other,  the  victims  are  many,  and  all  of  the  most  innocent 
class."  The  sequelae  to  such  infection  are  familiar  to  you  all; 
repeated,  and  incomplete  abortions,  with  pelvic  exudate,  abscess 
of  ovaries,  pus  tubes;  and,  if  the  life  of  the  victim  be  spared,  chronic 
nvalidism. 

Of  equal  importance  is  trauma,  in  the  process  of  parturition,  and 
the  resultant  infections  of  the  puerperium.  Childbirth  is  the  ful- 
fillment of  a  physiologic  function.  It  should  be  accomplished,  in 
the  large  majority  of  cases,  by  nature's  forces  without  accident. 
But  as  it  is  never  devoid  of  danger,  the  patient  should  always  be 
in  the  hands  of  a  skilled  and  watchful  attendant. 

An  attempt  to  enumerate  the  accidents  of  childbirth  and  the 
puerperium,  would  exceed  the  limits  of  my  time.  I  simply  wish 
to  state  that  we  do  know  that  injuries  to  the  outlet,  either  the 
cervix,  the  vaginal  walls,  or  the  perineum,  have  no  treatment,  other 
than  surgical  repair;  and  that  all  treatment,  like  intrauterine  medi- 
cation is  irritating  in  character,  and  not  only  hurtful  to  the  site  of 
the  wound,  but  to  the  resulting  scar  tissue,  and  causing  reflex, 
scar-tissue  neuroses. 

Every  childbirth  is  a  surgical  case;  it  should  be  conducted  with 
care,  precision,  and  cleanliness;  and,  until  this  is  taught  and  thor- 
oughly understood  by  the  "man  in  the  field,"  the  gynecologist  will 
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continue  to  have  the  sequelae  of  puerperal  infection  in  his  clinic. 
Trauma  is  inevitable;  infection  is  not. 

With  the  passing  of  the  child-bearing  period,  comes  the  final  era 
in  the  life  cycle  of  womanhood;  the  era  of  retrocession  of  vital 
currents;  embracing  in  its  beginning — the  summit  of  womanhood; 
from  which  she  sees,  on  the  one  side  her  life-work,  with  its  develop- 
ments, or  its  disappointments;  and  on  the  other — nature's  incline, 
with  its  kindly,  but  inedtable  atrophic  changes.  An  era  filled  with 
light  of  retrospective  accomplishment,  as  a  rule;  and  also  with 
shadow  or  forecast  of  the  pitfalls  on  the  road  to  be  traveled. 

The  life  filled  with  accomplishment,  meaning  a  life  of  procreation, 
we  must  consider  in  addition  to  normal  retrogressive  changes,  in- 
evitable depletion  of  vital  currents  and  vital  structures;  it  is  the 
cost  of  reproduction — "waste  being  in  excess  of  repair"  (Emmet). 
In  this  era,  comes  decensus  of  organs  from  two  causes,  both  of  which 
are  the  result  of  parturition.  From  above,  we  have  the  over- 
worked ligamentous  supports  are  no  longer  taut  and,  therefore,  no 
longer  a  support;  from  below,  we  have  laxity  of  the  vaginal  walls, 
and  destruction  of  the  perineum,  resulting  in  prolapsus  uteri. 
Again,  and  of  greater  import,  we  have  a  patulous  outlet  inviting 
access  of  filth,  hastening  degenerative  changes  in  the  cervix  and 
endometrium  and  presenting  a  strongly  inviting  medium  for 
malignant  and  other  diseases. 

The  uterus,  in  addition  to  its  office  of  carrying  the  fetus,  has  two 
important  functions:  anatomic  and  physiologic.  First,  when  we 
consider  its  normal  position,  we  must  recognize  the  uterus  as  the 
key-stone  to  the  intrapelvic  cellular  arch;  and  in  its  removal  short  of 
tumor  or  established  malignancy,  this  should  be  well  considered. 
With  the  perfect  toilet  and  simple  operation  technic  of  to-day, 
the  importance  of  this  anatomic  relation  is,  sometimes,  overlooked. 
Second,  of  equal,  or  greater  importance,  is  the  fact  that  ^Hhe  uterus 
is  the  organ  of  menstruation.''  Vague  theories  have  been  advanced 
from  many  sources,  fixing  the  control  of  this  function  upon  certain 
nerves  and  upon  ovarian  stroma;  but  this  has  never  been  established. 
The  fact  that  the  uterus,  with  its  turgescent  endometrium,  is  the 
storm  center  throughout  the  cycle  of  recurrent  menstruation  and  in 
the  subsequent  period  of  retrogression,  remains  beyond  dispute. 
Therefore,  after  removal  of  the  ovaries,  recurrences  of  menstruation 
are  likely  to  occur  until  retrogressive,  atrophic  changes  in  the 
uterine  endometrium  prevent  its  becoming  a  "storm  center"  of 
congestion. 

Ovarian  stroma,  transplanted  anywhere,  is  always  an  experiment. 
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It  neither  perpetuates  the  recurrent  cycle  of  menstruation,  nor  lessens 
the  nervous  phenomena  accompanying  accommodation  to  altered 
conditions  in  the  economy.  Furthermore,  being  prone  to  cystic 
degeneration,  its  presence  under  abnormal  relations  favors  such 
pathology  in  the  future  of  the  patient.  Much  of  the  work  of  to- 
day is  not  gynecology  at  all,  but  mechanics;  and  in  our  mechanics, 
are  we  forgetting  the  woman? 

The  menopause,  the  final  era  in  the  life-cycle  of  womanhood, 
presents  a  broad  and  fertile  field,  both  for  accident,  and  for  error. 
The  cost  of  living,  the  cost  of  producing  with  its  lowered  vitaUty 
and  patidous  outlet,  creates  a  fertile  and  inviting  soil  for  access  of 
filth  and  infection;  of  either  external  or  internal  origin.  Woman's 
dread  of  it  is  not  without  foundation  and  it  is  the  minority,  rather 
than  the  majority,  who  make  the  journey  without  discomfort  or 
accident.  The  inherent  function  of  the  uterus  with  its  hyperplastic 
tissue  cells,  is  to  produce;  and  many  women  in  this  era,  who  have 
not  been  permitted  to  bear  a  child,  and  who  resent  a  life  of  idleness, 
will  produce  a  fibroid  or  a  myoma. 

At  this  period,  when  nature's  aim  is  atrophic,  retrogressive 
changes  within  its  structure,  the  uterus  is  prone  to  invasion,  by 
either  mahgnant  or  tubercular  disease.  Excessive  flow  throughout 
this  period,  or  at  recurrent  intervals,  accompanied  by  a  turgescent 
and  inviting  endometrium  is  not  the  exception,  but  the  rule.  The 
wonder  is  not  the  number  who  fall  victims  to  these  conditions  at  this 
time,  but  that  so  large  a  number  escape;  and  in  whom  the  "storm 
center,"  after  its  period  of  rebellion  and  of  retrogressive,  atrophic 
changes,  becomes  again  quiescent  and  permits  a  safe  and  comfortable 
end  of  hfe. 

Our  chief  advances  lie  in  early  recognition.  Conditions  and 
pathology  do  not  change,  but  each  decade  brings  its  staff  of  teachers 
and  of  workmen,  and  the  "pendulum"  swings  because  the  workmen 
change. 

"True   to   one  word,  and  constant  to  one  aim — 
Let  man's  hard  soul  be  stubborn,  as  his  frame; 
But  leave  sweet  woman's  mind  and  form  at  will — 
To  bend,  and  vary,  and  be  graceful  stiU." 
308  jMasoxic  Temple. 

DISCUSSION  ON  THE  PAPERS   OF  DRS.   SANES  ANT)  LOTT. 

Dr.  Rufus  B.  Hall,  Cincinnati,  Ohio. — I  want  to  discuss  briefly 
the  paper  read  by  Dr.  Lott  which  is  a  classical  literary  production.    I 
was  going  to  say  that  it  is  almost  a  poetic  contribution,  and  it  is  one 
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that  few  of  us  would  hope  to  be  able  to  put  in  such  a  beautiful  dress  or 
ideas.  The  paper  as  a  whole  I  wish  to  endorse,  and  have  no  criti- 
cism to  offer,  but  I  cannot  agree  with  all  the  sentiment  and  advice 
given  in  the  paper.  I  contend  that  there  are  certain  patients  classed 
in  the  paper  as  virgins,  unmarried  women,  with  painful  menstruation, 
who  could  be  relieved  by  cureting  and  the  use  of  the  stem  pessary. 
But  the  essayist  criticises  the  use  of  the  stem  pessary  in  such  cases. 
In  properly  selected  cases,  we  can  relieve  such  patients  of  their 
menstrual  pain  with  a  stem  pessary  treatment  who  could  not  be 
relieved  by  any  other  method  of  treatment  with  which  I  am  ac- 
quainted. Therefore,  I  do  not  wish  to  let  this  paper  go  out  from  this 
Association  without  at  least  one  of  its  members  standing  up  for  the 
use  of  the  pessary.  I  spoke  to  the  doctor  just  before  he  left  the  hall, 
saying  that  I  was  sorry  he  was  about  to  leave  for  home;  that  I  was 
going  to  compliment  him  in  some  particulars  and  throw  bricks  at 
some  of  the  other  respects  of  the  paper  because  we  are  here  to  express 
our  individual  opinion  and  to  stand  for  our  individual  judgment. 
What  are  we  to  do  for  these  patients?  You  all  see  them.  Dr.  Lott 
has  put  a  good  deal  of  sentiment  into  his  paper  regarding  these 
cases.  Among  other  things,  he  said,  you  would  not,  if  it  were  your 
own  daughter,  have  a  vaginal  examination  made;  you  would  not 
have  a  stem  pessary  placed  in  the  case  of  your  own  little  daughter. 
Unfortunately  I  have  but  one  daughter,  and  I  wish  I  had  more,  but 
if  it  were  necessary  that  my  daughter  should  be  treated  in  this  way, 
I  certainly  would  not  hesitate  to  have  her  treated  in  this  manner. 
1  have  always  practised  gynecology  just  along  the  lines  that  I  would 
like  to  have  my  own  daughter  or  my  own  wife  treated.  I  would 
want  them  to  get  the  same  kind  of  treatment  that  I  advise  for  others, 
and  that  is  what  I  expect  to  do  in  the  future.  But  there  are  cases, 
gentlemen,  whether  you  believe  it  or  not,  properly  selected  cases  of 
painful  menstruation  in  unmarried  women,  that  you  can  relieve  by 
the  stem  pessary  that  you  cannot  relieve  in  any  other  way  that  I 
know  of.  I  am  relieving  them  every  year,  and  other  doctors  are 
relieving  them  who  are  willing  to  use  this  form  of  treatment.  I  will 
give  you  an  illustration  for  the  sake  of  making  it  plain. 

I  have  in  mind  a  young  girl  whom  I  saw  a  few  years  ago.  If  you 
saw  that  girl  in  your  office  and  talked  to  her,  you  would  think  she 
was  a  well-developed  woman;  she  is  a  fine-looking  woman  physically, 
perfectly  developed  in  every  way.  There  was  nothing  wrong  with 
her  only  she  had  pain  during  menstruation  from  the  time  she  began 
until  she  was  twenty.  During  each  menstrual  period  for  a  year  or 
so  just  passed  she  was  obliged  to  have  from  one  to  three  or  four 
hypodermics  of  morphin  administered.  She  had  three  or  four  very 
fine  physicians  examine  her,  and  no  pathology  could  be  found.  No 
kind  of  treatment  would  afford  permanent  relief.  I  examined  her 
carefully,  and  I  could  not  find  any  pathology.  There  had  never  been 
any  infection.  The  microscope  proved  that;  the  clinical  history 
sustained  the  microscope.  The  case  was  curetted  carefully  and  a 
stem  pessary  placed.  In  the  first  period  she  was  put  to  bed  for  con- 
servative purposes.     She  did  not  take  any  more  morphin  nor  was 
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there  any  required.  She  had  some  pain  for  three  hours  at  time  of 
first  period.  The  next  period  came  on  without  her  knowledge.  She 
did  not  take  any  morphin  and  has  not  had  any  since.  It  is  six  or 
seven  months  now  since  I  began  treatment.  She  wore  a  stem 
pessary  for  five  months.     She  is  well. 

I  could  go  on  and  enumerate  several  similar  cases  to  that  in  which 
every  known  treatment  was  tried  except  the  use  of  the  stem  pessary 
without  relief.  I  have  had  some  of  these  bear  children  after.  They 
do  not  get  infection  from  placing  the  stem  pessary.  There  is  no 
more  danger  connected  with  the  insertion  of  the  stem  pessary  than 
there  is  without  it.  In  properly  selected  cases  we  can  cure  these 
patients  by  the  use  of  the  stem  pessary.  I  do  not  mean  that  we  can 
do  so  in  a  woman  who  has  a  pelvic  inflammation  or  who  has  had 
infection,  a  fixed  uterus,  or  a  diseased  ovary.  It  is  not  indicated 
in  cases  that  have  a  pathological  condition  which  can  be  discovered 
in  the  pelvis.  I  for  one  am  not  willing  to  let  this  discussion  go  with- 
out a  word  in  favor  of  the  use  of  the  stem  pessary. 

Dr.  O.  H.  Elbrecht,  St.  Louis,  Missouri. — Will  you  please  tell 
us  how  you  put  the  stem  pessary  in? 

Dr.  Hall. — The  technic  of  the  operation  is  to  dilate  the  uterus 
moderately,  curet  carefully,  and  swab  out  the  uterus  with  equal 
parts  of  compound  tincture  of  iodin  and  carbolic  acid.  After  plac- 
ing the  pessary  leave  it  there  for  four  or  five  months. 

Dr.  Elbrecht. — -Is  it  the  Wylie  pessary? 

Dr.  Hall. — -It  is  a  metal  pessary,  and  I  think  it  is  known  as 
Carstens  pessary. 

With  regard  to  the  paper  of  Dr.  Sanes  on  menstrual  statistics, 
it  is  a  long  statistical  paper  showing  a  great  amount  of  clinical  work 
necessary  to  have  collected  it,  together  with  examinations  and  tabu- 
lations of  menstrual  periods,  but  to  me,  as  I  listened  to  it,  it  seems 
a  useless  waste  of  energy  and  of  time.  I  cannot  see  anything  to  be 
gained  by  it  in  a  scientific  way  unless  we  can  know  positively  whether 
there  is  or  is  not  pathology  in  the  individual  patient's  pelvis.  These 
statistics  of  menstrual  periods  seem  to  establish  the  fact  that 
women  menstruate  in  twenty-eight  or  twenty-six  or  twenty-seven 
days.  Unless  we  know  that  these  patients  are  all  free  from  a  patho- 
logical condition  in  their  pelves,  the  statistics  are  useless,  so  far 
as  the  object  intended  to  be  gained  by  them  is  concerned.  If  it  is 
intended  to  demonstrate  that  woman  with  a  pathological  condition 
in  the  tubes  or  ovaries  or  uterus  menstruates  differently  and  more 
frequently,  then  we  have  some  information.  A  woman  with  a 
pelvic  inflammation  sometimes  will  menstruate  very  freely  and  at 
shorter  intervals  than  a  woman  who  is  normal.  If  the  doctor  will 
tell  us  whether  these  are  records  kept  of  patients  who  are  free  from 
pelvic  pathology,  then  I  will  grant  that  his  paper  is  a  valuable  con- 
tribution to  the  science  of  gynecology. 

Dr.  D.  Tod.  Gilliam,  Columbus,  Ohio. — In  speaking  of  the  stem 
pessary  I  desire  to  refer  to  the  glass,  stem  pessary  of  Hepperlin 
which  I  regard  as  the  ideal  instrument  for  use  in  the  class  of  cases 
under  discussion.     I  have  been  using  it  now  for  a  great  many  years 
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and  am  persuaded  that  the  principle  of  it  is  absolutely  correct.  I 
suppose  some  of  you  are  acquainted  with  it  and  wish  that  all  of  3'ou 
might  be  as  I  regard  it  as  one  of  the  most  valuable  contributions 
to  the  gynecological  outfit  of  the  present  century. 

It  is  a  glass,  stem  pessary  with  a  flange  at  the  lower  end  in  which 
are  two  holes  for  the  purpose  of  suturing  it  to  the  cervix. 

It  is  made  of  solid,  flint  glass  and  is  practically  unbreakable  there- 
fore no  one  need  be  affraid  to  use  it  for  fear  of  accident. 

The  only  contraindication  to  its  use  so  far  as  my  own  experience 
goes  is  some  pathological  condition  above  the  vaginal  vault,  but 
you  may  have  pathology  of  the  uterine  cavity  or  the  cervix  and  in- 
stead of  being  a  detriment  it  is  an  actual  advantage  because  it 
supplies  drainage  the  most  essential  of  all  remedial  measures.  You 
cannot  get  effects  equal  to  it  in  any  other  way.  If  there  is  a  bend 
in  the  uterus  the  stem  pessary  corrects  it  permanently.  If  the 
uterus  is  of  undersize  and  not  functioning  the  stem  pessary  pro- 
motes development  and  establishes  menstruation  as  nothing  else  will. 
Longitudinal  perforations  or  grooves  on  the  side  of  a  stem  pessary 
for  the  purpose  of  facilitating  drainage  are  bad  for  the  reason  that 
they  become  clogged  and  foul  and  foci  for  infection.  The  solid 
glass,  stem  pessary  is  the  only  kind  of  pessary  that  will  not  become 
foul.  I  have  often  removed  it  after  having  been  worn  for  months 
with  scarcely  a  perceptible  odor  clinging  to  it. 

I  usually  keep  them  in  from  three  to  five  months.  The  stitches 
of  silkworm  gut  should  be  placed  deeply  in  the  cervix  and  tied  loosely 
or  they  are  liable  to  cut  out.  After  dilating  the  cervix  and  cureting, 
if  need  be,  the  sutures  are  placed  and  after  being  threaded  through 
the  holes  in  the  flange  of  the  pessary  are  secured  by  clamp  forceps. 
The  pessary  is  then  introduced  and  tied.  Occasionally  there 
will  be  a  woman  of  highly  neurotic  type  who  will  rebel  against  the 
stem  pessary  but  such  cases  are  few  and  far  between,  the  vast 
majority  not  being  aware  of  its  presence.  When  the  menstrual 
period  approaches  the  cervLx  dilates  and  the  blood  escapes  through 
the  space  between  the  stem  of  the  pessary  and  the  cervical  wall. 
Under  pathological  conditions  there  is  no  more  efficient  method  of 
promoting  drainage  and  as  drainage  is  indispensable  to  cure  in 
such  cases  it  follows  that  the  stem  pessary  is  the  treatment  par 
excellance. 

Dr.  Sanes  (closing  the  discussion). — These  statistics  were 
carefully  compiled  with  the  assistance  of  my  Interne,  Nurse  and 
Secretary.  They  were  based  only  on  menstrual  histories  of  my 
patients  during  their  normal  health.  I  realize  that  it  is  difficult  to 
compile  reliable  statistics  on  menstruation,  for  as  I  mentioned  in 
the  introduction,  it  is  not  an  easy  matter  to  get  accurate  menstrual 
information  from  patients.  Some  of  the  statistical  data  on  men- 
struation are  more  exact  and  are  of  greater  value  than  others.  In 
our  experience,  for  instance,  the  data  on  "The  onset  of  menstrua- 
tion" and  on  "Menstruation  during  lactation"  and  on  "Meno- 
pause" were  easier  to  obtain  and  were  found  more  rehable  than  that 
on  the  "  Menstrual  t>'pes."     Again,  some  data  while  apparently  diffi- 
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cult  to  collect,  may  be  exact  and  reliable  when  obtained  under  favor- 
able circumstances.  Thus,  while  exact  statistical  data  regarding 
"Menstrual  clots"  are  usually  hard  to  get,  we  found  no  difficulty 
in  compiling  them,  having  been  carefully  collecting  menstrual  clots 
of  our  patients  for  some  time  in  connection  with  another  study. 

Dr.  H.  S.  Lott  (closing). — ^Leaving  the  Sessions  in  Pittsburgh 
before  their  close,  was  a  matter  of  much  regret,  but  a  case  at  home 
demanded  my  presence,  and  I  felt  that  I  must  go.  The  privilege  of 
closing  the  discussion  of  my  paper  comes  through  the  courtesy  of 
our  Secretary,  Doctor  Zinke,  and  I  thank  him  for  it. 

Dr.  Hall,  in  his  kind  and  courteous  way,  has  paid  me  a  very 
high  compliment,  in  the  beginning;  one  well  worth  the  labor  of 
earning,  and  one  that  I  shall  never  forget.  The" poetry"  of  nature 
is  very  beautiful,  and  very  true,  and  when  we  eliminate  "senti- 
ment" from  any  feature  of  our  work,  in  which  we  deal  with  vital 
elements,  we  have  become  mere  mechanics,  and  to  the  gynecologist 
I  only  beg  to  emphasize  the  truth  of  my  appeal  for  a  consideration 
of  this  factor  in  his  work. 

Dr.  Hall's  defense  of  the  stem  pessary,  is  perfectly  frank,  and 
perfectly  honest.  In  his  hands,  with  his  refinement  of  diagnosis, 
and  his  perfection  of  toilet  and  technic,  it  is  possible  that  its  use 
may  not  be  disastrous;  but  I  must  confess,  that  in  a  general  way,  my 
opinion  of  its  dangers  is  not  changed  at  all.  To  my  mind,  with 
due  consideration  for  end  results,  and  in  the  hands  of  the  general 
workman;  the  Invasion  is  unwarranted  and  unjustifiable,  the 
Trauma  to  the  outlet  unavoidable,  and  the  danger  of  Infection  so 
great,  and  so  certain,  that  it  will  occur,  bringing  its  sequel  of  disas- 
trous results,  in  a  very  large  majority  of  cases. 


ANESTHESIA  IN  GYNECOLOGICAL  OPERATIONS. 

BY 
R.  R.  HUGGINS,  M.  D.,  F.  A.  C.  S., 

Pittsburgh,  Pa. 

We  have  witnessed  a  great  revival  of  interest  in  the  subject  of 
anesthesia  during  the  last  few  years.  Many  new  methods  have 
been  introduced  and  some  older  ones  have  been  revived.  As  is 
always  the  case,  each  finds  its  enthusiastic  advocates.  All  methods 
should  be  used  with  discrimination  and  judgment,  and  when  this  is 
done  by  those  who  have  the  knowledge  to  select  the  cases,  the  mor- 
tality and  morbidity  of  anesthesia  will  be  materially  lessened. 

The  necessity  of  exact  dosage  for  drugs  in  the  solid  and  liquid 
form  has  long  been  recognized.  With  volatile  and  gaseous  drugs, 
dosage  has  remained  inaccurate  and  in  gauging  anesthetics  given  by 
inhalation,  the  patient  has  been  used  as  the  only  available  indicator 
of  the  amount  of  the  drug  administered.     This  is  very  unscientific 
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and  differs  from  our  aim  in  the  ordinary  employment  of  drugs. 
There  can  be  no  doubt  that  gaseous  drugs  should  be  administered 
in  exact  amounts,  and  this  can  be  accomplished  only  by  a  physical 
measuring  instrument  which  indicates  accurately,  not  only  to  the 
anesthetist  but  to  the  operator  as  well,  the  percentage  of  drug  which 
is  being  inhaled.  When  this  method  is  established,  the  safety  and 
eflBciency  of  surgical  narcosis  is  increased  and  the  shock  and  post- 
operative discomforts  are  brought  almost  to  a  minimum. 

There  is  no  anesthetic  which  can  be  applied  indiscriminately 
that  will  meet  all  requirements.  Chloroform  produces  a  pleasant 
sleep  with  few  discomforts,  and  so  far  as  its  immediate  dangers  are 
concerned,  it  is  fairly  safe  in  the  hands  of  a  good  anesthetist.  Sudden 
death  from  chloroform  was  formerly  attributed  to  giving  vapor 
which  was  too  concentrated,  thus  causing  death  from  paralysis  of 
the  heart.  The  introduction  of  the  dosimetric  system  seems  to 
have  lessened  this  danger,  but  recent  experiments  by  Lev>''  and 
others  have  demonstrated  that  sudden  death  occurs  in  animals 
under  light  chloroform  anesthesia  and  is  due  to  ventricular  fibrilla- 
tion. He  concludes  (i)  that  there  is  an  irritable  condition  of  the 
heart  under  light  chloroform  anesthesia,  the  danger  of  which  is 
lessened  under  deep  anesthesia;  (2)  that  abnormal  ventricular  beats 
are  evoked  in  the  heart  under  chloroform  by  conditions  which 
stimulate  it  or  by  equivalent  conditions  which  remove  or  reduce 
depressing  influences;  (3)  under  conditions  of  Hght  chloroform  anes- 
thesia the  ventricular  irregularities  resulting  from  cardiac  stimula- 
tion terminate  in  ventricular  fibrillation  and  death  of  the  heart. 

Its  effects  upon  the  liver  occur  so  regularly  and  surely  that  its  use 
may  greatly  increase  the  danger  of  an  operative  procedure.  We 
have  demonstrated  that  even  when  given  under  the  dosimetric 
system,  a  dog  kept  under  chloroform  for  two  hours  at  a  time  and 
then  killed,  shows  extensive  necrosis  in  the  liver.  This  experiment 
was  undertaken  with  the  hope  that  possibly,  when  administered  in 
this  manner,  liver  changes  might  not  occur  as  they  do  when  chloro- 
form is  given  by  the  ordinary  drop  method. 

Ether  is  undoubtedly  the  safest  anesthetic  we  have  to-day  so  far 
as  danger  during  administration  is  concerned,  also  in  the  secondary 
changes  in  the  liver  and  other  organs,  but  we  must  admit  if  we  are 
unprejudiced  that  many  deaths  following  its  use  should  be  charged 
to  its  account.  It  would  be  exceedingly  interesting  and  valuable 
to  have  the  correct  mortality  which  undoubtedly  follows  its  use  and 
is  due  directly  to  its  effect.  It  is  much  higher  than  commonly 
supposed. 
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Since  the  introduction  of  the  drop  method  of  giving  ether,  the 
majority  of  operators  have  been  quite  satisfied  with  its  use,  and 
in  our  large  clinics  its  steady  employment  is  continued.  Expert 
anesthetists  appreciate  the  superior  value  of  ether  vapor  and  many 
advocate  this  method,  even  though  it  is  given  by  a  simple  apparatus 
without  means  of  measuring  the  exact  percentage.  An  instrument 
which  gives  accurate  information  to  the  operator  relieves  him  of 
much  unnecessary  worry.  The  advantages  of  ether  vapor  are  the 
lessened  quantity  of  mucus  which  is  caused  by  the  refrigeration  in 
immediate  contact  with  the  mucous  membranes  when  given  directly 
over  the  mask;  less  postoperative  nausea  incident  to  the  swallowing 
of  ether-laden  mucus;  easier  control  of  the  degree  of  anesthesia 
and,  as  a  result,  much  less  shock.  The  anesthetometer  devised  by 
Connell  is  a  valuable  instrument. 

Nitrous  oxid  and  oxygen,  without  the  acceleration  afforded  by 
considerable  quantities  of  ether,  cannot  be  used  routinely  and  in 
many  instances  is  entirely  contraindicated.  Local  anesthesia  is 
ideal  when  it  may  be  successfully  applied  and  fortunately  has  a 
wide  field. 

Occasionally  we  find  the  "narcosis"  anesthesia  of  value,  and  we 
practically  always  precede  our  local  and  spinal  anesthesia  with 
injections  of  hyoscine  and  morphine,  which  allay  the  patient's 
nervousness  and  remove  any  objection  to  consciousness  during 
operation.  It  is  not  at  all  unusual  to  have  the  patient  sleep  through- 
out the  operation,  if  not  disturbed.  This  preliminary  dammer- 
schlaf  is  particularly  valuable  in  operations  under  local  or  spinal 
anesthesia  in  highly  nervous  or  insane  patients. 

The  value  of  nitrous  oxid,  supplemented  by  local  anesthesia,  has 
been  demonstrated  by  Crile.  There  is  no  doubt  that  if  all  nerves 
supplying  the  field  of  operation  are  blocked  that  shock  is  reduced 
to  a  minimum.  This  can  be  accomplished  in  many  regions,  but  not 
in  dealing  with  pathological  conditions  of  the  pelvic  organs  in  women. 
Here  a  simple  infiltration  of  the  abdominal  incision  helps  but  little, 
for  it  is  the  trauma  incident  to  the  removal  of  densely  adherent 
structures  which  is  the  principal  factor  in  the  causation  of  shock, 
and  it  is  impossible  to  block  all  the  nerves  supplying  these  organs 
from  within  the  abdomen.  The  gynecologist  can  best  appreciate 
the  amount  of  shock  which  necessarily  accompanies  certain  difficult 
operations,  such  as  cases  of  badly  adherent  tubes  caused  by  infection, 
or  large  fibroids  complicated  by  dense  adhesions.  The  mortality 
in  these  cases  is  high  and  it  is  due  mostly  to  the  shock  and  hemorrhage 
caused  by  the  difficult  removal.     The  value  of  Crile's  theory,  so  far 
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as  it  goes,  leads  to  the  consideration  of  the  advisability  of  blocking 
the  nerves  either  by  injecting  the  solution  into  the  nerves  where 
they  escape  from  the  spinal  canal  or,  in  selected  cases,  the  use  of 
spinal  or  lumbar  anesthesia.  It  seems  reasonable  that  if  the  technic 
that  partly  blocks  the  nerves  is  valuable,  one  that  goes  to  the  foun- 
tain head  completely  blocking  the  entire  nerve  supply  must  be 
more  so. 

Fifteen  years  ago  the  writer  witnessed  a  sudden  death  upon  the 
operating-table  under  spinal  anesthesia.  The  accident  was  a  tragic 
one  and  the  prejudice  formed  against  the  method  lasted  for  many 
years.  The  drug  used  at  that  time  was  cocain.  During  the  last 
few  years  the  advent  of  the  newer  synthetic  preparations,  such  as 
stovain,  novocain  and  others,  has  led  to  greater  safety.  Observa- 
tion of  the  work  done  by  some  of  the  men  who  have  patiently  and 
persistently  continued  to  perfect  the  technic  has  convinced  us  that 
it  is  a  valuable  form  of  anesthesia  when  given  after  a  careful  study 
of  the  physiological  action,  and  by  one  who  knows  its  contraindica- 
tions, the  latter  certainly  as  important  as  the  former.  It  has  been 
used  by  many  operators  over  the  world  with  varying  success.  Some 
continue  to  use  it  and  are  enthusiastic;  others  use  it  for  a  time  and 
then,  after  an  accident,  discard  it,  concluding  that  it  is  a  dangerous 
method. 

A  careful  study  of  the  literature  leads  to  the  conclusion  that  it 
has  passed  through  a  very  stormy  period.  Extreme  enthusiasm 
which  led  to  unfortunate  results  has  given  way  to  a  sane  apprecia- 
tion of  its  value  when  used  with  caution  and  full  knowledge  of  its 
contraindications. 

Before  undertaking  this  form  of  anesthesia,  one  should  be  familiar 
with  the  action  of  the  drug  when  thus  administered,  also  the  physical 
properties  of  the  cerebrospinal  fluid.  It  should  be  remembered  that 
when  a  solution  is  introduced  within  the  dura,  that  it  falls  or  rises 
according  as  its  specific  gravity  is  less  or  greater  than  that  of  the 
spinal  fluid,  which  has  an  almost  constant  specific  gravity  of  from 
1.0053/^  to  i.oo63/^.  This  is  important  because  it  shows  the  neces- 
sity of  knowing  what  will  become  of  the  fluid  when  injected  for  anes- 
thesia. A  knowledge  of  the  required  dosage  and  where  the  fluid 
goes  after  injection  within  the  dura  is  essential  to  good  results.  As 
the  slightest  difference  in  the  specific  gravity  of  the  fluid  introduced 
may  cause  it  to  rise  or  fall,  it  has  been  found  safer  to  use  a  fluid  which 
is  either  heavier  or  lighter  than  that  of  the  cerebrospinal  fluid. 
Neglect  of  this  precaution  has  doubtless  been  the  cause  of  accidents, 
as  it  is  not  possible  to  otherwise  control  the  direction  of  the  fluid 
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after  introduction.  The  injection  is  followed  almost  immediately 
by  loss  of  sensation  in  the  parts  controlled  by  the  nerves  affected, 
and  the  extent  of  the  anesthesia  depends  upon  the  height  reached 
by  the  solution.  This  may  be  controlled  by  the  point  of  introduc- 
tion and  the  position  of  the  patient.  Much  may  be  learned  about  the 
physiological  action,  technic,  etc.,  from  the  writings  of  Babcock  and 
Sellheim. 

After  an  experience  with  spinal  anesthesia  covering  a  period  of  two 
years,  the  writer  is  convinced  that  it  is  of  great  value,  and  that  it  will 
eventually  find  a  high  place  among  the  methods  of  anesthesia,  par- 
ticularly for  surgical  procedures  in  the  lower  abdomen  and  pelvic 
cavity.  The  time  is  not  here,  however,  when  it  can  be  used  indis- 
criminately and  by  those  who  are  not  familiar  with  the  contrain- 
dications. It  is  highly  important  to  know  when  not  to  use  it.  A 
keen  appreciation  of  its  dangers  and  the  unfortunate  sequelae  which 
have  thus  far  caused  considerable  prejudice  against  the  method  will 
enable  us  to  avoid  its  use  in  certain  instances  where  they  are  liable 
to  occur.  Its  wonderful  possibilities  will  then  overshadow  the  dis- 
advantages, and  when  trouble  is  encountered  the  operator  will  be 
able  to  charge  it  to  his  own  shortcomings  and  not  to  the  method. 

Contraindications. — In  the  presence  of  low  blood  pressure,  spinal 
anesthesia  should  be  used  with  great  care,  on  account  of  the  com- 
plete vasomotor  relaxation  that  follows  its  use.  A  blood  pressure 
of  less  than  loo  is  a  strong  contraindication,  as  a  rule,  and  it 
should  not  be  used  in  patients  whose  heart  muscle  is  so  dam- 
aged that  it  cannot  stand  a  sudden  and  severe  fall  in  blood  pressure. 
It  should  be  used  with  caution  in  patients  in  profound  shock  or  where 
there  is  exhaustion  of  the  spinal  centers.  It  is  difiScult  to  resist 
the  temptation  to  use  this  form  of  anesthesia,  occasionally,  in  some 
nearly  moribund  patients  and,  unless  one  is  extremely  cautious,  the 
results  may  be  disastrous.  It  is,  perhaps,  here  that  accidents  most 
often  occur.  Unless  strongly  indicated,  it  should  not  be  given  to 
patients  who  are  extremely  nervous,  because  if  convalescence  and 
recovery  are  not  ideal,  they  may  attribute  the  symptoms  to  the 
method  of  anesthesia,  when  it  has  had  no  influence  whatever.  Pa- 
tients giving  a  history  of  habitual  headaches,  should  be  excluded 
from  this  form  of  anesthesia.  The  presence  of  syphilis  does  not 
contraindicate  its  use,  but  it  is  well  to  inform  the  patient  that  any 
disturbances  of  the  nervous  system  which  may  develop  in  the  future 
are  due  not  to  the  anesthetic  but  to  the  disease  itself. 

Indications. — Spinal  anesthesia,  as  applied  to  the  work  of  the 
gynecologist,  has  its  chief  value  when  used  in  conditions  where 
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the  risk  is  increased  by  the  additional  shock  imposed  by  any  form 
of  inhalation  anesthesia.  This  is  true  always  when  complete 
muscular  relaxation  is  desired  and  where  the  shock  and  hemorrhage 
are  likely  to  be  severe.  Shock  is  reduced  to  the  minimum  and  is 
infinitely  less  than  under  any  other  form  of  anesthesia.  Hemor- 
rhage is  less  because  of  the  lowered  blood  pressure.  It  is  valuable 
in  operations  upon  patients  having  pulmonary  tuberculosis,  in 
abdominal  hysterectomy  for  cancer  of  the  uterus,  where  shock  is 
always  quite  severe  and  where  complete  relaxation  of  the  muscles 
is  necessary,  in  the  removal  of  fibroids  complicated  by  dense  ad- 
hesions, or  in  chronic  infection  of  the  Fallopian  tubes  associated 
with  dense  adhesions,  where  the  shock  incident  to  trauma  and  hemor- 
rhage is  always  severe.  There  are  many  instances  where  it  is  less 
dangerous  than  ether,  and  its  use  is  logical  in  bad  cases  which  are 
not  complicated  by  other  organic  or  systemic  disturbances.  This 
is  true  especially  in  certain  cases  of  acute  peritonitis  and  in  severe 
toxemias  of  pregnancy  where  the  necessity  arises  for  emptying  the 
uterus. 

Advantages. — It  is  a  form  of  local  anesthesia  in  which  the  greater 
part  of  the  poison  is  deposited  around  the  site  of  injection,  and  is 
thus  rendered  harmless.  In  ether  or  chloroform  narcosis  the  poison 
circulates  widely  and  pronounced  toxic  effects  occur. 

Shock  is  reduced  to  a  minimum.  The  postoperative  recovery 
is  made  much  more  comfortable  in  every  way.  Vomiting  occurs  but 
seldom.  Owing  to  the  absence  of  vomiting  and  restlessness,  the 
pain  is  much  reduced.  The  patient  is  less  nervous  because  of  the 
absence  of  shock,  nausea  and  postoperative  pain.  The  greatest 
advantage  is  the  absolute  muscular  relaxation  which  follows  its 
use.  Operative  procedures,  which  are  usually  difficult  under  in- 
halation anesthesia,  are  greatly  facilitated. 

Untoward  Effects. — Eden  Rehn  and  others  agree  that  the  usual 
doses  produce  no  degenerative  changes  in  the  spinal  cord,  and  that 
they  have  no  injurious  effects  which  are  permanent. 

Sudden  Deaths. — Accurate  technic  and  painstaking  care  in 
the  selection  of  the  patient  for  this  form  of  anesthesia  will  place  it 
among  the  safest  of  anesthetics.  One  not  prejudiced  against 
the  method  at  once  questions  the  technic  in  reports  of  immediate 
death.  It  would  seem  desirable  that  such  reports  be  accompanied 
by  a  complete  history  and  report  on  the  physical  examination  of 
the  patient  together  with  an  accurate  description  of  the  technic. 
In  a  study  of  deaths  reported,  one  is  convinced  that  the  vast  majority 
of  them  occur  among  patients  who  should  not  have  been  subjected 
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to  this  form  of  anesthesia;  or,  perhaps,  not  fit  subjects  for  opera- 
tion under  any  method  of  procedure.  We  must  remember  that  as 
yet  there  is  no  form  of  anesthesia  that  is  absolutely  safe. 

Headaches. — Operators  have  reported  quite  a  large  percentage 
of  headaches.  It  is  more  common  among  neuropathic  individuals 
and  those  prone  to  headaches  on  slight  cause.  In  our  experience, 
the  number  of  cases  of  headache  have  grown  progressively  less  as 
we  have  grown  more  familiar  with  the  method.  Babcock  is  of  the 
opinion  that  headaches  are  due  to  the  use  of  solutions  which  are^not 
pure,  and  in  his  service,  when  headaches  appear,  the  solution  is 
immediately  changed.  Backache  has  not  occurred  of  tener  than  with 
other  forms  of  anesthesia. 

Albumin,  casts  and  acetone  have  occurred  less  frequently  than  in 
a  similar  number  of  cases  following  ether.  Vomiting  as  a  result  of 
acidosis  is  also  less  frequent.  Paresthesia  and  neuralgias  of  the 
lower  extremities  are  doubtless  due  to  bad  technic.  Ocular  palsy 
occurs  occasionally  and,  as  far  as  can  be  determined  from  the 
literature,  they,  too,  are  most  likely  to  occur  in  the  nervous  in- 
dividual. Babcock  believes  them  to  be  caused  by  deteriorated 
solutions.  Few  cases  have  been  reported  as  compared  to  the  total 
number  of  administrations,  and  the  majority  have  been  but 
temporary. 

We  have  not  found  it  necessary  to  use  the  catheter  oftener  than 
with  other  methods. 

Novocain  has  been  used  in  our  work.  A  lo  per  cent,  solution  is 
employed;  the  amount  varying  from  i  to  2  c.c.  The  site  of  injection 
depends  upon  the  extent  of  the  field  of  operation.  For  vaginal 
work  it  is  given  in  the  fourth  lumbar  interspace.  Experience  is 
necessary  to  obtain  satisfactory  results.  Headaches  and  other  un- 
pleasant sequelce  are  much  less  frequent  as  one  becomes  familiar 
with  the  technic.  In  the  first  hundred  cases,  ether  will  be  used 
because  of  incomplete  anesthesia  in  lo  or  15  per  cent.,  but  after  that 
the  necessity  for  its  use  rapidly  decreases. 

Conclusions. — Spinal  anesthesia  is  the  best  anesthetic  known  to- 
day for  certain  operations  in  the  lower  abdomen.  It  should  be 
given  only  after  careful  study  of  the  patient.  Our  experience  in- 
dicates that,  if  spinal  anesthesia  is  not  properly  employed  by  one 
possessing  sufficient  clinical  skiU,  it  may  have  a  large  mortality. 
There  is  no  form  of  anesthesia  which  is  altogether  free  from  danger, 
either  immediate  or  remote.  There  are  weU-defined  contraindications 
to  the  use  of  aU  anesthetics  in  certain  instances,  and  it  would  seem  that 
we  have  reached  the  place  where  the  operator  must  exercise  consider- 
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able  judgment  as  to  which  anesthetic  should  be  employed  in  a 
given  case. 
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DISCUSSION. 

Dr.  Hugo  O.  Pantzer,  Indianapolis,  Indiana. — Great  variabihty 
of  physiological  effect  pertains  to  every  drug.  This  might  be 
figuratively  expressed  by  saying  the  normal  effect  from  any  drug  is 
obtained  in  only  about  80  per  cent,  of  cases.  In  the  remaining  20 
per  cent,  the  effect  is  all  the  way  from  indifferent  to  poisonous.  It 
is  this  general  attribute  as  pertaining  specifically  to  narcotics  and 
anesthetics  which  makes  the  difficulty  of  selecting  or  adjusting  the 
usefulness  of  an  anesthetic. 

I  have  been  very  much  interested  in  the  paper  of  Dr.  Huggins, 
and  I  shall  follow  up  with  sympathy  greater  than  before  the  subject 
of  spinal  anesthesia.  I  have  used  for  six  years,  and  still  use,  H. 
M.  C.  tablets  formerly  followed  by  chloroform,  more  latterly  by 
ether.  I  give  one  H.  M.  C.  tablet  two  hours,  and  a  second  one 
about  forty  minutes  before  beginning  the  ether.  The  second  tablet 
is  never  given  until  the  house  physician  has  seen  the  patient  and 
assured  himself  that  there  is  no  evidence  of  hyoscin  idiosyncrasy. 
If  such  is  found,  the  second  dose  is  not  given.  I  very  rarely  have 
shock  after  even  prolonged  operations.  An  operation  for  carcinoma 
of  the  uterus  even  in  an  aged  woman,  I  no  longer  fear.  These  aged 
women  seem  particularly  happily  affected  by  H.  M.  C.  The 
amount  of  ether  narcosis  given  additionally  in  most  cases  is  sur- 
prisingly little,  and  not  followed  by  shock.  These  patients  waken 
after  three  to  six  hours  oftenest  with  smiling  faces  and  at  once  ask 
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when  they  may  have  something  to  eat.  This  is  no  exaggeration. 
For  my  part,  I  will  hold  to  the  H.  M.  C.  tablets  followed  by  ether, 
until  further  convinced  their  effect  has  been  superseded  by  other 
drug  or  drugs. 

Dr.  O.  H.  Elbrecht,  St.  Louis,  Missouri. — I  have  been  making 
use  of  spinal  anesthesia  for  about  eight  or  ten  years.  I  took  it  up 
at  about  the  time  Jonnesco  came  to  this  country  and  exploited  it, 
and  was  successful  in  producing  a  wave  of  spinal  anesthesia  in 
America.  I  read  a  good  deal  of  the  literature  put  out  by  him  and 
was  rather  skeptical  about  it.  I  had  a  talk  with  Dr.  Morris  about  it. 
My  first  work  was  done  with  stovain.  The  dangers  that  accrue 
from  it  as  a  result  of  its  use  are  just  a  little  different  from  those  inci- 
dental to  the  use  of  respiratory  anesthetics.  The  first  signal  you 
get  is  a  respiratory  failure  with  a  far  greater  warning  than  you  get 
from  the  respiratory  anesthetic,  in  that  you  will  find  the  respira- 
tions coming  on,  and  if  you  work  long  enough  you  will  bring  them 
around.  It  has  no  effect  on  the  heart  except  in  a  secondary  way, 
which  is  brought  about  by  failure  of  respiration.  The  first  thing  that 
happens  to  you  is  you  get  scared,  but  it  is  the  same  with  these 
patients  as  it  is  with  drowning  people,  if  you  work  on  them  long 
enough  you  will  bring  them  back. 

The  best  and  most  comprehensive  chapter  on  Spinal  Anesthesia 
with  which  I  am  familiar  is  that  written  in  the  System  of  Surger}^ 
by  Barker  who  was  one  of  Bier's  assistants.  In  the  earlier  use  of 
these  anesthetics  he  gave  Bier  an  anesthetic,  and  Bier  gave  an  anes- 
thetic to  his  assistant.  They  soon  realized  the  toxicity  of  this  and 
swung  to  the  less  toxic  anesthetics,  and  they  began  using  betaeucain, 
I  think  spinal  anesthetics  are  sifting  down  to  the  use  of  novocain. 
Jonnesco  has  proved  that  it  is  safer  in  combination  with  strychnin. 
You  can  make  the  combination  up  yourself.  You  can  sterilize  the 
strychnin  and  make  up  the  solution,  making  2  c.c.  of  fluid.  There 
is  no  question  but  what  it  is  a  safe  anesthetic,  but  as  Dr.  Huggins 
has  brought  out,  you  must  study  the  patient.  A  patient  who  faints 
when  you  lance  a  carbuncle  will  go  wrong  on  the  operating-table 
when  you  use  spinal  anesthesia.  I  have  had  patients  where  ampu- 
tations could  be  done  with  perfect  indifference  so  far  as  the  patient 
was  concerned,  because  they  were  assured  at  the  start  they  would 
have  no  pain  and  they  were  a  type  of  patients  who  were  anxious  to 
see  the  operation,  so  to  speak.  I  operated  on  a  case  of  extensive 
umbilical  hernia  under  local  anesthesia,  and  lifted  the  stomach  up 
and  showed  it  to  the  patient.  What  influences  the  patient's  mental 
attitude  toward  the  anesthetic  has  to  do  with  spinal  anesthesia 
more  particularly  than  with  local  anesthesia  because  when  you  get 
the  patient  on  the  operating-table,  and  get  him  under  the  influence, 
in  a  few  minutes  he  feels  that  he  cannot  lift  his  leg  and  feels  he  is 
paralyzed  for  good.  These  features  can  be  overcome  by  a  little 
Christian  Science  and  by  encouraging  the  patient  to  respond.  If  you 
cooperate  with  the  mental  attitude  of  the  patient  you  will  have  less 
trouble  with  spinal  anesthesia.  I  have  done  gastroenterostomies 
and  gall-stone  operations  with  it,  but  every  now  and  then  you  get  a 
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patient  who  will  go  all  to  pieces  on  the  operating-table  because  he  is 
so  sure  he  has  got  it  down  pat. 

One  thing  I  want  to  warn  against  is  the  contraindications.  I  have 
lost  two  patients  in  whom  there  was  intestinal  obstruction.  I 
selected  spinal  anesthesia  the  first  time  because  the  patient  was  an 
unfavorable  subject  who  had  pronounced  stercoraceous  vomiting, 
and  I  felt  this  anesthetic  gave  a  better  chance  to  avoid  fecal  drown- 
ing, but  I  got  fecal  drowning  just  the  same.  I  do  not  think  the 
anesthetic  will  be  the  means  of  causing  less  vomiting  than  any  other 
anesthetic  you  may  use.  I  think  it  is  easier  because  of  the  mental 
attitude  of  the  patient. 

As  to  the  headache  that  is  an  interesting  feature,  and  Dr.  Huggins 
thinks  it  was  due  to  faulty  technic.  We  withdraw  2  c.c.  of  spinal 
fluid  by  measurement,  and  then  using  a  syringe  introduce  2  c.c, 
giving  the  patient  exactly  the  same  amount  of  fluid  as  we  have  with- 
drawn. The  change  of  pressure  does  not  seem  to  do  it  any  more  than 
when  you  have  a  man  in  your  office  and  you  do  a  lumbar  puncture 
in  order  to  do  a  Wassermann  of  the  spinal  fluid.  What  is  it?  Is 
it  a  change  of  pressure  that  causes  the  man  to  complain?  In  a 
Wassermann  you  take  far  more  fluid  out  of  the  spinal  canal  than  you 
do  for  spinal  anesthesia.  You  take  out  5  or  6  drams.  Why  is  it? 
Did  some  of  it  escape?  If  it  is  a  question  of  change  of  pressure, 
the  amount  of  fluid  withdrawn  should  do  it,  but  it  is  not.  If  you 
put  back  the  same  amount  that  you  have  withdrawn,  you  know 
you  have  not  changed  the  intraventricular  pressure  one  bit.  I  have 
seen  those  headaches  last  for  eight  days  straight,  and  nothing  but 
big  doses  of  morphin  would  relieve  them. 

There  is  one  point  in  connection  with  chloroform  I  want  to  bring 
out.  I  was  interested  in  hospital  work  a  few  years  ago  where  they 
used  ether,  but  they  are  now  swinging  back  to  chloroform.  In  two 
surgical  clinics  they  are  using  chloroform  straight  without  and  with 
carbon  dioxid.  In  one  clinic  they  are  using  chloroform  with  carbon 
dioxid.  They  feel  they  are  overcoming  the  dangers  of  chloroform 
by  this  fine  vaporous  spray  of  chloroform  plus  the  carbon  dioxid. 
I  saw  a  patient  with  intestinal  obstruction  who  was  kept  under  the 
anesthetic  for  one  hour  and  thirty  minutes  on  i  ounce  of  chloro- 
form, sprayed  in  that  way,  with  the  patient  as  perfectly  flat  as  under 
ether  anesthesia  without  any  preparatory  preparation.  The  carbon 
dioxid  stimulates  respiration. 

Dr.  G.  Van  Amber  Brown,  Detroit,  Michigan. — My  first  case 
of  spinal  anesthesia  came  about  thirteen  years  ago,  and  it  was  the 
last  kind  of  a  case  in  which  one  should  think  of  using  spinal  anes- 
thesia. The  patient  was  a  five-year-old  child.  Itwascontraindicated 
on  account  of  a  low  blood  pressure  which  we  find  in  children.  One 
of  the  beauties  of  spinal  anesthesia  is  that  it  is  indicated  where  general 
or  inhalation  anesthesia  is  contraindicated. 

Too,  the  essayist  spoke  of  the  abdomen  being  soft.  That  is  true, 
usually,  but  the  trouble  is  that  frequently  it  is  just  the  opposite. 
When  it  is  not  true,  you  have  a  bad  abdomen  because  5  per  cent. 
of  the  spinal  anesthesias  are  followed  by  vomiting,  and  abdominal 
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rigidity,  when  it  is  an  abdominal  case  you  cannot  go  on  with  your 
work.  In  5  per  cent,  of  the  cases  your  spinal  anesthetic  will  not 
act,  and  the  patient  should  be  instructed  accordingly  before  you 
attempt  to  anesthetize  her  with  the  spinal  method,  and  be  prepared 
to  go  on  and  give  a  general  anesthetic,  because  ether  is  not  a  con- 
traindication where  you  have  previously  given  a  spinal  injection. 

The  headaches  are,  as  the  last  speaker  just  remarked,  occasioned 
no  doubt  by  low  blood  pressure.  We  should  bear  in  mind  that  the 
coal-tar  derivatives  are  contraindicated  and  we  should  give  something 
to  raise  blood  pressure. 

With  regard  to  the  safety,  I  happened  to  be  in  the  Bier  clinic  when 
Bier  was  able  to  report  his  results  in  4000  cases  of  spinal  anesthesia 
by  tropacocain.  Previous  to  this  he  had  used  stovain,  and  the 
accidents  were  so  numerous  that  he  abandoned  its  use.  Of  the 
4000  cases  in  which  tropacocain  was  used  there  were  only  two  deaths, 
one  in  which  a  mistake  was  made  by  giving  a  double  dose.  The  other 
by  giving  the  wrong  drug.  Such  a  report  I  think  speaks  very  well 
for  the  safety  of  tropacocain  anesthesia. 

Dr.  Samuel  W.  Baxdler,  New  York  City. — While  I  am  not 
actively  using  this  method  myself,  I  have  for  several  years  at  the 
Post-Graduate  Hospital  watched  Dr.  Boldt  who  has  been  an  advocate 
of  this  method,  as  you  all  know,  particularly  in  cases  of  carcinoma.  I 
have  followed  these  cases  with  him  and  watched  them,  and  have 
noticed  the  results.  In  a  number  of  cases  the  abdomen  is  not  soft, 
but  is  rigid,  and  ether  has  to  be  given  in  addition  to  the  other  anes- 
thetic. That  is  an  additional  shock.  In  the  latter  months  he  has 
adopted  the  method  of  giving  morphin  and  scopolamin  before  re- 
sorting to  intraspinal  anesthesia,  and  that  went  much  better,  but  in 
spite  of  that  it  was  necessary  to  add  on  a  little  ether,  and  I  think  we 
all  agree  it  is  giving  the  patient  much  more  ether  morphin  and 
scopolamin  and  spinal  anesthesia  than  he  or  she  should  have.  So  I 
believe  that  Dr.  Boldt  is  not  quite  as  enthusiastic  about  the  method 
except  in  the  urgent  cases  of  carcinoma  as  is  Dr.  Huggins.  Watch 
these  cases  in  which  you  give  morphin  and  scopolamin  and  spinal 
anesthesia,  and  when  they  go  to  bed  their  condition  is  not  such 
as  to  give  much  joy.  There  are  almost  dead  to  the  world.  They 
suffer  from  headaches;  it  takes  them  a  long  time  to  get  back  to  the 
normal. 

The  method  of  anesthesia  we  use  in  the  largest  number  of  cases — 
and  we  have  on  an  average  thirty  major  operations  a  day — except 
where  there  are  contraindications,  is  ether  by  the  open  method,  and 
recently  they  have  introduced  the  Montgomery  apparatus.  It 
acts  by  means  of  a  gas  arrangement.  There  is  a  certain  amount  of 
pressure  in  the  bottle;  a  mask  a  little  different  from  the  ordinary 
chloroform  mask  is  put  over  the  patient's  face  and  by  means  of  a 
stop  cock  you  can  regulate  the  number  of  drops  per  minute.  The 
ether  is  given  by  that  method.  Ether  at  the  Post-Graduate  Medical 
School  is  not  given  by  the  house  staff  but  by  nurses  who  are  trained 
to  ;do  that  work,  some  of  whom  must  have  given  anesthesia  to 
at  least  2000    cases.      They  do  it  in  cases  of  all  sorts   for    all 
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surgeons.  I  wish  to  say,  that  practically  all  of  us  have  for  some  years 
given  3^6  of  ^  grain  of  morphin,  3''i50  of  ^  grain  of  atropin  and  3^50 
of  a  grain  of  scopolamin  an  hour  before  the  anesthesia  is  administered. 
We  find  it  works  beautifully,  and  it  ends  without  shock  or  annoyance 
to  the  patient. 

Recently  nausea  and  vomiting  have  been  obviated  by  adopting 
the  following  principle:  Every  patient  on  whom  a  laparotomy  or 
other  major  procedure  is  performed,  as  soon  as  she  gets  back  to  bed, 
is  not  given  a  thing  by  mouth  for  forty-eight  hours.  She  is  put  on 
the  jMurphy  drip  and,  whether  she  is  in  a  normal  condition  or  not, 
she  gets  1000  c.c.  of  tap  water,  with  twenty  drops  of  adrenahn  in 
it,  or  1000  c.c.  of  normal  saline  per  rectum.  Every  three  hours  or 
every  six  hours,  as  necessary,  3^^  grain  of  morphin,  3^50  grain  of 
atrophin  are  given  and  those  who  have  followed  the  progress  of 
anesthesia  in  their  own  cases  by  this  plan  say  it  is  a  positive  pleasure. 

I  would  like  to  make  the  assertion  that  there  will  not  be  one  patient 
out  of  fifty  who  has  nausea  or  vomiting  when  this  method  is  followed. 
So  if  you  give  ether  by  the  method  spoken  of,  with  a  little  morphin 
and  scopolamin  beforehand,  and  give  tap  water,  you  will  have  no 
shock.  You  have  no  nausea  and  vomiting;  you  have  no  headache, 
and  after  all,  it  gives  satisfactory  results  in  90  per  cent,  of  all 
cases  as  they  come  along. 

While  the  spinal  method  of  anesthesia  has  its  indications  in  a 
certain  class  of  cases,  and  we  must  hsten  to  a  man  of  Dr.  Huggins' 
eminence,  who  tells  us  it  is  the  quickest  and  most  ideal  anesthetic 
he  has  found,  yet  I  believe  the  old  method  of  which  I  have  spoken 
is  about  as  good  as  anything  that  has  yet  been  discovered. 

Dr.  Charles  L.  Bonifield,  Cincinnati,  Ohio. — I  cannot  resist 
the  temptation  to  talk  on  anesthesia  for  just  a  minute,  because  I 
want  to  say  something  that  I  am  sure  none  of  you  will  say. 

In  the  first  place,  I  was  interested  in  what  Dr.  Elbrecht  said  about 
giving  the  patient  carbonic  acid  gas  with  the  chloroform.  I  do  not 
propose  to  argue  the  method  of  giving  ether;  I  will  do  that  on  some 
other  occasion  when  I  have  plenty  of  time  to  take  it  up.  But  as  a 
preliminary  to  my  remarks  I  will  state  that  I  have  ether  adminis- 
tered by  the  old-fashioned  closed  method,  and  my  reason  for  doing 
it  is  that  I  have  witnessed  the  administration  of  anesthetics  all  over 
this  country  and  in  Germany,  and  have  never  seen  as  nice  anesthesias 
as  are  secured  by  giving  ether  in  this  way.  So  my  anesthetic  is 
ether  always  given  in  the  old-fashioned  way.  There  are  two 
reasons  for  that:  the  ether  is  warmed  by  being  in  a  cone,  and  secondly, 
we  can  regulate  how  much  of  the  carbonic  acid  gas  we  get,  and 
carbonic  acid  is  a  reliable  stimulant  for  respiration.  In  using  this 
method  sufiScient  cotton  is  put  in  the  cone  to  retain  about  3  ounces  of 
ether  and  leave  a  considerable  space  in  the  cone  for  the  accumulation 
of  ether  vapor.  Three  ounces  is  poured  on  before  the  beginning  of 
anesthesia  so  that  there  be  no  occasion  to  add  fresh  ether  during 
the  first  half  hour.  This  prevents  irritation  of  the  air  passages  and 
enables  the  anesthetist  to  crowd  the  anesthetic  just  at  the  moment 
crowding  is  advisable. 
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The  majority  of  people  give  ether  by  the  drop  method.  They 
seem  to  prefer  to  swim  with  the  tide  and  as  drop  ether  was  brought  to 
us  from  across  the  water,  they  think  it  must  be  an  improvement, 
though  they  cannot  tell  you  why.  Naturally  I  have  a  few  disciples. 
Among  them  is  a  general  surgeon,  Dr.  W.  E.  Savage,  who  many 
years  ago  was  an  interne  of  mine.  Dr.  Savage  observed  when  he 
was  my  interne  that  I  sometimes  operated  on  cases  of  tubercular 
peritonitis,  and  did  not  do  anything  but  open  the  abdomen  and  close 
it  up  and  the  patient  got  better.  He  was  not  satisfied  with  any 
explanation  of  this  result  that  I  could  give  him.  Later  he  opened  an 
abdomen  for  tubercular  peritonitis  and  found  the  intestines  and 
omentum  so  closely  adherent  to  the  abdominal  wall  that  he  deemed 
it  unwise  to  separate  them.  This  case  did  as  well  as  the  others  he 
had  seen.  He  reasoned  from  this  that  it  could  not  be  the  admission 
of  air  into  the  peritoneal  cavity  that  had  the  beneficial  effect  and 
that  there  were  only  two  things  left  to  explain  it.  The  incision  and 
the  anesthetic. 

He  thought  it  more  probable  that  the  anesthetic  was  the  thera- 
peutic agent  and  tried  giving  the  patient  ether  by  the  closed  cone 
method  and  found  they  did  as  well  as  though  he  opened  the  abdomen. 
This  led  him  to  try  it  in  advanced  cases  of  pulmonary  tuberculosis. 
I,  myself,  had  the  pleasure  of  seeing  one  of  his  cases  v/ho  had  entered 
the  hospital  ^\ith  a  rapidly  progressing  lesion  of  the  lungs.  His 
temperature  was  103,  pulse  120  and  he  was  absolutely  unable  to 
take  food.  Forty-eight  hours  after  an  ether  anesthetic  his  tem- 
perature dropped  to  normal  and  he  was  eating  substantial  food  with 
rehsh  and  showed  every  evidence  of  improvement. 

Dr.  Huggins  spoke  of  tuberculosis  of  the  lungs  as  a  contraindica- 
tion of  the  use  of  ether.  Dr.  Thad.  Reamy  used  to  tell  his  patients 
if  they  were  suffering  from  a  mild  bronchitis,  ether  would  cure 
them.  His  experience  and  that  of  Dr.  Savage  would  seem  to  indicate 
that  tuberculosis  of  the  lungs  is  not  a  contraindication  to  the  use  of 
ether. 

There  is  one  other  point  I  wish  to  make.  I  beHeve  it  is  one  of  the 
greatest  importance  if  we  give  chloroform  or  ether,  to  make  it  a 
routine  practice  to  alkalinize  the  patient's  urine  before  the  anes- 
thetic is  given.  To  alkahnize  the  urine  it  is  necessary  to  give  alkahes 
in  small  doses  frequently  repeated  in  large  quantities  of  water.  It 
cannot  be  done  by  administration  of  large  doses  because  they  will 
not  be  absorbed.  It  usually  takes  thirty-six  to  forty-eight  hours  to 
render  the  urine  alkaline.  If  you  do  this  you  are  counteracting  the 
acidosis  which  is  really  the  poison  that  these  anesthetics  produce. 

Dr.  James  E.  Davis,  Detroit,  Michigan.— There  are  one  or  two 
points  that  occur  to  me  in  connection  with  this  paper  and  discussion. 
In  the  use  of  spinal  anesthesia  you  administer  a  definite  quantity  at 
one  time,  and  you  cannot  vary  it.  With  ether  or  chloroform  you 
vary  the  amount  of  the  anesthetic  according  to  the  findings  at  the 
operation;  also  with  ether  or  chloroform  you  can  vary  the  depth  of 
the  anesthesia,  but  this  cannot  be  done  with  spinal  anesthesia. 
There  is  an  important  point  in  guarding  the  length  of  time  the 
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anesthetic  will  be  given  and  also  another  in  giving  the  anesthetic 
according  to  the  requirements  of  the  case.  Where  some  injury  is 
being  done,  and  where  pain  is  being  caused,  the  anesthesia  ought  to 
be  deeper.  WTiere  there  is  very  little  tension  the  anesthetic  can  be 
varied  and  very  little  need  be  given.  These  are  important  ad- 
vantages in  favor  of  the  anesthetic  given  by  inhalation. 

Dr.  Rufus  B.  Hall,  Cincinnati,  Ohio. — I  have  been  very  much 
interested  in  the  paper  of  Dr.  Huggins,  and  I  think  the  profession 
is  very  well  united  on  the  fact  that  there  are  individual  cases  in  which 
spinal  anesthesia  is  desirable,  but  I  do  not  think  the  profession  to-day 
is  united  at  all  or  is  willing  to  make  it  a  routine  practice.  We  may 
come  to  that,  but  for  the  reason  stated  by  the  last  speaker,  it  will 
take  a  long  time  to  overcome  the  prejudice  in  the  human  mind  that 
we  must  give  a  maximum  dose  and  we  cannot  get  rid  of  it,  if  anything 
should  go  wrong  that  would  be  against  it.  No  doubt  prejudice  would 
have  to  be  overcome  by  experience.  I  am  free  to  say,  that  I  have 
had  no  personal  experience  with  this  form  of  anesthesia,  and  so  far 
as  my  results  are  concerned,  I  would  not  want  to  say  anything  in  de- 
preciation of  this  paper  or  the  method  advocated,  but  I  do  want  to 
emphasize  what  is  now  recognized  to  be  a  very  important  clinical 
fact,  that  a  person  who  is  specially  equipped,  both  by  temperament 
and  experience,  is  a  very  great  and  safe  factor  in  the  administration 
of  anesthetics.  I  was  among  the  first  men  in  the  country  to  employ 
a  special  anesthetist.  In  1888  I  employed  a  special  anesthetist. 
From  that  time  to  the  present  I  have  had  my  fourth  man  only 
to  give  anesthetics.  Not  in  that  period  have  I  operated  without  my 
special  man  to  give  the  anesthetic  as  many  times  as  there  are  fingers 
on  one  hand.  I  am  perfectly  willing  to  do  emergency  operations  if 
I  can  only  get  the  assistance  of  helpers  and  nurses  without  much 
experience,  but  I  want  my  man  to  give  the  anesthetic.  It  is  a  safety 
to  the  patient  and  advantage  to  the  operator,  and  I  think  a  great 
many  men  now  follow  that  plan. 

When  an  operator  is  working  every  day  he  becomes  accustomed  to 
a  certain  plan,  to  a  certain  anesthetic,  and  to  a  certain  routine  of 
giving  the  anesthetic.  He  separates  and  selects  his  cases,  or  should 
do  so,  and  does  not  give  the  same  anesthetic  to  all  patients.  He 
should  know  the  contraindications,  and  should  select  the  anesthetic 
for  the  individual  patient.  That  is  a  safe  working  rule.  For  fifteen 
years  the  usual  anesthetic  given  in  my  work  was  chloroform.  Every 
one  else  had  been  administering  ether  a  long  time  before  I  took  it 
up.  I  went  to  ether,  I  WTOte  a  paper  on  the  subject  and  gave  my 
reasons  for  its  use.  I  did  not  have  a  lot  of  deaths  from  chloroform, 
and  that  was  not  the  reason  I  gave  it  up.  I  am  still  giving  chloro- 
form occasionally,  and  we  give  ether  and  even  local  anesthesia.  I 
have  not  tried  spinal  anesthesia,  but  I  am  convinced  that  there  are 
cases  in  which  spinal  anesthesia  can  be  employed  to  great  advantage 
by  the  surgeon.  I  am  sure,  there  are  cases  where  it  would  be  a 
distinct  advantage  to  use  it,  but  it  is  not  worth  while  to  experiment 
with  it.  It  must  be  given  systematically  as  Dr.  Huggins  has  pointed 
out. 
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Dr.  Zinke. — Why  did  you  quit  chloroform? 

Dr.  Hall. — On  account  of  the  bad  effect  it  had  on  the  kidney 
secretion  and  to  the  hver. 

Dr.  Huggins  (closing  the  discussion). — I  appreciate  very  much 
the  free  discussion  given  my  paper.  Dr.  Pantzer  spoke  about 
narcosis  anesthesia.  I  would  like  to  ask  him  if  he  has  had  difficulty 
in  securing  good  anesthesia  when  it  has  been  necessary  to  supple- 
ment the  use  of  morphin  and  scopolamin  by  giving  ether  owing  to 
slowing  of  the  respiratory  rate. 

Dr.  Pantzer. — In  the  rarest  cases  only,  Doctor. 

Dr.  Huggins  (resuming). — I  do  not  want  to  give  the  impression 
that  I  have  too  much  assurance  in  the  use  of  spinal  anesthesia.  I 
beheve  that  it  has  a  place  in  gynecological  operations  and  that  every 
operator  doing  pelvic  work  should  become  interested  in  this  form  of 
anesthesia  and  at  least  consider  it  from  an  unprejudiced  viewpoint. 
Every  anesthetic  has  its, contraindications.  There  is  no  doubt  that 
spinal  anesthesia  has  its  contraindications  and  for  that  reason  should 
be  given  only  by  the  operator  after  most  careful  study  of  the  patient. 
There  is  no  question  that  we  do  have  a  certain  percentage  of  head- 
aches— no  one  has  been  able  to  tell  us  why.  We  sometimes  get 
headaches  after  the  withdrawal  of  the  spinal  fluid.  It  may  be  the 
effect  of  the  drug  but  as  to  that  we  are  not  sure.  We  have  head- 
aches after  ether  and  after  every  form  of  anesthesia.  In  intestinal 
obstruction  patients  are  desperately  sick  and  if  ether  or  chloroform 
are  used  and  the  patients  die  nothing  is  thought  of  it  but  if  spinal 
anesthesia  is  given  and  death  ensues,  the  anesthetic  is  condemned. 

Reference  has  been  made  to  the  condition  of  these  patients  after 
they  leave  the  operating  room.  This  is  one  of  the  advantages  of 
spinal  anesthesia.  The  contrast  between  the  postoperative  re- 
covery of  these  patients  as  compared  with  those  who  have  had  ether 
is  quite  marked.  There  is  seldom  any  trouble  from  vomiting,  the 
patients  are  quiet  and  comfortable  and  postoperative  distention  is 
much  less  and  there  is  no  shock. 

Dr.  Hall. — In  abdominal  operations,  I  would  like  to  ask  you 
whether  the  abdominal  muscles  are  relaxed  more  than  they  are  under 
ether? 

Dr.  Huggins. — The  abdominal  muscles  are  absolutely  relaxed. 
Dr.  Bandler  has  evidently  seen  poor  spinal  anesthesia.  If  it  is 
properly  induced,  there  is  complete  relaxation  of  the  abdominal 
muscles.  After  using  spinal  anesthesia  one  dislikes  to  go  back  to 
the  inhalation  method  for  this  reason. 

Dr.  Hall. — May  I  ask  you  another  question?  Supposing  you 
were  operating  for  extirpation  of  the  uterus  for  cancer  and  you 
wanted  to  make  a  wide  dissection,  can  you  put  the  patient  in  the 
Trendelenburg  position  safely? 

Dr.  Huggins. — Yes.  That  is  why  we  use  alcohol  in  the  solution 
thus  making  it  lighter  than  the  spinal  fluid.  When  this  is  done 
raising  the  hips  causes  the  fluid  to  be  carried  downward,  that  is, 
toward  the  bottom  of  the  spinal  canal.  We  use  ether  in  our  general 
routine  service  but  we  believe  spinal  anesthesia  is  worthy  of  careful 
trial  and  unprejudiced  investigation. 
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COLLOIDAL  SILVER  IN  SEPSIS.* 

BY 

G.  VAN  AMBER  BROWN,  M.  D., 

Detroit,   Mich. 

It  is  a  well-known  fact  that  during  immunization  specific  protective 
bodies  are  formed,  which  circulate  in  the  blood  and  furnish  protec- 
tion against  infection  or  intoxication  by  neutralizing  toxins  and 
destroying  bacteria,  or  preparing  them  for  ingestion  by  phagocytes. 
The  serological  era  brought  us  different  seras  intended  to  provoke 
these  actions  in  another  organism. 

The  sera  which  were  made  only  for  their  antitoxic  action  have 
given  the  greatest  success,  but  the  bacteriolytic  sera  failed.  Their 
katabolic  action  in  destroying  bacteria  was  successful;  but  in  de- 
stroying them  the  endotoxins  of  the  bacteria  were  liberated  and  the 
serum  failed  to  neutralize  the  endotoxins.  Hence  these  sera  have 
been  disappointing.  All  experiments  to  obtain  an  immunization 
against  the  toxins  have  failed,  so  that  Wolfe-Risner  has  claimed  it  to 
be  impossible.  Wassermann  explains  this  failure  by  the  inability  to 
fit  amboceptors.  The  amboceptors  are  increased  during  immuni- 
zation, but  the  complement  remains  the  same.  Since  amboceptors 
without  complement  remain  inactive,  even  the  strongest  serum  is 
only  slightly  effective,  in  accordance  with  its  complement  contents. 
With  the  streptococcic  immunization  sera  the  inefficiency  of  the  cura- 
tive effect  is  suflSciently  shown  by  the  numerous  methods  by  which 
different  serologists  have  endeavored  to  obtained  a  perfect  serum. 
The  serums  of  Marmorek,  of  Aranzon,  of  Menzer,  or  of  Meyer- 
Ruppel  have  not  served  their  purpose  in  puerperal  fever. 

Lavern  showed  that  arsenious  acid  will  destroy  trypanosomes  in 
the  blood.  By  a  study  of  the  trypanosomes  and  spirochetes  Paul 
Ehrlich  introduced  a  new  phase  into  therapeutics:  chemo-therapy 
in  contradiction  to   pharmaco-therapy. 

In  the  different  kinds  of  sepsis  silver  is  a  well-known  therapeutic 
factor;  but  silver  has  a  great  tendency  to  enter  into  insoluble  com- 
bination with  the  chlorides  and  phosphates  of  the  blood  plasma, 
which  minimizes  its  antiseptic  effect.     In  1897  Konig  showed  ex- 

*  Read  before  the  American  Association  of  Obstetricians  and  Gyneologists  at 
Pittsburgh,  Pa.,  Sept.  14-16,  1915. 
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perimentally  that  the  antiseptic  action  of  different  salts  of  equal 
molecular  concentration  differed  according  to  the  degree  of  dissocia- 
tion. The  more  dissociated  a  solution  the  greater  its  antiseptic 
activity. 

Since  Lenard  discovered  the  a;-rays  the  study  of  them  by  R5ntgen 
and  his  co-workers,  together  with  the  study  of  the  emission  of  rays 
from  certain  metals,  has  introduced  a  new  theory  into  physico-chem- 
istry  known  as  the  electrionic  theory.  According  to  this  theory  the 
atoms  are  not  the  ultimate  fractional  parts  of  the  molecules,  they 
are  only  theoretically  there.  Each  atom  is  composed  of  several 
hundred  electrons.  The  hydrogen  atom,  for  instance,  has  about 
800  electrons,  each  of  which  is  charged  with  electricity.  Whenever 
a  compound  goes  into  solution  its  molecules  are  changed  into  ionized 
atoms.  In  every  electroHte  there  is  a  perpetual  movement  of  the 
ions  in  indefinite  directions.  When  an  electrical  current  is  sent 
through  a  solution  it  converts  more  of  the  molecules  into  ions  and 
they  become  definitely  directed  in  their  wanderings,  each  ion  possess- 
ing an  electrical  charge. 

Mercury  as  a  germicide  gives  a  good  example  of  ionic  activity. 
If  we  study  mercuric  iodide  and  mercuric  bromide,  each  containing 
the  same  amount  of  mercury  per  volume,  we  find  they  have  a  differ- 
ent activity  upon  living  bacteria.  It  is  the  individual  ionic  state 
which  is  important  and  not  the  quantity  of  mercury. 

Laboratories  have  prepared  by  electrolysis  a  colloidal  silver  called 
electrargol.  Electrargol  is  heterogeneous  including  two  essential 
parts,  a  liquid  medium  and  solid  particles.  The  solid  particles 
are  seen  only  by  the  ultramicroscope  on  a  dark  ground,  as  a  multi- 
tude of  (o.i-o.oi  mikron)  particles  moving  in  the  solution,  each  of 
these  having  an  electrical  charge.  Every  ion  has  its  own  antiseptic 
power,  hence  the  electrargol  combined  by  these  particles  represents 
a  larger  surface  of  antiseptic  power  than  other  colloidal  salts  of  silver. 

What  do  we  expect  from  an  ideal  general  antiseptic?  First,  a 
real  and  complete  katabolic  action  on  bacteria  and,  second,  a  pro- 
tecting influence  on  the  body  by  stimulation  of  leukocytes  to  phago- 
cytosis.    From  this  viewpoint  electrargol  is  ideal. 

We  obtained  virulent  streptococci  from  Parke  Davis,  made  cul- 
tures in  ascites  bouillon,  putting  five  drops  of  electrargol  into  each 
tube.  No  growth  was  obtained.  We  sprayed  electrargol  onto  a 
growth  of  bacteria  on  ascites  agar.  We  transplanted  the  islands 
which  came  in  contact  with  electrargol  and  those  which  did  not.  We 
obtained  growth  in  our  cultural  tubes  from  those  that  did  not  come 
in  contact  with  electrargol  spray,  but  no  growth  from  the  others. 
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As  to  the  stimulation  of  leukocytosis,  we  injected  rabbits  with 
half  c.c.  electrargol.  The  white  blood  cells  raised  from  6000  to 
10,000-13,000;  the  polymorphonuclear  leukocytes  from  50  or  60  per 
cent,  to  80  or  90  per  cent.  It  is  interesting  to  show  that  twelve 
hours  after  injection  there  appeared  a  slight  leukolysis  (7000  to  6600) 
but  after  twenty-four  hours  the  high  leukocytosis  always  appeared. 

We  used  in  the  following  line  of  experiments  4-pound  rabbits 
and  bacteria  of  uniform  virulence.  Two  classes  of  animals  were 
studied,  those  injected  with  virulent  streptococci  and  those  protected 
by  injection  of  electrargol  and  later  injected  with  streptococci. 
Only  one  animal  from  each  class  is  noted  in  this  report  since  each  is  a 
fair  illustration  of  what  happened  to  every  animal  treated. 

Rabbit  A. — Four  pounds.  Temperature  96.  Leukocyte  count 
6600  with  34  per  cent,  polymorphonuclears.  Injected  with  3^2  c.c. 
streptococcus  emulsion  intraperitoneally.  Next  day  quiet,  ate 
normally,  temperature  96.4,  leukocyte  count  15,000  with  polymor- 
phonuclears 76  per  cent.  After  three  days  restless,  leukocyte  count 
17,000,  temperature  102.  Blood  culture  shows  streptococci.  Dies 
after  seven  days. 

Rabbit  B. — Four  pounds.  Temperature  96.5.  Leukocyte  count 
8000  with  43  per  cent,  polymorphonuclears.  Injected  with  3  c.c.  of 
electrargol.  Twelve  hours  later  injected  the  same  amount  (3^  c.c.) 
of  the  same  streptococcus  emulsion  as  in  rabbit  A.  Remains  quiet, 
acts  normally.  Next  day  leukocyte  count  10,000  with  60  per  cent, 
polymorphonuclears.  After  forty-eight  hours  blood  culture  did  not 
show  any  growth.  After  seventy-two  hours  rabbit  is  lively,  devel- 
oping no  symptoms  of  sickness.  Leukocyte  count  9000,  animal 
remains  well. 

So  we  see,  in  vivo  as  in  vitro,  that  this  colloidal  silver  possesses  the 
requirements  demanded  in  a  chemical  general  antiseptic.  Electrargol 
does  not  go  into  insoluble  precipitate  either  with  the  albumins  or 
with  the  chlorides  of  the  blood  plasma,  hence  its  effectiveness  anti- 
septically  is  retained  in  the  blood  stream.  Being  a  colloid  it  does  not, 
like  a  crystaloid,  pass  through  animal  membrane  by  dialysis  which 
would  permit  of  its  rapid  elimination,  but  remains  long  in  the  tissues 
performing  its  antiseptic  duties. 

We  noticed  in  our  patients  treated  by  electrargol  another  impor- 
tant point.  The  temperature  rises  three  to  five  hours  after  adminis- 
tration. This  we  believe  shows  that,  after  destroying  the  bacteria, 
the  toxins  are  liberated  into  the  blood  stream  and,  as  foreign  albu- 
mins, cause  the  intoxication,  this  being  soon  overcome  by  the  action 
of  the  drucr. 
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Colloidal  silver  has,  as  we  know,  been  used  in  septic  cases  before 
now,  and  there  is  much  literature  on  the  subject.  Collargol  differs 
from  electrargol  in  that  it  is  a  chemically  made  colloid  silver,  while 
electrargal  is  obtained  by  electrical  means;  that  is,  by  passing  an 
electrical  current  through  the  solution,  causing  the  ions  to  wander  in 
the  solution  according  to  strict  physical  laws  which  allow  each  ion 
separately  to  accomplish  its  germicidal  and  fermentative  action. 

Electrargol,  in  the  last  few  years,  has  been  much  used  in  different 
septic  conditions;  not  however,  so  far  as  I  know,  in  the  bacteriemias. 
Here  the  results  are  very  satisfactory.  Let  me  cite  some  of  our  own 
cases  which  were  with  one  exception  treated  in  Providence  Hospital, 

Case  I.— Referred  by  Dr.  George,  who  later  reported  to  me  the 
following:  G.  L.,  pattern-maker.  English.  March  i6,  1915,  re- 
ceived slight  scratch  on  dorsum  of  little  finger  of  left  hand.  He 
consulted  me  the  next  day  with  a  developing  lymphangitis.  Glands 
in  the  axilla  slightly  enlarged  and  tender,  headache,  etc.,  had  had  a 
chill.  Finger  was  dressed  with  alcohol  and  boracic  acid  and  ice- 
bag  applied.  On  the  21st,  pulse  84,  temperature  96,  respiration 
normal.  On  the  22nd,  another  chill,  pulse  120,  temperature  102. 
Finger  was  incised,  the  dressings  renewed.  A  scarlatinic  rash  made 
its  appearance  on  the  face,  neck  and  chest.  Headache  intense,  com- 
plained of  dark  spots  before  the  eyes.  No  delirium.  On  the  23d, 
A.  M.,  pulse  100,  temperature  100;  3  p.  m.  had  another  chill,  pulse 
118,  temperature  102.3.  The  rash  had  extended  over  the  remain- 
der of  the  body.  On  the  24th,  A.  m.,  pulse,  v.a.  105,  temperature 
loi.  He  was  seen  at  noon  in  consultation  with  Dr.  Brown;  at  3  p.m., 
5  c.c.  electrargol  was  administered  intravenously,  pulse  120,  tem- 
perature 103,  at  6  p.  M.,  pulse  135,  temperature  104.  25th,  a.  m., 
pulse  no,  temperature  100,  headache  had  disappeared;  decidedly 
better  condition,  p.  m.,  pulse  100,  temperature  loi.  26th,  a.  m.,  pulse 
100,  temperature  98.8;  p.  m..  Pulse  100,  temperature  99.7.  27th, 
noon,  pu'se  60,  temperature  98.8.  The  rash  had  faded.  Desquama- 
tion had  begun — the  epidermis  of  the  hands  and  feet  peeling  off 
in  large  casts  conforming  to  the  shape  of  the  fingers  and  toes.  April 
5,  able  to  visit  me  at  my  ofi&ce  and  said  he  felt  able  to  go  back  and 
do  light  work.  April  6,  I  was  called  by  his  mother,  who  said  he 
had  caught  a  severe  cold.  He  contracted  an  influenza  which  kept 
him  in  bed  for  several  days.  He  recovered  and  is,  at  present,  in 
good  health. 

Case  II. — Referred  by  Dr.  Meddaugh.  Mrs.  G.  S.,  aet.  twenty- 
five,  housewife.  Previous  history  had  nothing  of  importance.  Was 
confined  March  8.  On  the  sixth  day,  her  temperature  went  up  to 
100,  she  was  restless,  pulse  100,  respiration  30.  She  was  admitted 
into  hospital  March  15.  Temperature  suddenly  rose  to  104,  pulse 
130,  respiration  30,  leuokcyte  count  13,000  with  83  per  cent,  poly- 
morphonuclears. In  the  afternoon  she  had  a  chill  lasting  thirty 
minutes,  another  chill  at  6  p.  m.,  and  another  at  10  p.  m.     Tempera- 
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ture  rose  after  last  chill  to  106.2.  Delirious  during  the  night.  On 
the  1 6th,  she  had  three  chills  during  the  day,  each  lasting  from  twenty 
to  thirty  minutes,  temperature  ic6.8,  pulse  130,  respiration  30. 
Very  cyanotic,  restless  and  delirious.  Cervical  smears  showed  strep- 
tococci and  staphylococci.  Treatment  only  local  douches  and  bro- 
mides. On  the  17th,  electrargol,  intravenously,  5  c.c.  at  10  A.  m. 
Temperature  dropped  to  99.  On  the  i8th,  chill  lasting  thirty  min- 
utes. Temperature  rose  to  105,  pulse  130,  vomiting,  perspiration,  rash 
appeared  on  extremities.  On  the  19th,  electrargol,  intravenously 
5  c.c,  temperature  106,  pulse  130.  At  six  o'clock  in  the  morning, 
temperature  suddenly  dropped  to  97,  pulse,  60.  On  the  20th, 
electrargol  intravenously,  temperature  rose  to  104,  pulse  140. 
After  four  hours,  temperature  dropped  to  100.  Patient  still  ir- 
rational, but  no  chills.  21st  and  2 2d,  no  chills,  temperature 
varied  from  97  to  102,  headache  but  quiet.  23d,  electrargol, 
intravenously,  5  c.c,  temperature  100,  pulse  60,  respiration  20. 
24th,  temperature  98,  pulse  90,  respiration  20,  slept  well,  no 
rise  of  temperature.     She  left  the  hospital  March  28,  sixteenth  day. 

Case  III. — Referred  by  Dr.  Haverstock.  This  case  is  of  interest, 
because  of  the  exact  data  of  the  temperature  and  pulse  after  elec- 
trargol injection. 

Mrs.  S.  Septic  after  abortion.  Temperature  varied  between 
98  and  105.  Staphylococci  found  by  cervical  culture  and  pure 
streptococci  in  the  blood.  She  suffered  from  acute  nephritis  and 
acute  hemiplegia.  Desperate  case  without  any  hope.  Resistance 
of  the  patient  on  admittance  so  low  that  leukocyte  count  was  only 
5000  but  90  per  cent,  polymorphonuclears.  Chills  every  hour, 
unconscious.  The  patient  could  not  be  saved,  but  the  electrargol 
injections  stopped  the  chills  for  forty-eight  hours.  Previously  Van 
Cotti's  vaccine  raised  the  temperature  from  102  to  104.  Elec- 
trargol, intravenously,  had  following  effect:  Given  at  10.30,  tem- 
perature loi,  pulse  120;  II  o'clock,  temperature  102,  pulse  120,  res- 
piration 24;  12  o'clock,  temperature  loi,  pulse  100,  respiration  22; 
I  o'clock,  temperature  100,  pulse  98,  respiration  24;  2  o'clock,  tem- 
perature 100,  pulse  94,  respiration  22;  temperature  remained  for  the 
next  twenty-four  hours  under  loi;  again,  temperature  104,  pulse  130, 
respiration  30.  Electrargol  5  c.c,  intravenously,  10  a.  m.  ii  a.  m., 
temperature  102.4,  pulse  no,  respiration,  24;  12  m.,  temperature 
102.  pulse  108,  respiration  24;  i  p.  m.,  temperature  loi,  pulse  100, 
respiration  22;  6  p.m.  same;  10  p.  m.  same. 

Case  IV. — Polish  woman,  aged  nineteen,  small  in  stature.  After 
a  prolonged  labor,  she  was  instrumentally  delivered  of  a  123^^-pound 
boy.  She  was  torn  through  the  rectovaginal  wall  nearly  up  to  the 
cervLx.  A  few  days  later  she  developed  chills  and  fever.  When 
admitted  to  the  hospital,  her  temperature  was  105,  pulse  130.  She 
was  delirious  and  had  no  remembrance  of  her  first  four  weeks  in  the 
hospital.  During  the  first  eleven  days  she  was  on  another  service 
where  the  usual  treatment  was  carried  out.  Her  condition  was 
desperate.  Temperature  varying  from  98  to  106,  pulse  80  to  135. 
Through  the  courtesy  of  the  other  service  we  were  permitted  to  try 
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colloidal  therapy.  '  Examination :  General  appearance  one  of  exhaus- 
tion. Skin  light  lemon  color  with  brown  spots.  Facies  septic. 
Mind  a  blank.  Localized  findings  negative,  other  than  vaginal 
injuries.  Temperature  104,  pulse  90.  Culture  from  cervix  showed 
colon  bacillus  and  a  streptococcus,  culture  from  blood  staphylococcus 
aureus.  Leukocyte  count  9600.  Two  days  later,  9  a.  m.,  tempera- 
ture 99 ;  pulse  90.  Injection  electrargol  lo  a.  m.,  at  noon  temperature 
102,  pulse  105.  Next  day,  temperature  100.8,  pulse  100.  Injection 
of  electrargol  at  12  m.,  temperature  101.7,  pulse  100.  Never  again 
above  100.  After  forty-eight  hours  the  temperature  remained 
normal.  Two  weeks  later  the  vaginal  injuries  were  repaired,  healing 
by  first  intention.  She  made  a  splendid  recovery,  leaving  the  hos- 
pital four  weeks  later  in  good  physical  condition.  She  lately  re- 
ported that  she  is  several  months  pregnant. 

Case  V. — A  very  interesting  result  was  obtained  in  the  following 
case,  referred  by  Dr.  H.  W.  Yates.  Polish  woman,  aet.  twenty-five. 
Was  admitted  to  the  hospital  on  July  31,  the  ninth  day  after  confine- 
ment. Temperature  104,  pulse  130,  respiration  40.  Dry  tongue, 
septic  facies,  restless,  leukocyte  count  15,000  with  97  per  cent, 
polymorphonuclears.  Quinine  and  brandy  had  been  given  every 
three  hours.  August  i,  temperature  104.4,  pulse  120,  respiration  30. 
August  3,  electrargol  5  c.c,  intravenously,  temperature  dropped 
to  99,  pulse  no,  respiration  24.  The  next  day  temperature  re- 
mained 99,  but  patient  was  more  comfortable  and  resting,  tongue 
moist.  After  a  week  the  leukocyte  count  was  only  6700  showing  the 
prompt  effect  on  the  infection  by  elevation  of  the  temperature  in  the 
first  hour,  followed  promptly  by  a  gradual  but  steady  drop. 

Thanks  are  due  to  my  associate.  Dr.  Nickolas  Galdonyi,  who 
directed  most  of  the  laboratory  experiments,  and  to  Miss  Gertrude 
Beno,  my  technician,  who  did  much  of  the  detail  work  in  the 
laboratory. 

919  Smith  Building. 

DISCUSSION. 

Dr.  Baughman,  Richmond,  Virginia. — This  is  certainly  a  very 
interesting  paper.  It  takes  me  back  to  1900  when  I  visited  Crede 
the  younger  in  Dresden.  You  are  no  doubt  familiar  with  the  colloid 
Crede  ointment.  He  invited  me  to  see  him  operate.  He  took  a 
probe,  stuck  it  into  an  abscess,  put  some  of  his  silver  solution  on  it, 
and  offered  me  to  put  it  in  my  mouth.  I  did  not  care  to  do  so, 
but  he  did  put  it  in  his  own  mouth.  He  told  me  that  this  silver 
solution  would  cure  any  sort  of  septic  trouble. 

I  am  very  much  interested  in  this  matter,  I  have  seen  a  few 
cases  of  sepsis,  and  I  have  used  this  ointment  in  the  treatment  of 
septic  cases.  Dr.  Brown  has  given  us  an  intelligent  and  interesting 
explanation  of  the  faith  Crede  had  in  him.  I  believe  that  cases 
of  septicemia  which  are  not  of  streptococcic  origin  are  going  to  get 
well.  In  streptococcus  infection  I  believe  in  giving  them  fresh  air 
and  as  little  interference  as  possible.     I  am  now  speaking  of  puerperal 
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septicemia.  I  have  discarded  the  Crede  ointment  method  for  some 
time  because  I  have  seen  no  improvement  with  it.  I  have  not  seen 
any  practical  effect  from  the  use  of  that  ointment  such  as  we  have 
here  with  the  method  of  silver  injection  recommended  and  advocated 
by  Dr.  Brown.     His  paper  is  profoundly  interesting  to  me. 

Dr.  Henry  Schwarz,  St.  Louis,  Missouri. — To  me  Dr.  Brown's 
paper  is  the  most  important  contribution  to  this  meeting,  for  the 
reason  that  in  cases  of  puerperal  septicemia  we  are  up-to-date 
absolutely  helpless,  I  care  not  what  system  or  method  of  treatment 
is  used.  In  any  case  where  you  have  a  virulent  streptococcus  in 
the  blood,  the  woman  is  going  to  die.  Take  a  case  that  is  not  of  the 
ordinary  streptococcic  variety,  but  the  streptococcus  is  brought  from 
a  case  that  has  died  of  erysipelas  or  something  else.  We  have  tried 
time  and  again  every  new  thing  that  came  up;  we  have  tried  anti- 
streptococcic sera,  and  vaccines,  and  for  the  reason  stated  by  the 
essayist,  the  sera,  while  they  work  well  on  animals  and  in  animal 
experiments,  do  not  work  so  well  on  human  streptococci  because 
in  animal  passage  they  change  their  receptors. 

We  have  used  the  Crede  ointment,  but  that  is  altogether  different 
from  the  silver  to  which  Dr.  Brown  referred.  In  Crede's  ointment 
we  have  not  been  able  in  our  animal  experimentation  to  show 
exact  results  which  Dr.  Brown  seems  to  have  obtained. 

I  would  like  Dr.  Brown  in  closing  to  be  a  little  more  explicit. 
I  did  not  quite  understand  whether  he  said  it  was  possible  to  catch 
up  with  the  infection  or  not;  whether  he  could  give  a  loop  of  this 
culture  to  the  animal  and  have  death  follow  at  the  end  of  forty-eight 
hours,  whereas  the  other  animal,  that  receives  the  electrargol  six 
hours  after  infection  has  taken  place  recovers. 

In  the  paper  I  read  at  the  Syracuse  meeting  I  said  we  tried  to  make 
a  streptococcic  vaccine,  and  in  our  animal  experiments  we  were 
never  able  to  catch  up  with  the  infection.  We  could  immunize  the 
animal  by  starting  immunization  weeks  ahead.  We  could  immunize 
a  rabbit  against  streptococci  that  would  kill  the  control  animal  at 
all  times,  but  we  were  never  able  to  control  the  infection  after  it  got 
a  good  start,  be  it  ever  so  short.  Of  course,  in  the  cases  of  puerperal 
sepsis,  where  the  streptococci  are  found  in  the  blood,  there  seems  to  be 
conclusive  evidence  that  in  the  electrargol  we  have  such  a  potent 
agent  that  it  will  be  the  duty  of  every  man  in  my  position  to  try  it 
out.  It  will  be  one  of  the  next  things  I  will  do.  It  is  the  first  time 
I  have  heard  of  this  work,  and  when  I  hear  of  such  work  I  take  it 
up  immediately. 

Some  time  ago  I  read  in  a  journal  that  some  man  in  New  York 
had  used  formaldehyd  injections  and  had  cured  septicemia.  I 
think  it  was  Dr.  Elbrecht  or  my  assistant  who  spoke  to  me  about 
this.  We  have  been  working  and  experimenting  ever  since,  but  we 
have  not  so  far  been  able  to  find  anything  that  will  stop  a  strep- 
tococcic infection  if  it  is  of  the  right  virulence  in  a  puerperal  woman. 

Dr.  Brown  (closing  the  discussion). — -Some  one  has  said  that 
the  streptococcic  cases  rarely  get  well,  while  the  staphylococcus  cases 
recover  if  left  alone.     Of  course,  there  is  a  vast  difference  in  the  way 
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in  which  the  two  infections  act.  A  staphylococcic  infection  usually 
localizes  itself.  It  does  not  become  general.  A  streptococcic 
infection  never  localized  itself.  In  one  of  these  cases,  we  had  a  bacte- 
riemia  due  to  the  staphylococcus  aureus.  In  two  we  had  a  streptococ- 
cus. In  one  of  the  others  the  case  was  not  followed  out  because  my 
assistants  were  both  out  of  town  at  that  time.  The  fifth  one  was  a 
private  case,  and  we  did  not  have  the  opportunity  of  studying  it  as 
we  wished. 

A  mistake  is  frequently  made  by  trying  to  use  too  many  anti- 
septics, losing  sight  of  the  fact  that  the  ionization  of  the  drug  is 
the  factor  which  brings  about  the  good  result. 

I  do  not  see  any  hope  for  treating  streptococcemia  in  any  other 
way  than  by  getting  at  it  through  the  blood  stream.  Take  a 
rabbit  that  has  recently  given  birth  to  its  young,  and  throw  into 
the  uterine  cavity  streptococci,  and  six  minutes  later  kill  the  animal, 
you  can  demonstrate  the  streptococcus  in  the  liver.  You  can  see 
how  useless  it  is  to  use  anything  in  the  way  of  local  means.  We 
must  consider  the  thing  systemic  and  put  something  that  is  directly 
antiseptic  in  the  blood.  For  this,  the  electrargol,  which  is  more 
highly  ionized  than  any  other  silver  salt  is  probably  the  one  of  first 
choice. 

It  comes  in  bulk,  also  in  ampules  of  5  and  20  c.c,  and  with  each 
ampule  there  is  an  ampule  of  normal  salt  solution  which  is  added 
to  the  electrargol,  making  the  electrargol  isotonic. 


THE  TRANSPOSITION  OF  THE  BLADDER  AND  UTERUS 
FOR  THE  CURE  OF  CYSTOCELE  AND  DESCENSUS 

UTERI. 

BY 

LEWIS  F.  SMEAD,  M.  D.,  F.  A.  C.  S., 

Toledo,  O. 

The  operation  of  transposition  of  the  bladder  and  uterus  has  been 
variously  catalogued.  Formerly  the  names  of  the  men  who  origi- 
nated the  procedure  were  applied  to  it,  but  more  recently  names 
have  been  given  which  describe  the  operation  anatomically.  In  the 
literature  it  is  known  as  the  Freund,  the  Diihrssen,  the  Mackenrodt, 
the  Watkins-Wertheim,  the  Watkins,  or  the  Schauta- Wertheim 
operation.  It  is  also  designated  as  the  operation  of  interposition 
of  the  uterus;  the  operation  of  transposition  of  the  bladder  and  uterus; 
and,  sometimes,  as  the  operation  of  vaginal  fixation  of  the  uterus. 

The  operation  of  transposition  of  the  bladder  and  uterus,  as  per- 
formed at  present,  brings  the  body  of  the  uterus  entirely  out  of  the 
peritoneal  cavity  and  fixes  it  to  the  anterior  vaginal  wall  under  the 
bladder.  It  may  be  said  to  be  a  development  from  the  vaginal 
fixation  operation  of  Mackenrodt  and  Diihrssen. 
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The  original  operation  of  vaginal  fixation  of  the  body  of  the  uterus 
was  intended  entirely  for  the  correction  of  retroposition  of  the  uterus ; 
but  our  present  operation  of  transposition  of  the  bladder  and  uterus, 
while  correcting  the  position  of  the  uterus,  has  for  its  object  the  cure 
of  cystocele  and  prolapsus  uteri. 

As  the  operation  of  transposition  of  the  uterus  and  bladder  has 
developed  from  the  vaginal  fixation  operation,  it  is  necessary  that 
our  history  should  begin  with  the  earliest  publication  of  the  principle 
of  vaginal  fixation. 

In  1888  Schucking(i4)  did  the  first  vaginal  fixation  operation. 
He  introduced  sutures  without  the  aid  of  an  incision  through  the 
anterior  vaginal  wall  and  through  the  anterior  surface  of  the  uterus, 
avoiding  the  bladder.  He  did  this  by  the  aid  of  a  special  trocar  and 
needle.  The  bladder,  however,  was  often  injured  and  his  results 
were  not  permanent. 

In  the  same  year  Sanger(i3)  suggested  that  the  anterior  vaginal 
wall  be  incised,  the  bladder  pushed  upward  and  the  uterus  pulled 
forward  and  sutured  to  the  anterior  vaginal  wall  below  the  bladder. 

It  is  not  until  May  27,  1892,  that  we  have  evidence  that  Sanger's 
suggestion  had  been  acted  upon.  At  this  time  Mackenrodt(ii) 
published  his  operation  of  vaginal  fixation.  He  made  a  vertical 
incision  from  the  cervix  upward,  separated  the  bladder  from  the 
vagina  and  uterus  and  sutured  the  anterior  vaginal  wall  directly  to 
the  uterus  above  the  internal  os. 

In  the  same  year,  but  one  month  later,  Duhrssen(3)  published  a 
similar  operation,  but  made  a  transverse  instead  of  a  vertical  vaginal 
incision,  suturing  the  vagina  transversely  to  the  body  of  the  uterus 
under  the  bladder. 

In  both  of  these  operations  the  sutures  were  first  placed  rather 
blindly  into  the  uterus  and  too  low  to  exert  sufficient  leverage  to 
hold  the  uterus  forward.  Attempts  were  therefore  made  to  secure 
a  higher  vaginal  fixation  by  stripping  the  bladder  and  peritoneum 
from  the  uterus  well  on  to  the  fundus.  This  gave  a  greater  leverage 
to  the  sutures  and  was  more  successful. 

Kuster(io),  in  1894,  was  the  first  to  make  the  opening  of  the  peri- 
toneum a  routine  part  of  vaginal  fixation(i9). 

In  the  same  year  Duhrssen(4)  opened  the  peritoneum  and  placed 
his  fixation  sutures  high  through  the  fundus,  but  closed  the  perito- 
neum before  tying  these  sutures  that  the  fixation  might  not  be  too 
firm  and  cause  dystocia. 

As  vaginal  cehotomy  was  done  more  frequently  in  connection 
with  vaginal  fixation,  it  was  realized  that  adhesions  and  other  patho- 
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logical  conditions  in  the  pelvis  were  frequently  the  cause  of  recurrence 
after  vaginal  fixation.  The  pathology  was  therefore  corrected  by 
the  vaginal  route. 

However,  the  higher  and  firmer  vaginal  fixation,  secured  by  open- 
ing the  peritoneum,  while  not  so  frequently  followed  by  recurrence, 
soon  resulted  in  serious  dystocia  and  the  death  of  patients.  The 
result  was  that  operators  either  tried  to  make  the  procedure  more 
of  a  suspension  than  a  fixation  or  abandoned  it  for  some  other 
operation. 

To  overcome  the  danger  of  dystocia  Mackenrodt  adopted  the  op- 
eration of  vesico-fixation  of  the  uterus.  He  did  this  by  freeing  the 
bladder  entirely  from  the  uterus,  opening  the  peritoneum  and  rein- 
serting the  peritoneum  and  bladder  high  on  the  uterus  without 
fixing  the  uterus  to  the  vaginal  wall. 

In  1896  Vineberg(i8)  and  Wertheim(2i),  attempting  to  find  a 
method  of  vaginal  fixation  free  from  the  danger  of  dystocia,  per- 
formed the  first  operations  of  vaginal  shortening  of  the  round  liga- 
ments. Both  of  these  men  have  also  devised  operations  for  vaginal 
fixation  of  the  round  ligaments. 

Although  the  vaginal  shortening  of  the  uterosacral  ligaments  had 
been  done  as  early  as  1888,  yet  the  desire  to  find  a  vaginal  operation 
which  would  give  permanent  correction  of  retroposition  of  the  uterus 
without  dystocia  led  Gottschalk(9)  and  Bovee(2)  to  devise  the  more 
practical  methods  of  vaginal  shortening  of  the  uterosacral  ligaments 
in  use  to-day.  The  operations  were  done  both  by  the  intraperitoneal 
route  and,  also,  from  within  the  vagina  by  dissecting  the  ligaments 
from  the  sides  of  the  cervix  and  suturing  them  together  in  front  of  it. 

At  this  time  another  operative  principle  was  brought  out  by 
Alexandrofl[(i)  and  Tweedy(i7).  They  freed  the  bladder  from  the 
uterus  and  elevated  the  base  of  the  bladder  as  far  as  the  ureters. 
They  then  united  the  broad  ligaments,  with  a  part  of  the  parame- 
trium, in  front  of  the  uterus.  Tweedy  opened  the  peritoneal  cavity 
behind  the  cervix  in  order  to  push  the  broad  ligament  forward.  The 
uterosacral  ligaments  were  utilized  in  the  operation.  They  claimed 
the  correction  of  the  retroposition,  cystocele  and  prolapse  and  also 
the  elevation  of  all  the  organs  in  the  pelvis. 

So  strongly  were  certain  operators  impressed  with  the  idea  of 
correcting  retroposition  of  the  uterus  by  vaginal  celiotomy  that 
attempts  were  even  made  to  fix  the  uterus  to  the  anterior  abdominal 
wall  by  this  route.  Injury  to  the  bladder,  however,  made  the  life  of 
this  procedure  a  short  one  (Wertheim)(2  2). 

Such  is  the  history  of  the  operation  of  vaginal  fixation  for  the  cor- 
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rection  of  retroflexion.  The  attempts  to  improve  it,  and  to  avoid  its 
dangers,  led  to  many  other  procedures  and  had  considerable  to  do 
with  the  development  of  vaginal  celiotomy.  Recurrences,  however, 
were  common;  dystocia  was  serious  and  bladder  disturbances  were 
not  to  be  ignored,  and,  as  we  all  know,  vaginal  operations  for  the 
correction  of  retroposition  alone  are  now  rarely  undertaken. 

The  history  of  the  operation  of  transposition  of  the  bladder  and 
uterus  began  with  the  work  of  Duhrssen(5)  in  1894.  He  was  the 
first  both  to  do  and  to  publish  the  operation,  although  he  did  not  at 
first  receive  the  credit  for  it,  as  his  description  was  hidden  in  an 
article  giving  the  technic  of  several  other  vaginal  operations. 

In  1896  Freund(7)  performed  and  described  an  operation  which, 
while  it  transposed  the  uterus,  accomplished  it  in  a  different  manner 
than  is  done  at  present.  He  opened  the  culdesac  by  an  incision 
posterior  to  the  cervix,  pulled  the  retroflexed  uterus  into  the  vagina 
and,  after  making  a  drainage  opening  in  the  fundus,  sutured  it 
between  the  anterior  and  posterior  vaginal  walls. 

Fritsch(8)  at  a  slightly  later  period  came  nearer  to  our  present 
procedure.  He  made  an  incision  anterior  to  the  cervix,  delivered  the 
uterus  into  the  vagina  and  sutured  the  vaginal  wall  to  the  cervix, 
leaving  the  fundus  free  in  the  vagina  to  act  as  a  sort  of  permanent 
pessary  under  the  bladder. 

In  1899  Watkins(i9)  published  an  article  with  the  description  of  an 
operation  and  with  a  report  of  three  cases  which  differed  very  little 
from  the  operation  of  transposition  as  it  is  done  to-day. 

In  the  same  year  (1899)  Wertheim(23)  published  a  transposition 
operation  very  similar  to  that  used  at  present,  except  that  he  did  not 
cover  the  anterior  surface  of  the  uterus  entirely  with  vaginal  wall, 
but  left  some  of  the  fundus  exposed  in  the  vagina. 

Stone(i6),  1899,  read  an  article  which  was  published  in  1900  and 
described  quite  clearly  the  principles  of  the  transposition  operation. 

Schauta(i5),  also  in  1899,  described  the  general  principles  of  the 
operation  and  claimed  that  he  had  used  them  since  1889. 

Numerous  other  men  have  done  much  to  develop  and  popularize 
the  operation  in  this  country;  among  them  are  Bandler,  Byford, 
Goffe,  Frankenthal  and  Polak. 

The  operation  of  transposition  of  the  bladder  and  uterus  therefore, 
while  first  published  by  Diihrssen  in  1894,  really  had  its  origin  in 
about  the  year  1899,  and  developed,  independently,  in  the  minds  of 
several  men. 

The  transposition  operation  is  intended  for  the  cure  of  cystocele 
or  moderate  prolapse  after  the  menopause,  or  in  women  in  whom 
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pregnancy  is  inadvisable,  improbable  or  impossible.  The  operation 
is  absolutely  contraindicated  in  women  who  are  likely  to  become 
pregnant,  or  who  are  suffering  from  uterine  carcinoma.  The  opera- 
tion is  usually  not  successful  in  cases  of  complete  uterine  prolapse,  or 
where  the  uterus  and  its  ligaments  are  greatly  atrophied. 

If.  when  performing  this  operation,  the  fundus  comes  into  the 
vagina  with  difficulty  and  can  be  sutured  to  the  anterior  vaginal  wall 
only  under  tension,  the  operation  is  contraindicated  and  it  is  prob- 
able that  a  less  radical  procedure  will  serve  the  purpose  better. 

J.  O.  Polak(i2)  is  authority  for  the  statement  that  cases  of  pro- 
lapse, with  sliding  in  the  postpubic  plane,  are  not  corrected  by  the 
transposition  operation. 

The  advantages  of  the  operation  are  that  it  is  simple,  safe,  quickly 
done,  and  very  effective.  It  is  much  the  simplest  operation  in  fat 
women  and  offers  a  satisfactory  cure  to  certain  elderly  women  who 
could  not  reasonably  be  expected  to  endure  even  a  vaginal  hyster- 
ectomy. The  operation  can  even  be  done  under  local  anesthesia 
and,  finally,  if  the  operation  should  fail,  nothing  has  been  removed 
which  will  make  hysterectomy  or  other  more  radical  procedure 
impossible. 

The  ordinary  details  of  the  transposition  operation  are  so  well 
known  that  only  certain  features  need  to  be  discussed  in  this  paper. 

The  incision  in  general  use  is  a  long  vertical  one  with  a  short 
transverse  one  over  the  cervix.  This  lends  itself  readily  to  the 
complete  freeing  of  the  bladder,  the  amputation  of  the  cervix,  and 
to  the  removal  of  the  necessary  amount  of  the  anterior  vaginal  wall. 

The  radical  separation  of  the  bladder  from  the  vagina  and  uterus 
is,  undoubtedly,  a  very  important  step.  Other  operations  for  cys- 
tocele  were  not  generally  successful  until  the  bladder  was  freed  and 
reimplanted  higher  on  the  uterus.  Moreover,  aside  from  recurrence, 
the  question  of  bladder  function  is  important.  Unless  the  bladder  is 
separated  sufficiently  from  the  vagina,  uterus  and  broad  ligament, 
pockets  will  form  in  the  base  of  the  bladder  which  will  result  in 
imperfect  emptying  of  the  organ.  This  is  especially  likely  to  occur 
where  the  base  of  the  bladder  is  held  down  to  the  uterus  and  broad 
ligament  by  the  so-called  pillars  of  the  bladder.  These  pillars 
should  be  double  ligated  and  cut.  If  this  is  not  done,  the  body  of 
the  uterus  in  its  transposed  position  will  lie  between  these  fixed 
points  and  raise  up  the  bladder  except  at  the  points  where  it  is  held 
down  by  the  pillars.  The  tendency  is,  moreover,  as  in  the  post- 
prostatic  pouch,  for  these  pockets  to  grow  larger  as  time  goes  on. 
It  is  undoubtedly  true  that  postoperative  urinary  symptoms  have 
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done  much  to  discredit  the  transposition  operation.  However,  if 
the  operation  is  properly  done  and  the  after-care  is  attended  to,  these 
symptoms  can  be  largely  avoided. 

Duhrssen(6)  advised  separating  the  bladder  until  the  ureters  came 
into  view,  while  Watkins(2o)  in  his  more  recent  writings  reports  that 
he  does  not  find  it  necessary  to  free  the  bladder  so  completely  as  he 
formerly  advocated.  He  says  that  too  free  loosening  of  the  bladder 
leads  to  troublesome  hemorrhage  and  to  other  complications. 

It  has  been  pointed  out  that  a  too  extensive  freeing  of  the  bladder 
may  lead  to  a  contraction  of  the  anterior  vaginal  wall  with  a  drawing 
forward  of  the  cervix,  a  condition  which  would  tend  toward  a  recur- 
rence of  the  prolapse. 

The  troublesome  bleeding  from  the  uterus  and  broad  ligament 
encountered  in  the  operation  can  best  be  controlled  by  sutures  placed 
at  the  sides  of  the  cervix  ligating  the  vessels  coming  from  the  vagina. 

The  incision  of  the  peritoneum  between  the  bladder  and  uterus 
should  be  transverse  and  of  ample  extent.  Upon  this  depends  the 
easy  bringing  up  of  the  body  of  the  uterus  and  the  careful  examina- 
tion of  the  adnexa.  The  incision  in  the  peritoneum  is  immediately 
dosed  about  the  posterior  wall  of  the  uterus  after  the  fundus  is 
delivered  and  the  adnexa  examined. 

If  the  operation  is  being  done  in  a  woman  who  may  become  preg- 
nant the  inner  ends  of  the  tubes  should  be  resected,  provided  there 
are  good  and  sufficient  reasons  why  the  woman  may  be  sterilized. 
This  is  done  in  such  a  way  that  the  tubes  are  left  in  the  peritoneal 
cavity  while  the  uterus  becomes  extraperitoneal. 

The  fixation  of  the  uterus  is  usually  made  to  the  anterior  vaginal 
wall  so  closely  under  the  symphysis  that  the  bladder  cannot  escape. 
Polak  advises  fixing  it  to  the  fascial  plate  behind  the  pubes  and  not 
under  the  arch.  It  has  been  customary  to  use  several  fixation 
sutures  of  chromic  catgut  or  some  nonabsorbable  material  to  hold 
the  uterus  securely  against  the  anterior  vaginal  wall  or  to  the  firm 
tissue  near  the  pubic  rami.  Watkins  advocates  simply  making  the 
running  stitch  of  chromic  catgut,  which  closes  the  vaginal  wall, 
include  the  anterior  surface  of  the  uterus. 

The  amputation  of  the  cervLx  may  or  may  not  be  necessary.  Its 
object  is  to  remove  a  diseased  cervLx,  lighten  a  heavy  uterus  and 
elevate  and  fix  the  vaginal  wall,  along  with  the  fibrous  tissue  of  the 
parametrium  and  the  adjoining  fascial  layers,  securely  to  the  uterus. 
If  the  uterus  is  to  form  a  part  of  a  sort  of  swing  suspended  between 
the  pubic  arch  and  the  sacrum,  and  if  it  must  also  fill  the  hernial 


smead:  the  transposition  oe  the  bladder  and  uterus     149 

opening  through  which  the  bladder  has  escaped,  it  is  not  wise  to 
diminish  its  size  too  much  by  any  unnecessary  amputation. 

Bandler's  method  of  amputation  of  the  cervix  is  an  effective  one. 
It  is  carried  out  in  such  a  manner  that  a  considerable  amount  of  the 
vaginal  wall  from  the  front  and  sides  of  the  cervix  is  removed.  It  is 
claimed  that  this  narrowing  of  the  vaginal  vault  makes  prolapse 
less  likely  to  occur. 

A  procedure  which  would  seem  to  be  of  considerable  value  in  the 
transposition  operation  is  the  shortening  of  the  uterosacral  liga- 
ments. With  the  fundus  of  the  uterus  secured  to  the  anterior  vagi- 
nal wall  or  to  the  pubic  arch,  the  uterosacral  ligaments  form  the 
attachment  to  the  sacrum  and  complete  a  sort  of  hammock  suspended 
from  the  pubes  to  the  sacrum  and  supporting  the  pelvic  viscera. 

When  recurrences  appear  after  the  transposition  operation  it  is 
usually  the  cervix  and  not  the  fundus  which  comes  down  first.  This 
indicates  a  giving  away  of  the  structures  which  hold  the  cervix  up  and 
back,  important  among  which  are  the  uterosacral  ligaments. 

There  are  several  ways  of  shortening  the  uterosacral  ligaments  by 
the  vaginal  route  during  the  operation  of  transposition.  They  may 
be  plicated  within  the  peritoneal  cavity  at  the  time  that  the  adnexa 
are  examined,  or  they  may  be  drawn  through  the  broad  ligament  and 
sutured  in  front  of  the  cervix.  Also,  working  outside  the  peritoneal 
cavity,  they  may  be  dissected  from  the  sides  of  the  cervix  and  sewed 
together  in  front  of  it. 

If  the  body  of  the  uterus  is  too  large,  it  forms  a  contraindication 
to  the  transposition  operation  unless  it  can  be  reduced  in  size.  If 
the  enlargement  is  due  to  an  endometritis,  or  to  congestion,  it  should 
be  attended  to  by  appropriate  means  before  the  operation.  If  it  is 
due  to  fibroids,  or  simple  enlargement,  the  uterus  should  be  reduced 
by  myomectomy  or  partial  resection,  if  it  seems  feasible  and  when 
there  is  no  other  complicating  pathology.  If  desirable,  the  entire 
endometrium  may  be  resected.  This  does  away  with  many  compli- 
cations and  enables  one  to  definitely  rule  out  carcinoma. 

The  operation  of  transposition  should,  of  course,  always  be  fol- 
lowed by  a  secure  perineorrhaphy  which  narrows  the  vagina  as 
much  as  is  consistent  with  the  age  and  sexual  relations  of  the  patient. 

Drainage  will  be  necessary  in  some  cases,  especially  where  the 
bladder  has  been  extensively  freed.  Watkins  reports  that  he  no 
longer  uses  drainage,  and  if  blood  does  collect  under  the  flaps,  he 
elevates  the  head  of  the  bed  and  applies  hot,  moist  compresses  to  the 
perineum. 

Owing  to  the  frequency  of  bladder  trouble  after  this  operation,  all 
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precautions  should  be  taken  in  doing  the  operation  and  in  the  after- 
care. It  has  been  my  custom  in  these  cases,  as  long  as  the  patient 
has  needed  catheterization  or  as  long  as  she  has  had  any  residual 
urine,  to  have  the  bladder  washed  out  once  a  day  with  a  weak  solu- 
tion of  silver  nitrate.  This  has  prevented  the  development  of 
acute  cystitis,  or  has  corrected  the  chronic  cystitis  which  already 
existed. 

There  are  several  procedures  in  which  the  principle  of  the  trans- 
position of  the  uterus  and  bladder  is  used.  One  of  these  is  a  modifi- 
cation of  the  Le  Fort  operation.  The  mucosa  of  the  uterus  and 
cervix  is  entirely  excised  and  the  uterus  is  fixed  under  the  bladder  to 
the  pubic  arch.  The  vaginal  mucosa  is  then  completely  removed 
and  the  canal  obliterated. 

In  vaginal  hysterectomy  for  prolapse  the  principle  of  transposition 
is  also  used.  The  stumps  of  the  broad  ligament  are  now  commonly 
sewed  together  and  fixed  under  the  bladder  to  the  anterior  vaginal 
wall.  This  procedure  I  have  found  applicable  in  a  rather  larger  per- 
centage of  cases  than  the  transposition  operation,  as  I  have  been 
unwilling  to  do  the  latter  operation  in  cases  of  complete  prolapse, 
especially,  with  an  atrophic  uterus.  I  have  found  the  operation 
very  satisfactory  so  far  as  the  cure  of  cystocele  is  concerned;  but  I 
have  been  annoyed  in  several  cases  by  a  prolapse  of  the  vaginal 
vault.  This  I  have  recently  overcome  by  fixing  the  uterosacral 
ligaments  securely  in  the  upper  end  of  the  vagina.  The  uterosacral 
ligaments  are  especially  easy  to  isolate  in  the  form  of  vaginal  hys- 
terectomy which  turns  the  fundus  of  the  uterus  forward  into  the 
vagina,  severing  the  broad  ligaments  first  and  leaving  the  cervix 
until  the  last.  Just  before  the  cervix  is  cut  free,  firm  tension  is  made 
on  the  uterus  bringing  the  ligament  into  prominence,  and  a  clamp 
is  placed  on  the  cervical  end  of  each  uterosacral  ligament  including 
more  or  less  of  the  parametrium.  The  ligaments  are  then  secured  in 
the  vaginal  vault  during  the  closure. 

conclusions. 

I.  The  operation  of  transposition  of  the  bladder  and  uterus 
developed  from  the  operation  of  vaginal  fixation. 

II.  Vaginal  fixation  aided  in  the  development  of  vaginal  celiotomy 
and  was  directly  responsible  for  vesico-fixation  of  the  uterus  and  for 
vaginal  fixation  and  vaginal  shortening  of  the  round  and  uterosacral 
ligaments. 

III.  Vaginal  fixation  has  been  discarded  on  account  of  recurrences 
and  dystocia. 
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IV.  The  history  of  the  transposition  operation  really  began  in 
1899,  although  it  was  first  published  by  Diihrssen  in  1894. 

V.  It  is  an  operation  for  the  cure  of  cystocele  and  incomplete  pro- 
lapse, in  women  who  cannot  become  pregnant. 

VI.  It  is  a  simple,  safe  and  effective  operation  in  properly  selected 
cases. 

VII.  The  radical  freeing  of  the  bladder  and  its  proper  care  after 
the  operation  are  essential  to  success. 

VIII.  The  operation  is  applicable  in  a  smaller  number  of  cases 
than  vaginal  hysterectomy  for  prolapse. 

IX.  The  shortening  of  the  uterosacral  ligaments  is  an  important 
feature  of  the  operation. 

X.  The  principle  of  transposition  is  now  applied  in  several  opera- 
tions including  vaginal  hysterectomy. 
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IN  MEMORIAM. 


WALTER  BLACKBURN  DORSETT,  M.  D.,  F.  A.  C.  S., 

1852-1915. 

A  YEAR  ago,  at  the  Buffalo  meeting,  I  brought  you  greetings  from 
a  Fellow  who  was  then  a  very  sick  man.  To-day,  I  bring  you  the 
sad  news  of  his  death. 

On  July  27,  at  his  home,  in  St.  Louis,  just  as  the  morning  light 
was  breaking,  Dr.  Walter  Blackburn  Dorsett  passed  from  the  shores 
of  activity  to  the  realms  of  silence,  borne  by  the  mysterious  tide 
that  ebbs  but  never  flows.  A  brave  man,  honest  and  generous,  with 
strong  intellect  and  absolute  devotion  to  principle,  he  always  en- 
deavored to  elevate  his  profession  and  constantly  labored  to  advance 
its  interests.  Broadminded  and  singularly  free  from  narrow  preju- 
dices, his  strong  personality  inspired  trust,  confidence  and  love  in 
his  patients.  His  frequent  acts  of  kindness  to  the  poor,  would,  if 
known,  have  won  him  the  admiration  of  all. 

Dr.  Dorsett  attained  the  age  of  sixty-three.  This  placed  him  in 
the  ranks  of  the  "old  practitioners."  He  possessed  a  charming 
individuality,  garlanded  by  a  combination  of  modern  push  and  old- 
fashioned  courtesy;  it  was  this  which  made  him  a  delightfully  con- 
spicuous figure  at  all  gatherings.  As  a  teacher,  he  possessed  that 
rare  ability  of  being  able  to  awaken  the  keenest  interest  in  his  stu- 
dents for  the  subject  he  sought  to  elucidate. 

The  younger  members  of  the  profession  always  entertained  a 
filial  modesty,  most  respectful  for  the  man  and  his  professional  at- 
tainments; while  the  older  members  unselfishly  shared  the  trials, 
the  disappointments,  and  the  pleasures  of  the  mission  he  so  earn- 
estly strove  to  fulfill. 

In  his  aflBliations  with  the  numerous  medical  societies.  Dr.  Dorsett 
always  showed  the  liveliest  interests.  The  presentation  of  a  paper — 
and  his  contributions  were  many — was  always  a  most  worthy, 
scholarly  effort.  In  his  extemporaneous  discussions  of  professional 
subjects,  he  impressed  the  listener  with  his  capacity  for  labor  and 
the  wide  range  of  his  knowledge  and  interest. 
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As  an  operator,  Dr.  Dorsett  possessed  a  masterful  technic. 
His  operations  upon  the  organs  and  structures  of  the  genital  zone 
were  ideal  in  their  execution.  As  an  accoucheur,  he  ranked  among 
the  most  able.  His  eagerness  to  acquire  new  knowledge  and  his 
persistent  enthusiasm,  even  when  burdened  by  the  weight  of  his 
illness,  were  inexhaustible. 

Dr.  Dorsett  was  born  in  St.  Louis  County,  Missouri,  June  13, 
1852.  He  was  the  son  of  Henry  L.  Dorsett,  born  in  Louden  County, 
Virginia,  and  Georgia  Ann  Dorsett,  nee  Blackburn,  born  in  Versailles, 
Kentucky.  His  first  college  course  was  in  civil  engineering  at  the 
Washington  University.  Later,  he  took  up  the  study  of  medicine 
at  the  old  St.  Louis  Medical  College,  now  the  Medical  Department 
of  Washington  University.  March  4,  1878,  he  graduated  with  the 
degree  of  M.  D.  For  a  year  he  served  as  an  interne  in  the  St.  Louis 
City  Hospital.  In  the  summer  of  1879,  during  the  epidemic  of 
yellow  fever,  he  was  made  Superintendent  of  the  St.  Louis  Quaran- 
tine Hospital. 

Dr.  Dorsett  married  Miss  Eleanor  C.  French,  at  Olney,  Illinois, 
in  1880.  One  son  was  born,  who  is  now  a  practising  physician  in  St. 
Louis.  From  1880  till  1887  he  was  Chief  Dispensary  Physician, 
and  from  1887  to  1892,  was  Superintendent  of  the  St.  Louis  Female 
Hospital.  He  was  a  Fellow  of  the  American  Medical  Association 
and  Chairman  of  the  Section  on  Obstetrics  and  Diseases  of  Women 
in  1908;  he  was  a  member  of  the  House  of  Delegates  at  seven  annual 
sessions.  He  has  been  president  of  the  St.  Louis  Medical  Society, 
Missouri  State  Medical  Association,  St.  Louis  Obstetrical  and  Gyne- 
cological Society  and  the  American  Association  of  Obstetricians 
and  Gynecologists.  Dr.  Dorsett  was  a  member  of  the  Medical 
Society  of  St.  Louis  City  Hospital  Alumni;  of  the  St.  Louis  Surgical 
Society;  of  the  St.  Louis  Medical  History  Club;  of  the  Surgeons 
Club  of  St.  Louis;  of  the  St.  Louis  Academy  of  Science;  of  the  Ameri- 
can Association  of  Railway  Surgeons;  of  the  Western  Surgical 
Society;  of  the  Southern  Surgical  and  Gynecological  Society,  and 
of  the  Medical  Association  of  the  Southwest.  He  was  also  dele- 
gate from  the  State  of  Missouri  to  the  International  Congress  of 
Tuberculosis. 

Dr.  Dorsett's  hospital  service  included  the  positions  of  attending 
gynecologist  to  the  Missouri  Baptist  Sanitarium,  and  the  Evangelical 
Deaconess  Home  and  Hospital.  He  was  consulting  gynecologist 
to  St.  Mary's  Infirmary,  the  Rebekah  Hospital,  and  the  Alta  Vista 
Hospital,  at  DeSoto,  Missouri.     He  had   been   for   many  years 
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Professor  of  Gynecology  and  Pelvic  Surgery  in  the  St.  Louis  Uni- 
versity School  of  Medicine. 

During  the  last  year  of  his  illness— a  chronic  interstitial  nephritis 
engendering  a  most  exhausting  angina — -Dr.  Dorsett  suffered  much. 
The  ailment  which  so  strongly  taxed  his  fortitude  denied  him  the 
comforts  of  his  bed,  and  he  was  compelled  to  assume,  for  the  greater 
part  of  the  time,  a  sitting  posture  in  a  chair.  He  realized  as  the 
days  went  on  that  the  shadows  were  deepening.  He  felt  that  the 
morning — with  its  hopes,  and  the  noontide — with  its  labors,  were 
gone,  and  that  the  sunset,  and  the  gathering  gloom,  and  the  pensive 
memories  of  by-gone  days  were  all  that  remained. 

Like  passing  birds  that  light  upon  the  trees  in  autumn  to  sing 
their  songs  among  the  sere  and  falling  leaves,  and  then  fly  away, 
all  earthly  hope  soon  vanished,  and  Dr.  Walter  Blackburn  Dorsett 
passed  "unto  the  kingdom  of  perpetual  night." 

F.  R. 
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Meeting  of  November  13,  19 14. 
The  President,  Dr.  Moran,  in  the  Chair. 
Dr.  Karl  Corley  reported  a  case  of 


ACIDOSIS    OR   CYCLIC   VOMITING. 

M.  B.,  aged  eight,  female.  Since  birth  has  had  what  is  called  a 
delicate  stomach.  For  several  years  has  been  on  a  strict  diet,  which 
excluded  everything  that  was  deemed  undigestible  such  as  fruit  or 
vegetable  fiber.  Every  article  of  diet  was,  where  possible,  strained 
or  put  through  a  collander  to  remove  all  irritating  residue.  On 
this  diet  the  child  developed  sub-normally  as  to  size,  weight  and 
energy. 

She  has  always  been  subject  to  periodic  attacks  of  vomiting. 
These  attacks  supervened  usually  on  exposure,  indiscretion  of  diet, 
excitement,  or  overexertion.  The  interval  between  attacks  was 
from  three  to  six  weeks. 

There  was  no  prodrome,  vomiting  being  the  first  symptom,  ap- 
pearing suddenly,  and  recurring  at  intervals  of  ten  minutes  to  an 
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hour  for  twenty-four  to  forty-eight  hours.  Anything  put  into  the 
stomach  was  immediately  thrown  off.  Vomitus  was  contents  of  the 
stomach,  and  upper  bowel,  and  bile.  Absolute  constipation  always 
accompanied  attacks.  Enemata  of  whatever  amount  or  material  re- 
turned as  administered.  Asthma  was  a  regular  and  very  annoying 
accompaniment,  at  times  assuming  a  serious  aspect.  Anorexia, 
cough,  slight  rise  of  temperature  and  pulse  were  noticed.  Prostra- 
tion was  extreme.  Conditions  would  remain  thus  in  spite  of  treat- 
ment for  from  twenty-four  to  forty-eight  hours.  Bowels  would  then 
move  copiously,  the  movement  consisting  largely  of  unchanged  bile. 
Appetite  would  return  and  asthma  disappear  in  from  two  to  four 
hours,  leaving  the  child  apparently  as  well  as  was  her  normal. 

No  results  of  a  favorable  nature  were  obtained  from  any  procedure, 
and  many  were  tried,  until  bi-carbonate  of  soda  in  15-grain  doses 
midway  between  meals  was  given.  This  was  kept  up  for  four  or 
five  months  in  decreasing  doses  and  finally  omitted  except  at  inter- 
vals. Since  the  institution  of  this  treatment,  twenty  months  ago, 
the  child  has  been  completely  free  from  attacks.  Her  stomach  is 
no  longer  delicate  and  food  of  all  kinds  is  taken  with  impunity. 
Health  is  better  in  every  way  and  she  is  approaching  the  normal  for 
her  age. 

Dr.  Foote,  in  opening  the  discussion,  considered  this  an  instance 
of  true  cyclic  vomiting  though  there  was  a  question  whether  the 
acidosis  was  the  cause  or  the  effect.  There  was  probably  an  anaphy- 
laxis to  some  foreign  proteid  from  the  intestinal  tract. 

Dr.  Wall  spoke  of  acidosis  as  a  disease  entity  which  could  be 
identified  as  such.  In  the  child  vomiting,  lasting  over  twenty-four 
hours  associated  with  blueness  of  the  face  and  prostration,  should 
suggest  examination  of  the  urine  for  acid  bodies. 


Meeting  of  December  11,  1914. 
The  President,  Dr.  Miller,  in  the  Chair. 
Dr.  George  Tully  Vaughan  presented  a  history  of 

three    CASES    of   RECURRENT    GALL-STONES. 

The  question  as  to  whether  gall-stones  found  at  a  second  operation 
following  a  former  operation  which  was  carefully  done  are  new 
formations  or  overlooked  stones,  is  often  brought  to  the  attention 
of  the  surgeon;  likewise  the  question  as  to  the  time  it  takes  for  a 
gall-stone  to  form.  These  points  have  impressed  me  recently  as  I 
have  had  three  cases  this  year  in  which  a  second  operation  revealed 
the  presence  of  stones  after  a  careful  primary  operation.  In  two 
of  the  cases  I  did  the  second  operation,  in  two  I  also  did  the  primary 
operation,  while  in  one  case  another  surgeon  was  kind  enough  to  do 
the  second  operation  on  one  of  my  cases. 

Case  I. — A  young  man  who  had  been  operated  on  ten  months 
previously,  stones  having  been  removed  both  from  the  gaU-bladder 
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and  from  the  common  duct.  Prompt  recovery  followed  with  relief 
of  symptoms  for  several  months,  then  a  return  of  biliary  colic.  At 
the  operation  by  me  twenty  small  stones  were  found  in  the  gall- 
bladder, evidently  formed,  since  the  first  operation.  Cholecystec- 
tomy was  performed  with  prompt  recovery. 

Case  II. — A  woman  of  middle  age  was  operated  on  by  me;  three 
moderate  sized  stones  were  removed  from  the  gall-bladder  and  drain- 
age of  the  gall-bladder  established.  Less  than  three  months  follow- 
ing she  was  again  suffering  with  evident  symptoms  of  gall-stones, 
and  another  surgeon  removed  the  gall-bladder  which  contained  a 
great  many  stones. 

Case  III. — A  man  about  thirty-five  years  of  age  was  operated  on 
by  me  in  December,  19 13;  three  stones  were  removed  from  the  gall- 
bladder and  drainage  established.  Recovery  followed  with  relief 
of  symptoms  for  five  months  then  a  return  and  persistence  until  the 
second  operation  in  November  when  the  gall-bladder  containing  one 
stone  was  removed.     Recovery. 

Now  in  two  of  these  cases  I  did  the  first  operation  and  I  am  satis- 
fied that  I  left  no  stones  in  the  gall-bladder.  I  cannot  speak  with 
the  same  certainty  as  to  the  various  ducts,  but  I  was  unable  to  de- 
tect any  by  exploration,  and  the  absence  of  jaundice  at  any  time 
after  the  first  operation  would  seem  to  indicate  the  absence  of  stones 
in  the  ducts.  We  must  admit  the  possibility  of  the  most  careful 
surgeon  sometimes  overlooking  a  stone  in  one  of  the  ducts,  but  in 
my  three  cases  the  recurrences  were  all  in  the  gall-bladder  and  it  is 
not  at  all  probable  that  a  stone  could  travel  up  the  cystic,  from  the 
common  duct,  without  some  symptoms  of  obstruction  of  the  latter. 
So  it  would  seem  that  the  stones  formed  in  the  gall-bladder,  the  most 
common  and  the  usual  site  of  their  formation.  As  to  how  long  it 
takes  a  gall-stone  to  form  we  can  only  say  within  certain  limits.  In 
one  of  my  cases  the  time  seems  clearly  to  have  been  established  as 
less  than  three  months.  One  of  our  best  authorities  (Mayo)  says 
"  the  time  of  stone  formation  varies  from  a  few  days  to  a  few  weeks." 
He  also  says  "In  our  series  we  observed  but  three  cases  in  which 
stones  had  re-formed  in  the  gall-bladder,  and  it  is  probable  that  in 
the  majority  of  cases  of  supposed  re-formation  of  gall-stones,  the 
stones  had  not  re-formed,  but  were  not  all  removed  at  the  primary 
operation,  an  accident  which  does  not  often  happen  when  the  opera- 
tion is  done  early." 

My  experience  is  nothing  like  as  extensive  as  Dr.  Mayo's  and  I 
have  encountered  three  cases  of  stones  reforming  in  the  gall-bladder 
in  less  than  one  year.  Therefore  I  must  conclude  that  re-formation  is 
more  common  than  is  generally  thought.  Dr.  Peck  reports  two 
cases  of  re-formation  in  the  ducts  after  removal.  It  is  general^ 
believed  that  the  place  of  formation  and  habitat  of  the  gall-stone  is 
the  gall-bladder,  therefore  it  would  seem  to  be  good  surgery  in  cases 
of  gall-stones  to  remove  the  gall-bladder  unless  there  are  contrain- 
dications. 

Dr.  Sprigg  asked  what  the  condition  of  the  gall-bladders  had  been 
in  the  three  cases.  If  the  gall-bladder  was  not  thickened  there 
might  be  some  doubt  as  to  the  need  of  its  removal. 
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Dr.  Stone  said  that  gall-stones  at  times  were  formed  in  the  liver 
ducts.  At  a  second  operation  in  which  he  had  removed  the  gall- 
bladder from  one  patient  there  had  been  recurrence  of  biliary  colic 
on  three  occasions  and  subsequent  examination  of  the  stools  had 
shown  biliary  calculi.  He  had  had  two  instances  where  stones  had 
reappeared  after  operation  when  the  drainage  tract  had  not  closed. 

Dr.  Sullr'AN  noted  the  recent  symposium  in  New  York  on  gall- 
bladder surgery  in  which  Erdmann  had  reported  twelve  cases  of 
recurrence  of  gall-stones. 

Dr.  Abbe  spoke  of  the  importance  of  prevention  of  the  recurrence 
of  gall-stones,  by  disinfecting  the  biliary  tract,  as  probably  being 
more  efficatious  than  removal  of  only  the  small  part  of  the  biliary 
tract  represented  by  the  gall-bladder. 

Dr.  Miller  said  that  so  long  as  stones  were  evidently  formed  in 
the  ducts  as  well  as  in  the  gall-bladder  he  saw  no  indication  for  re- 
moval of  the  normal  bladder. 

Dr.  Vaughan  noted  a  certain  contraindication  to  removal  of  the 
gall-bladder  and  reported  a  case  where  the  common  duct  had  dilated 
to  a  diameter  of  over  3  inches.  He  spoke  of  the  difl&culties  of 
the  second  operation  from  the  adhesions  following  the  first  operation. 

Dr.  Robert  Young  Sullivan  reported 

a  case  of  fatal  cerebral  hemorrhage  occurring  in  a  new-born 
infant  f0ll0\\^ng  breech  delivery. 

This  unusual  case  occurred  in  my  practice  on  August  11,  1914, 
with  circumstances  that  seemed  of  special  interest  particularly  on 
account  of  apparent  lack  of  causes  for  such  an  accident.  The  par- 
ents of  this  patient  present  no  abnormality  of  any  nature  that  could 
account  for  any  hereditary  tendency  to  hemorrhage.  Each  had 
always  been  well  and  active.  The  father  is  a  young  lawyer,  twenty- 
eight,  of  rather  studious  habits,  of  pronounced  unathletic  appear- 
ance and  tendency.  His  mentality  is  good,  however,  and,  excepting 
myopia,  he  presented  no  suspicious  symptoms.  The  mother  is  a 
well-nourished  and  developed  woman,  thirty-two,  enjoying  excellent 
health,  of  very  cheerful  and  happy  disposition.  Each  parent  denied 
long  or  serious  illness,  the  venereal  history  was  entirely  negative. 
The  mother's  menstrual  history  had  always  been  normal,  pelvic 
measurements  revealed  decidedly  normal  diameters  with  slight 
bulging  forward  of  the  first  portion  of  the  sacrum  and  rather  great 
rigidity  of  the  coccyx. 

Eighteen  months  previously  I  delivered  this  same  patient  with 
forceps,  the  indication  being  inertia  with  head  on  the  perineum  in 
the  L.  O.  A.  position.  That  child  is  living  and  well.  During  the 
ninth  month  of  her  second  pregnancy  I  discovered  that  the  infant 
presented  by  the  breech.  Remembering  the  necessity  of  interfer- 
ence in  the  first  delivery  and  believing  that  if  external  version  could 
be  accomplished  it  would  probably  not  persist  until  labor  I  decided 
to  allow  matters  to  take  their  course. 

The  patient  went  into  furious  labor  on  the  day  estimated  for  the 
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termination  of  her  pregnancy.  She  was  evidently  at  term.  The 
position  was  L.  S.  A.  and  the  entire  time  of  labor  was  covered  by  a 
period  of  six  hours.  Labor  was  furious,  pains  very  hard,  I  have 
never  seen  a  more  normal  breech  delivery.  There  was  little  water, 
however. 

The  breech  presented,  distended  the  perineum,  both  legs  and  the 
posterior  arm  were  born  spontaneously.  The  body  rotated  spon- 
taneously, bringing  the  occiput  to  the  symphysis,  allowing  the 
anterior  arm  to  be  born  with  very  Httle  help,  that  is,  pushing  it 
forward  from  behind  the  ear.  The  after-coming  head  was  delivered 
by  the  method  of  Mauriceau,  the  entire  amount  of  force  used,  how- 
ever, was  exerted  by  the  two  fingers  passed  over  the  shoulders  and 
about  the  baby's  neck.  There  was  no  abdominal  pressure  made. 
The  infant  passed  through  a  sea  of  meconium,  but  immediately  cried 
and  breathed  normally  after  that.  I  was  amazed  at  the  ease  of  the 
spontaneous  breech  delivery  and  immediately  said  everything  would 
be  well. 

Twenty-four  hours  after  delivery  the  baby  appeared  to  nurse 
poorly,  the  failure  being  more  pronounced  with  each  attempt. 
Thirty-six  hours  after  delivery  I  was  called  by  telephone  and  told 
that  the  infant  had  sustained  a  severe  vomiting  attack  which  was 
followed  by  marked  cyanosis  and  continual  respiratory  difficulty. 
The  case  occurred  in  the  Providence  Hospital  and  as  Dr.  Foote  was 
passing  at  that  moment,  he  kindly  administered  first  aid. 

Artificial  respiration  was  instituted  by  means  of  the  pulmotor 
and  other  more  passive  measures.  The  infant  was  taken  to  the 
window  and  kept  as  still  as  possible.  Feeding  by  dropper  was  insti- 
tuted and  continued  by  nares  when  the  mother's  milk  arrived. 

For  the  first  twenty-four  hours  following  the  first  vomiting  and 
cyanosis  there  alternated  periods  of  asphyxia  and  normal  breathing. 
There  were  no  convulsive  movements,  no  findings  that  in  any  way 
suggested  any  cerebral  accident.  The  pulse  was  good,  the  tempera- 
ture normal  and  the  intestinal  condition  was  as  normal  as  could  be 
so  far  as  any  of  us  in  attendance  could  determine.  There  seemed  to 
be  marked  respiratory  obstruction  and  the  case  was  treated  on  that 
basis  temporarily  which  consisted  of  heat  externally  and  air  after 
effectually  clearing  the  upper  air  passages  of  mucous.  After  spend- 
ing twenty-four  hours  in  this  condition  the  trouble  seemed  to  be 
overcome  and  the  infant  spent  twelve  hours  of  comfort,  sleeping 
most  of  the  time.  This  was  followed,  however,  by  an  entirely  new 
situation  of  affairs,  at  least  in  appearance. 

The  vomiting  returned  with  decidedly  cerebral  manifestations  as: 
a  typical  hydrocephalic  cry,  convulsive  movements  involving  the 
face,  eyes,  arms,  trunk  and  legs.  There  was  fixation  of  the  right 
pupil  and  marked  clonus  on  the  left  side  of  the  body.  There  was 
no  paralysis  until  much  later,  there  was  bulging  of  the  fontanels. 
This  condition  seemed  to  come  on  gradually,  becoming  very  definite 
in  the  course  of  a  few  hours.  After  convulsions  made  their  appear- 
ance they  became  more  and  more  marked  with  each  attack  and  the 
interval  between  became  shortened  until  the  infant  died  at  the  end 
of  four  days. 
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I  was  extremely  fortunate  in  having  Dr.  John  A.  Foote,  Dr. 
William  H.  Hough  and  Dr.  Thomas  S.  D.  Grasty  in  consultation. 
Dr.  Hough  kindly  did  lumbar  puncture,  finding  blood  in  the  cerebro- 
spinal canal  and  at  his  autopsy  he  found  the  hemispheres  bathed 
with  possibly  four  ounces  of  blood  some  of  which  was  also  found  at 
the  base  of  the  brain.  Dr.  Grasty  repeatedly  called  attention  to 
the  bulging  fontanels  and  extreme  heaviness  of  the  fetal  bones,  also 
to  the  apparent  ossification  of  sutures.  I  was  entirely  at  a  loss  to 
know  what  force  caused  rupture  of  vessels  large  enough  to  cause 
such  an  enormous  hemorrhage. 

Looking  into  the  literature  of  the  subject  I  find  that  Williams, 
De  Lee,  and  Hirst  look  upon  breech  presentations  with  considerably 
more  danger  than  the  cephalic  variety  both  for  the  mother  and 
child.  They  estimate  fetal  mortality  variously  from  15  per  cent, 
to  30  per  cent.  Very  little  is  said  by  obstetricians  about  hemorrhagic 
conditions  following  breech  delivery.  Slight  mention  of  fracture  of 
the  bones  of  the  skull  and  extremities  is  made  and  the  hematomata 
occurring  under  the  scalp  and  over  the  sterno-clasdo-mastoid  muscle. 
They  lay  great  stress  upon  the  degree  of  dilatation  of  the  cervix  and 
the  force  of  pains  in  breech  cases  as  causes  of  such  accidents. 

Holt  discusses  the  situation  at  great  length,  accurately  describing 
my  own  case.  He  says  hemorrhage  in  the  viscera  of  the  new-born 
is  frequent  and  is  a  causative  feature  in  possibly  30  to  60  per  cent, 
of  infant  deaths  "^dthin  the  first  four  days  of  life.  He  classifies 
these  hemorrhages  as  spontaneous  and  traumatic. 

Spontaneous  hemorrhages  of  course  are  due  to  a  peculiarity  of  in- 
fant blood  and  also  to  the  delicateness  of  structures  of  the  new-born; 
rather  than  an  arrested  development.  He  says  this  is  due  for  the 
most  part  to  syphiUs  or  sepsis.  Visceral  hemorrhages  of  this  type 
may  occur  in  the  brain,  liver,  lungs,  kidney  and  in  the  intestinal 
tract;  diagnosis  and  treatment  result  in  failure. 

Traumatic  hemorrhages  he  says,  occur  frequently  at  birth  and 
he  is  comforting  in  saying  that  they  do  not  depend  necessarily  upon 
external  force.  In  his  classification  of  cerebral  hemorrhages  for- 
ceps in  cephalic  presentation  is  first  in  number  of  cases,  breech  presen- 
tation, however,  following  closely.  He  says,  furthermore,  that  in 
forceps  cases  or  normal  cephalic  cases  hemorrhage  is  more  apt  to  be 
found  at  the  base,  while  in  breech  cases  it  is  more  often  on  the 
hemispheres  and  considerably  larger  varying  from  i  dram  to  4 
ounces.  This  would  seem  to  be  true  when  one  considers  the  points 
and  direction  of  application  of  force. 

Medical  and  surgical  treatment  for  cerebral  and  other  visceral 
hemorrhages  of  the  new-born  result  in  failures  in  a  great  majority 
of  cases.  Cerebral  hemorrhages  result  in  deaths  in  the  very  great 
majority  of  cases  even  at  such  hands  as  Dr.  Harvey  Cushing's,  a 
few  cures  are  reported,  however.  Those  infants  that  recover  with- 
out operation  have  sustained  minute  hemorrhages  and  it  is  reported 
according  to  Holt  that  they  are  usually  idiots,  mentally  deficient 
or  later  show  paralyses.  It  would  seem  that  more  frequent  autopsy 
would  allow  earlier  diagnosis,  later,  and  that  operation  upon  cases 
to  come  would  result  in  a  larger  proportion  of  cures. 


160      WASHINGTON    OBSTETRICAL   AND    GYNECLOGICAL    SOCIETY 

Dr.  Riggles  asked  if  horse  serum  had  been  tried  in  this  case. 
He  had  an  intestinal  hemorrhage  case  on  his  service  at  the  present. 

Dr.  Sprigg  spoke  of  the  importance  of  the  cranial  bones  in  causing 
these  hemorrhages.  When  the  bones  were  soft  and  the  fontanelles 
large  there  seemed  to  be  less  probability  of  these  intracranial  hemor- 
rhages, but  the  hard  bones  when  molded  in  spite  of  themselves 
tended  to  lacerate  the  intracranial  contents  and  cause  bleeding.  In 
breech  cases  he  thought  it  wise  always  to  try  and  do  version  before 
labor. 

Dr.  Foote  saw  Dr.  Sullivan's  case  in  the  second  twenty-four 
hours.  The  baby  then  was  black  from  cyanosis  but  recovered 
good  color  with  oxygen.  Sachs  says  that  such  hemorrhages  occur 
without  symptoms  because  the  nerve  tracts  are  not  developed  at 
birth  hence  diagnosis  is  all  the  more  difficult.  Lumbar  puncture 
showed  blood  in  5  per  cent,  of  all  deaths  in  the  first  five  days,  due 
to  intracranial  hemorrhage. 

Dr.  Willson  suggested  as  a  cause  of  the  hemorrhage  the  rapid 
passage  of  the  after-coming  head  through  the  pelvis.  If  the  bleeding 
were  not  due  to  infection,  horse  serum  would  not  be  expected  to 
control  the  bleeding. 

Dr.  Vaughan  emphasized  the  value  of  early  surgery  as  in  other 
cases  of  cranial  fracture. 

Dr.  Sullr'an  said  that  in  this  case  the  bones  of  the  head  were 
thick  and  the  sutures  almost  closed.  He  thought  that  version  before 
labor  would  have  been  a  help.  No  surgery  was  done  for  the  diag- 
nosis was  not  made  early  enough.  In  most  of  the  cases  oper- 
ated on,  death  promptly  followed.  He  has  had  one  case  since  that 
died  on  the  table.  He  thinks  that  the  autopsies  teach  the  need  of 
prevention. 

Dr.  Moulden  read  the  essay  of  the  evening  on 

TOXEMIA   OF   pregnancy.* 

Dr.  Willson  noted  that  this  was  a  new  viewpoint.  It  had  been 
presented  by  the  Ewing  school  but  had  not  been  altogether  convinc- 
ing. The  contention  against  the  common  cause  of  toxemias  is 
based  on  the  changes  in  the  liver.  Dr.  Moulden's  point  was  prac- 
tical and  important  in  emphasizing  the  function  of  the  colon. 

Dr.  Sprigg  said  that  while  the  exact  cause  of  the  toxemias  had 
not  been  proven  yet  it  was  perfectly  possible  to  appreciate  the  sen- 
sitizing of  certain  portions  of  the  body  and  again  later  of  different 
tissue  to  the  same  poison.  No  matter  what  the  type  of  toxemia  the 
treatment  was  always  by  elimination  and  when  the  toxemia  could 
not  be  controlled  by  the  emunctories  it  became  necessary  to  empty 
the  uterus.  He  thought  that  two  bowel  movements  a  day  were 
always  needed. 

Dr.  Sullivan  asked  what  the  percentage  of  deaths  was  in  cases 
where  surgery  was  done  during  pregnancy.  The  general  teaching 
was  that  during  the  last  three  months  of  pregnancy  certainly  no 
elective  work  should  be  done. 

*  See  original  paper,  page  31. 
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Dr.  Miller  said  that  there  was  a  relation  between  the  tendency 
to  nervous  manifestations  and  eclampsia.  He  had  had  one  case  of 
petit  mat  prior  to  pregnancy  in  which  the  seizures  became  more 
frequent  and  more  severe  during  pregnancy.  At  the  seventh  month 
she  developed  persistent  convulsions;  had  150  in  three  days  and  died. 
The  diagnosis  of  eclampsia  was  not  justified  but  rather  a  status 
epilepticus.  He  thought  that  in  cases  of  petit  mal  minor  symp- 
toms might  justify  emptying  the  uterus. 

Dr.  Mouldex  thought  that  any  major  surgery  that  was  necessary 
could  be  done  without  injury  to  the  mother  or  the  child. 


ITEM. 

ENDOWMENT  OF  $500,000  TO  AMERICAN  COLLEGE  OF 

SURGEONS. 

The  American  College  of  Surgeons  begins  the  new  year  with  an 
announcement  that  it  has  secured  from  its  Fellows  an  endowment 
fund  of  $500,000.  This  fund  is  to  be  held  in  perpetuity,  the  in- 
come only  to  be  used  to  advance  the  purposes  of  the  College.  By 
this  means  lasting  progress  toward  the  purposes  of  the  College  is 
assured. 

The  College,  which  is  not  a  teaching  institution  but  rather  a 
society  or  a  college  in  the  original  sense,  now  hsts  about  3400 
Fellows  in  Canada  and  in  the  United  States.  Without  precedent  for 
swiftness  of  development  it  stands  to-day  a  powerful  factor  both  in 
the  art  and  in  the  economics  of  surgery. 

Primarily  the  College  is  concerned  with  the  training  of  surgeons. 
But  the  significant  fact  in  connection  with  the  endowment  just  se- 
cured is  that  it  has  come  from  the  surgeons  themselves,  inspired  by  a 
motive  for  better  service  to  the  patient.  Ideals  in  the  profession  of 
medicine  are  Hving  things.  Probably  no  more  convincing  proof  of 
this  fact  exists  than  the  sacrifice  which  the  surgeons  of  this  continent 
have  made  willingly  in  order  to  raise  this  fund. 

To  begin  with,  these  ideals  are  to  find  concrete  expression  along 
the  following  lines  of  activity, 

I.  Since  the  whole  problem  of  the  training  of  specialists  for  the 
practice  of  surgery  is  the  primary  purpose  of  the  College,  the  Regents 
propose  at  an  early  date  to  present  a  clear  conception  of  the  College 
to  the  undergraduate  medical  students  of  this  continent.  The 
Regents,  further,  will  ask  each  senior  student  of  this  group  who  has 
in  mind  to  specialize  in  general  surgery  or  any  branch  of  surgery 
to  register  with  the  College.     As  these  students,  then,  serve  later  as 


162  ITEM 

internes  and  as  surgical  assistants,  they  will  be  requested  to  report 
these  facts  to  the  College.  The  CoUege,  in  turn,  will  systematically 
seek  information  as  to  the  abihty  and  character  of  such  men;  and 
the  information  thus  obtained  becomes  the  basis  of  admission  to 
Fellowship  in  the  College.  In  addition  to  this  procedure,  the  Re- 
gents will  insist  upon  the  proper  keeping  of  case  histories,  and  they 
will  endeavor  to  stimulate  in  these  men  in  training  right  ideals  of 
medical  practice.  In  this  program  they  ask  the  active  cooperation 
of  the  faculties  of  the  medical  schools  and  of  aU  practitioners  of 
medicine. 

2.  Inasmuch  as  proper  training  in  surgery  is  inseparably  involved 
with  the  conduct  and  efficiency  of  hospitals,  the  College  will  seek 
accurate  data  on  all  matters  which  relate  to  hospitals.  From  time 
to  time  it  will  publish  studies  upon  hospital  problems,  the  purpose 
being  always  to  be  helpful  to  the  hospitals.  These  pubHcations, 
further,  will  inform  recent  medical  graduates  as  to  where  they  may 
seek  adequate  general  or  special  training  in  surgery.  To  be  con- 
crete the  College  will  deal  with  such  problems  as  (a)  the  proper 
equipment  for  medical  diagnosis,  e.g.,  well-equipped  laboratories  for 
chemical,  pathological,  and  x-ray  work;  (b)  the  proper  forms  for 
case  histories  and  the  facilities  for  keeping  these  records;  (c)  the 
management  and  the  curricula  of  the  nurses  training  schools;  (d) 
the  specialization  essential  in  any  well-organized  hospital. 

3.  The  College  will  ask  the  faculties  of  medical  schools  to  consider 
the  advisabiUty  of  conferring  a  supplementary  degree  of  proficiency 
in  general  surgery  and  in  the  various  specialties  of  surgery. 

4.  The  College  will  issue  readable  monographs,  educational  in 
nature,  to  the  press,  to  the  general  pubhc,  to  hospital  trustees,  and 
to  the  profession  of  medicine  upon  subjects  of  medical  procedure  and 
the  whole  meaning  of  fitness  to  practise  surgery. 

The  entire  impetus  of  the  College  springs  from  within  its  own  mem- 
bership. Necessarily  that  impetus  implies  reform.  But  there  is  a 
vast  difiFerence  between  reform  preached  at  men  and  reform  innate 
in  the  hearts  of  men  which  finds  expression  at  their  own  initiative. 
Whatever  impetus  the  College  possesses,  it  originates  among  the  sur- 
geons themselves.  It  is  not  an  extraneous  force  or  an  "uplift" 
movement.  But  rather,  out  of  the  widely  divergent  views  on  many 
subjects  among  the  Fellows,  the  aims  of  the  College  rise  as  those  time- 
tried  aspirations  which  are  inherently  the  basis  of  all  that  is  valuable 
in  the  vocation  of  surgery.  The  purposes  of  the  College  are  con- 
cerned directly  with  matters  of  character  and  of  training,  with  the 
betterment  of  hospitals  and  of  the  teaching  faciHties  of  medical 
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schools,  with  laws  which  relate  to  medical  practice  and  privilege, 
and  with  an  unselfish  protection  of  the  public  from  incompetent 
service;  in  a  word,  they  embody  those  ideals  which  have  stood  the 
test  of  centuries.  Upon  these  the  Fellows  are  united.  These  are 
the  ideals  which  each  Fellow,  single-handed,  has  endeavored  to 
foster,  and  the  expression  of  them  to-day  through  the  College  comes 
as  a  sort  of  mass-consciousness  of  the  whole  body  of  Fellows.  The 
splendid  fact  is  that  the  Fellows  have  grasped  in  an  instant  the 
meaning  of  the  College  by  a  process  of  fusion  and  they  have  gladly 
made  sacrifices  for  its  success. 

As  one  comes  into  wide  acquaintance  with  the  Fellows  of  the  Col- 
lege and  catches  some  fair  notion  of  their  earnestness,  he  sees  the 
future  of  the  organization  not  by  means  of  logic.  There  is  some- 
thing more  subtle  and  potent  than  argument.  A  determined  optim- 
ism carries  a  momentum  of  its  own.  Without  a  logical  process  it 
seeks  concrete  expression;  and,  more  than  this,  it  really  recreates 
circumstances  through  all  shifts  of  weather  or  play  of  incident  with  a 
certainty  not  excelled  by  an  utterly  rational  course.  The  Fellows 
of  the  College,  in  their  widely  scattered  districts,  fuse  their  conscious- 
ness of  the  organization  with  a  splendid  hope  in  their  hearts  to  ad- 
vance all  that  is  important  and  valuable  in  the  profession.  This 
very  attitude  of  mind  is  the  first  promise  for  the  future  of  the 
College.  It  is  a  promise  that  admits  of  no  defeat.  It  is  a  pledge[of 
loyalty  to  medical  patriotism  which  means  loyalty  to  the  public 
welfare  exercised  through  intellectual  sincerity  and  scientific  accur- 
acy. It  means  a  safeguard  to  the  public,  for  it  indicates  where 
honest  and  adequate  surgery  may  be  found. 

John  G.  Bowman,  Director. 
Dec.  13,  1915. 
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OBSTETBICS. 


Sterilization  from  the  Point  of  View  of  the  Hygiene  of  the  Race. — 

Elis  Essen-Moeller  {Arch.  mens,  d'obst.  et  de  gyn.,  July,  191 5)  con- 
siders sterilization  in  cases  in  which  renewed  pregnancies  are  not 
dangerous  to  life  but  to  the  welfare  of  the  family  or  the  community, 
A  first  group  consists  of  those  unfortunate  women  who  are  subjects 
of  a  puerperal  psychosis  after  each  pregnancy  and  who,  in  some  cases, 
become  chronically  insane.  The  author  believes  that  a  new  preg- 
nancy should  be  interrupted  in  such  cases,  and  that  sterilization  of 
the  woman  is  the  only  effective  measure  to  prevent  future  pregnan- 
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cies;  he  has  performed  the  necessary  operation  in  his  cases.  A  second 
group  consists  of  mentally  defective  girls  who  become  pregnant. 
To  improve  the  race  we  must  take  measures  that  will  prevent  bad 
influences  from  affecting  its  future,  and  must  increase  its  resistance. 
In  old  times  the  father  of  a  family  allowed  the  weak  members  of  the 
family  to  die.  Castration  of  criminals  has  been  practised  in  ancient 
days.  Recently  America  has  taken  up  the  practice  in  certain  states. 
In  criminals  and  imbeciles  an  interdiction  of  marriage  will  have  little 
effect.  We  must  absolutely  prevent  impregnation.  Operative 
sterilization  then  becomes  a  necessity.  The  objections  are  that 
our  knowledge  of  heredity  is  as  yet  in  its  infancy;  yet  in  some  regions 
we  have  much  knowledge.  We  know  that  in  hemophilia  the  defect 
is  transmitted  by  the  women  of  the  family  to  the  males.  Another 
objection  is  that  childbirth  may  occur  before  we  have  made  the 
diagnosis  of  a  malady  that  calls  for  sterilization.  Another  is  that 
the  birth-rate  will  be  lessened.  But  why  have  children  born  that 
will  have  the  instinct  to  procreate  unrestrained  by  normal  mentality? 
The  operation  proposed  for  sterilization  is  not  castration,  and  has 
not  its  bad  effects.  It  simply  seeks  to  prevent  the  entrance  of  the 
spermatozoon  into  the  seminal  fluid.  It  is  easily  and  rapidly  done, 
no  rest  in  bed  being  needed.  A  shght  operation  which  does  not 
injure  health  or  restrain  liberty,  which  permits  marriage,  and  allows 
them  to  enjoy  family  happiness  is  greatly  to  be  preferred  to  inter- 
diction of  marriage  and  family  happiness.  Among  hemophiliacs  it 
has  been  requested  by  the  females  that  they  be  castrated  so  as  to 
prevent  heredity  and  allow  of  marriage.  Such  an  operation  is  also 
preferable  to  internment  in  a  charitable  institution. 

Presence  of  Decidual  Cells  in  the  Pelvic  Ljrmphatic  Glands  in 
Pregnancy. — G.  Pusinich  (Aim.  di  obst.  e  gin.,  August,  191 5)  has 
obsei^ved  a  case  of  pregnancy  in  which  decidual  cells  were  found  in 
some  of  the  pelvic  lymphatic  glands  during  pregnancy.  This  is  a 
rare  but  well  authenticated  condition.  Geipel  found  these  cells 
existing  in  the  peritoneum  of  the  culdesac  of  Douglas,  the  appendix 
and  omentum,  and  in  five  of  the  pelvic  lymphatic  glands  in  a  case  of 
acute  anemia.  These  cells  occupied  the  lymphatic  channels,  pene- 
trated the  folHcles,  and  were  in  the  lymph  spaces  of  the  glands.  The 
author's  case  died  at  the  middle  of  the  fifth  mouth  of  pregnancy  of 
a  cerebral  hemorrhage.  In  three  of  the  pelvic  glands  the  decidual 
cells  were  found.  In  the  right  ovary  there  was  a  marked  decidual 
reaction,  with  a  true  proliferation  of  the  decidual  elements  on  the 
surface  and  in  the  stroma.  It  has  been  thought  that  these  cells 
represent  elements  of  the  villi  transported  by  the  lymphatic  current 
into  the  follicles.  Another  theory  is  that  in  the  glands  themselves 
there  may  be  a  transformation  of  the  component  cells  of  the  gland, 
similar  to  that  seen  in  all  the  genital  organs;  a  metamorphosis  or 
production  caused  by  some  stimulus.  Such  stimula  may  be  me- 
chanical or  nutritional;  a  decidual  reaction  may  take  place  in  the 
glands  themselves,  or  a  decidual  transformation  of  the  connective 
tissue  cells  similar  to  that  in  cervical  polypi  during  pregnancy.  We 
cannot  say  what  portion  of  the  glands  acts  as  the  metrix  in  this 
transformation.     Even  the  lymphatic  glands  in  the  author's  case 
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felt  the  stimulus  of  pregnancy,  as  well  as  the  uterus  and  ovary. 
The  affected  glands  were  perhaps  those  that  collected  the  lymph 
from  the  ovary  and  uterus.  From  whatever  source  they  came  they 
passed  into  the  lymphatic  vessels  and  were  arrested  in  their  passage 
by  the  glands,  as  are  cancer  cells. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY 

Acute  Pyelitis. — K.  H.  Aynesworth  (Surg.  Gyn.,  and  Obst.,  1915,  xxi, 
123)  says  that  pyeHtis  is  a  disease  which  is  very  frequently  not  diag- 
nosed, due  to  the  fact  that  the  symptoms  are  so  often  directed  to  the 
bladder.  There  may  be  no  localizing  symptoms  at  all  to  guide  one; 
unless  the  urine  be  microscopically  examined,  followed  by  cystos- 
copy and  ureteral  catheterization,  it  is  possible  to  overlook  the 
disease.  Tenderness  and  pain  in  the  kidney  may  or  may  not  be 
present,  depending  upon  whether  or  not  there  is  blocking  of  the  uri- 
nary outflow  or  upon  involvement  of  the  kidney  substance.  Treat- 
ment should  be  general  and  local;  general  treatment  should  be  to 
secure  an  acid  urine  with  some  drug  which  vdW  ehminate  formalde- 
hyde; also,  massive  water  drinking  must  be  ordered,  especially  in 
those  patients  who  have  no  nephritis;  liquid  diet  is  best;  rest  in  bed; 
and  last,  and  by  all  means  advisable,  kidney  drainage  by  the  ureteral 
catheter  and  local  appUcations. 

Acquired  Megacolon. — An  interesting  case  of  the  acquired  type 
is  recorded  by  I.  AbeU  {Surg.,  Gyn.  and  Obst.,  1915,  xx,  685).  Appar- 
entlv  perfectly  healthy  in  his  early  years  and  ^vith  no  history  of  con- 
stipation, the  patient 'had  scarlet  fever  vnth  thrombo-arteritis  of  the 
left  popHteal  artery  and  pehdc  venous  thrombosis  at  the  age  of  seven. 
Constipation  began  at  this  time  and  abdominal  distention  was  ob- 
served a  year  later,  increasing  during  the  next  five  ypars  while  fecal 
evacuations  occurred  only  when  in  the  prone  position  and  chiefly 
during  sleep.  At  the  age  of  thirteen  years  the  circumference  of  the  ab- 
domen at  the  umbilicus  was  44  inches :  When  the  abdomen  was  opened 
the  sigmoid  was  found  to  be  between  5  and  6  inches  in  diameter. 
This  distention  gradually  diminished  until  the  gut  reached  a  normal 
cahber  in  the  jejunum.  After  making  an  anastomosis  between  the 
ileum  and  rectum  a  rectal  examination  was  made  and  a  stricture 
was  found  about  2  inches  above  the  levator  ani.  This  had  pre- 
viously permitted  the  injection  of  a  bismuth  edema,  so  was  appar- 
ently of  a  valvular  type.  Divulsion  and  subsequent  periodical 
dilatation  of  the  stricture  and  repeated  enemata  reduced  the  abdom- 
inal circumference  within  a  week  from  44  to  22  inches.  Control  of 
the  fecal  evacuations  was  promptly  regained,  and  a  normal  bowel 
movement  occurs  daily  without  the  aid  of  purgatives  or  eneraata. 
There  is  no  history  of  syphilis  in  either  of  the  parents  nor  are  syphihtic 
phenomena  present  in  parents  or  children.  The  tuberculin  test  is 
negative,  and  physical  examination  as  far  as  tuberculosis  is  concerned 
is  negative.  The  origin  of  the  stricture  most  probably  firids  its  ex- 
planation in  a  fibrosis  dependent  upon  the  tissue  changes  incidental 
to  the  thrombophlebitis.  The  value  of  a  rectal  examination  before 
operating  is   obvious. 


DEPARTMENT  OF  PEDIATRICS. 


JOINT  MEETING  OF   THE  NEW  ENGLAND   PEDIATRIC 

SOCIETY,  THE  PHILADELPHIA  PEDIATRIC  SOCIETY, 

AND  THE  SECTION  ON   PEDIATRICS  OF  THE 

NEW  YORK  ACADEMY  OF  MEDICINE. 


Held  in  Philadelphia,  November  g,  191 5. 

PROGRAM  OF  THE  DAY, 

The  entire  day,  beginning  at  9.30  a.  m.,  was  spent  in  visiting  the 
hospitals  in  Philadelphia,  in  attending  clinics,  and  in  listening  to 
demonstrations  and  short  talks.  Among  the  institutions  visited 
were  the  new  Henry  Phipps  Institute  of  the  University  of  Pennsyl- 
vania for  the  Study,  Prevention,  and  Treatment  of  Tuberculosis; 
Jefferson  Hospital,  where  Dr.  E,  E.  Graham  gave  a  clinic;  the 
Health  Center  of  the  Child's  Federation,  where  Dr.  S.  McC.  Hamill 
explained  the  intensive  work  which  was  being  conducted  for  the 
prevention  of  disease  in  a  congested  foreign  quarter  of  the  city; 
the  first  unit  of  the  new  group  of  buildings  of  the  Children's  Hospital; 
the  Children's  Building  of  the  Woman's  Hospital  of  Philadelphia, 
where  luncheon  was  served.  The  greater  part  of  the  afternoon  was 
spent  in  the  various  departments  of  the  University  of  Pennsylvania. 
Dr.  William  G.  Spiller  gave  a  clinic  on  Nervous  Diseases  in  Children. 
Three  brief  talks  were  given  in  the  Department  of  Research  Medi- 
cine of  the  Laboratories  of  Pathology,  Physiology  and  Pharmacology 
as  follows: 

ACIDOSIS  IN  CHILDREN. 

Dr.  Alonzo  E.  Taylor,  Philadelphia,  said  they  had  been  en- 
deavoring to  determine  the  actual  relation  of  intermittent  vomiting 
to  acidosis.  To  this  end  they  had  made  a  study  of  the  elimination  in 
a  child  whose  diet  was  known  before,  during  and  after  the  attack 
of  vomiting.  The  urine  had  been  examined  forty-eight  hours  before 
the  attack.  This  child  was  five  days  without  food  and  then  recov- 
ered. The  quantitative  determination  of  the  acid  elimination, 
ascertained  by  estimating  the  quantity  of  the  different  ketones,  for 
the  two  days  previous  to  the  attack  and  during  the  attack  showed 
that  there  was  no  acidosis  prior  to  the  attack  and  none  until  three 
days  after  the  onset  of  the  vomiting.  The  ketonuria  dropped  to 
normal  as  soon  as  the  child  was  again  taking  a  normal  diet.  All  the 
evidence  indicated  that  the  ketonuria  was  the  direct  result  of  the 
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starvation  and  had  no  direct  connection  with  the  intermittent  vomit- 
ing. This  led  them  to  the  conclusion  that  there  were  two  types  of 
acidosis,  one  connected  with  intermittent  vomiting  and  one  de- 
pendent on  the  withdrawal  of  food  and  having  nothing  to  do  with 
the  vomiting. 


METABOLISM    STUDIES    BEFORE    AND    AFTER    SPLENECTOMY    IN    CON- 
GENITAL HEMOLYTIC  ICTERUS. 

Dr.  Richard  M.  Pearce,  Dr.  O.  H.  Perry  Pepper  and  Dr. 
Samuel  Goldschmidt  presented  this  study  (Archives  of  Internal 
Medicine,  September,  191 5,  vol.  xvi)  and  also  the  patient,  a  boy 
five  and  one-half  years  of  age,  upon  whom  the  operation  had  been 
performed.  During  early  infancy  his  general  health  had  been  poor 
and  gastrointestinal  disturbances  frequent.  In  the  fourteenth 
month  the  first  severe  anemia,  accompanied  by  dark  brown  discolora- 
tions  of  the  skin  and  preceded  by  protracted  vomiting  and  diarrhea, 
was  observed.  Periods  of  recrudescence  and  exacerbation  followed 
one  another  until  the  child  was  two  and  one-half  years  of  age,  when 
he  had  an  unusually  severe  attack  which  kept  him  in  bed  for 
five  months.  During  this  illness  partial  paralysis  of  the  left  side 
developed. 

During  the  interval  between  this  period  and  the  time  of  opera- 
tion he  had  twice  lost  the  power  of  speech,  twice  had  otitis  media, 
had  a  tendency  to  localized  edema,  obstinate  constipation  and  feces 
described  as  dark  or  orange  in  color.  The  family  history  showed 
that  two  other  children  had  been  slightly  jaundiced  shortly  after 
birth  but  had  otherwise  been  in  good  health.  The  father  was  said 
to  have  had  an  enlarged  spleen  and  offered  a  history  of  exposure  to 
lues,  of  skin  eruption  and  of  chronic  abscess.  The  Wassermann 
reaction  in  the  patient  had  always  been  negative;  however,  salvarsan 
had  been  administered  five  times  by  rectum. 

In  only  three  instances  had  metabolic  studies  been  made  both 
before  and  after  splenectomy  in  man.  Two  of  these  were  Umber's 
studies  of  Banti's  disease  and  the  third  Minot's  study  of  pernicious 
anemia.  In  none  of  these  was  the  study  as  complete  as  in  this  case. 
The  first  metabolic  period  ran  from  the  fourth  to  the  fourteenth 
of  December,  1914,  during  which  time  there  was  little  or  no  change 
in  the  patient's  condition.  Examination  again  on  January  26,  1915, 
revealed  nothing  new.  Splenectomy  was  performed  January  28. 
The  convalescence  was  satisfactory  and  on  February  5,  the  second 
period  of  metabolism  study  was  started  and  continued  for  ten  days, 
representing  the  eighth  to  the  eighteenth  day  after  splenectomy  was 
completed.  In  summarizing  their  observations  the  authors  state 
that  in  this  case  splenectomy  was  followed  by  a  disappearance  of  the 
discoloration  of  the  skin,  a  rapid  improvement  in  the  condition  of 
the  blood  and  a  striking  improvement  in  general  health.  The 
metabolism  studies  gave  the  following  results:  i.  A  slight  positive 
nitrogen  balance  before  splenectomy  was  followed  by  an  increased 
retention  eight  days  after  operation.     2.  The  output  of  uric  acid 
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showed  a  decrease  of  47  per  cent,  after  operation.  3.  In  the  third 
period  directly  after  operation  a  change  in  the  partition  of  creatinin 
and  creatin  ehmination  occurred,  the  total  creatinin,  however, 
showing  but  slight  change.  4.  Other  urinary  nitrogen  constituents 
showed  no  variations  from  the  normal,  and  no  change  was  found 
in  the  hydrogen  ion  concentration.  5.  The  utilization  of  nitrogen 
was  good  at  all  times.  6.  Fat  metabolism  was  normal.  7.  There 
was  a  large  loss  of  iron  through  the  feces  before  splenectomy,  fol- 
lowed by  a  decided  decrease  (40  per  cent.)  after  operation.  8.  The 
excretion  of  urobilinogen  and  urobilin  in  the  feces  was  markedly 
diminished  after  splenectomy;  the  amount  after  operation  was  about 
one-ninth  of  that  excreted  before  splenectomy.  The  removed 
spleen  was  exhibited. 

ELECTROCARDIOGRAPHIC  TRACINGS  IN  CHILDREN. 

Dr.  E.  B.  Krumbhaar,  Philadelphia,  said  that  in  studying  patho- 
logical hearts  in  young  children  and  making  cardiographict  racings 
they  found  that  they  had  nothing  with  which  to  compare  them,  as 
there  were  no  electrocardiographic  tracings  of  the  normal  heart  in 
children  in  existence.  They  had  succeeded  in  getting  tracings  of 
the  fetal  heart  and  had  records  just  before  and  just  after  the  cord 
was  cut.  They  found  that  the  heart  acted  much  better  just  before 
than  just  after  the  cord  was  cut.  At  birth  there  was  a  distinct 
preponderance  of  the  right  ventricular  sounds,  and  this  persisted 
up  to  the  sixth  or  eighth  week  and  then  disappeared  in  a  very 
characteristic  way,  the  R.  wave  being  the  first  to  disappear.  This 
phenomenon,  the  preponderance  of  the  right  ventricular  sounds^ 
had  been  observed  in  older  people  and  had  been  difficult  to  explain. 
Dr.  Krumbhaar  showed  a  number  of  electrocardiographs;  one  to 
which  he  called  particular  attention  showed  a  perfectly  regular 
interval  when  they  began  to  take  it  and  in  a  few  minutes  the  interval 
became  four  times  as  long;  this  child  developed  heart  block  and  they 
had  succeeded  in  observing  it  in  its  early  stage. 

INBREEDING  EXPERIMENTS  WITH  THE  ALBINO  RAT. 

Dr.  Helen  Dean  King  read  this  paper  and  allowed  the  audience 
to  inspect  the  rat  colony.  She  stated  that  she  undertook  these 
experiments  to  determine  (i)  whether  close  inbreeding  altered  the 
sex  ratio  by  increasing  the  number  of  males  as  several  investigators 
had  maintained,  and  (2)  to  ascertain  whether,  as  was  generally 
believed,  this  form  of  breeding  necessarily  led  to  sterility,  loss  in 
body  size,  and  in  constitutional  vigor.  The  experiments  were  be- 
gun six  years  ago  with  a  stock  litter  of  four  albino  rats,  two  males 
and  two  females.  The  descendants  of  one  pair  were  the  A  series 
of  inbred  and  the  descendants  of  the  other  pair  the  B  series  of  in- 
breds.  Both  series  have  been  kept  under  identical  environmental 
and  nutritive  conditions.  In  both  series  the  closest  form  of  in- 
breeding has  been  carried  on,  the  mating  of  brother  and  sister  from 
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the  same  litter.  At  the  present  time  there  were  twenty-one  gener- 
ations of  rats.  An  examination  of  over  looo  litters  of  stock  albino 
rats  had  shown  that  about  107  males  are  born  to  each  100  females,  a 
sex  ratio  practically  the  same  as  that  in  man.  During  the  first 
six  generations  no  attempt  was  made  to  influence  the  sex  ratio,  and 
in  1500  individuals  belonging  to  these  generations  there  were  105 
males  to  100  females.  The  sex  ratio  was  so  close  to  normal  that  it 
seemed  to  indicate  that  close  inbreeding  alone  did  not  appreciably 
alter  sex  ratio  in  the  rat.  From  the  sixth  generation  on  there  had 
been  a  careful  selection  of  breeding  animals.  In  series  A,  the  male 
line,  every  female  used  had  come  from  a  litter  containing  an  excess 
of  males;  in  the  B  series,  the  female  hne,  every  female  had  belonged 
to  a  htter  containing  an  excess  of  females.  Each  female  was  mated 
twice  to  a  brother  of  the  same  litter.  The  sex  records  were  now 
complete  for  nineteen  generations.  In  the  A  series  there  had  been 
an  increase  in  the  proportion  of  males,  varying  from  3  to  42  per  cent.' 
above  the  normal  in  different  generations.  In  series  B,  the  female 
Hne,  there  had  been  an  increase  in  the  relative  number  of  females 
in  each  generation,  the  number  of  males  being  from  6  to  33  per  cent, 
below  the  normal.  Dr.  King  said  that  at  present  she  could  offer  no 
explantation  as  to  the  way  in  which  this  change  had  been  brought 
about,  nor  could  she  predict  the  ratio  in  an  individual  Htter,  but  it 
was  only  when  the  average  for  a  large  number  of  litters  were  taken 
that  the  results  indicated  were  obtained. 

Beginning  with  the  sixth  generation,  from  three  to  five  litters  in 
each  generation  were  systematicaUy  weighed  until  fifteen  months 
of  age,  and  the  results  charted.  These  showed  that  the  growth  in 
body  weight  was  practicaHy  the  same  in  inbred  and  stock  albino  rats 
during  the  first  sixty  days  of  postnatal  life.  After  this  time  the 
inbred  rats  exceeded  the  stock  rats  in  body  weight  at  any  given  age. 
After  150  days  of  age  inbred  males  were  about  15  per  cent,  heavier 
than  stock  rnales.  In  the  case  of  the  females  there  was  less  differ- 
ence; nevertheless,  inbred  females  were  about  3  per  cent,  heavier 
than  stock  females.  This  result  was  the  more  striking  since  no 
attempt  was  made  to  breed  for  body  size.  However,  the  largest 
and  most  vigorous  individuals  from  the  litters  were  selected  to 
continue  the  series. 

SteriHty  was  said  to  be  one  of  the  evil  effects  of  inbreeding,  but 
here  the  rat  seemed  to  be  the  exception.  The  average  litter  con- 
tained seven  young,  and  the  records  of  over  1200  litters  of  inbred 
rats  showed  that  the  average  number  of  young  per  Htter  was  7.4. 
Litter  size  was  seemingly  increased  and  not  diminished  by  inbreeding, 
even  when  no  attempt  was  made  to  increase  fertility.  In  this  colony 
the  inbred  rats  Hved  fully  as  long  as  did  stock  rats  and  appeared  to 
be  equally  resistant  to  disease,  so  that  as  yet  constitutional  \dgor 
did  not  seem  to  have  been  impaired.  In  this  colony,  during  the  past 
ten  years,  observations  had  been  made  on  50,000  rats.  The  largest 
rat  obtained  among  these  belonged  to  the  seventh  generation  oi 
inbred  rats,  was  seventeen  months  old  and  weighed  551  grams,  while 
the  average  weight  of  the  stock  rats  of  this  age  was  325  grams. 
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Following  this  demonstration,  the  party  attended  a  clinic  on  Skin 
Diseases  in  Children  at  the  Polyclinic  Hospital  which  was  held  by 
Dr.  Jay  F.  Schamberg. 

The  visiting  physicians  were  entertained  at  a  dinner  at  the  Manu- 
facturers' Club. 

Evening  Session 
LOBAR  pneumonia;  the  co-relation  of  its  symptoms  and  physical 

SIGNS  WITH  THE  FINDINGS  OF  THE  r5nTGEN  RAY 

Dr.  How'ard  Harris  Mason  of  New  York  stated  that  at  the 
Presbyterian  Hospital  during  the  past  two  years  all  cases  of  lobar 
pneumonia  had  been  .x"-rayed  at  least  once.  In  those  cases  showing 
a  shadow  but  in  which  bronchial  voice  and  breathing  were  not  heard, 
repeated  rontgenograms  were  taken  at  varying  intervals.  Weil  and 
Mouriquand,  from  300  cases  studied  by  the  a"-ray,  concluded  that 
the  early  shadow  was  usually  triangular  in  shape,  its  base  always 
cortical  and  generally  axillary.  They  stated  that  they  had  never 
seen  a  shadow  entirely  central,  and  the  shadow  was  often  present 
before  the  signs  of  consolidation  appeared  and  in  some  cases  the  signs 
of  consolidation  never  appeared.  In  the  present  study  all  cases 
having  fluid  had  been  excluded.  This  left  thirty-seven  uncom- 
plicated cases  of  lobar  pneumonia.  All  of  these  showed  definite 
shadows,  quite  dense  and  uniform  and  usually  definitely  outlined. 
In  every  case  the  shadow  was  situated  so  that  consoHdation  must 
touch  the  pleura  at  some  point.  One  case  showed  no  shadow  five 
hours  after  the  initial  chill,  but  on  the  third  day  the  t^'pical  dense 
shadow  appeared.  The  exposures  were  all  made  with  the  children 
on  the  back  or  abdomen.  Early  shadows  were,  triangular  in  shape, 
their  bases  rested  on  the  pleura  and  the  apices  were  separated  from 
the  region  of  the  root  of  the  lung  by  normal  lung.  In  later  develop- 
ment the  shadow  extended  in  size  and  became  uniform  from  the 
periphery  to  the  root  of  the  lung.  When  the  shadow  involved  this 
entire  stretch  bronchial  voice  and  breathing  were  present,  but  not 
otherwise.  It  was  believed  that  the  inference  was  justified  that  the 
dimensions  of  the  shadow  correspond  to  the  extension  of  the  con- 
soUdation.  From  the  observations  made  in  this  study  it  might  be 
concluded  as  follows: 

1.  The  consolidation  of  lobar  pneumonia  in  children  began  in 
that  portion  of  the  lung  which  laid  just  beneath  the  pleura. 

2.  A  central  pneumonia  in  the  strict  sense  never  occurred.  Silent 
consolidations  were  subpleural  consolidations  and  were  separated 
from  the  hilum  by  normal  lung. 

3.  Bronchial  breath  and  voice  sounds  were  dependent  upon  the 
presence  of  a  medium  of  comparatively  uniform  density  from  the  site 
of  their  origin  (the  trachea  and  large  bronchiae)  to  the  point  w^here  the 
ear  or  stethoscope  was  applied.  These  conditions  were  fulfilled 
when  the  consolidated  area  extended  from  just  beneath  the  ear  to 
the  region  of  the  hilum. 

Of  the  thirty-seven  cases  studied,  fifteen  showed  in  the  first 
rontgenogram  a  uniformly  dense  shadow  extending  over  almost  all 
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of  at  least  one  lobe,  making  it  impossible  to  say  where  the  shadow 
began.  The  first  negative  of  seven  cases  showed  a  median  shadow 
and  it  was  impossible  to  tell  how  deep  the  shadows  extended.  In 
thirteen  cases  the  shadow  was  lateral  and,  as  it  developed  further, 
triangular  with  its  base  standing  on  the  periphery.  In  other  words, 
consolidation  seemed  to  begin  at  the  point  anatomically  farthest 
from  the  hilum,  but  it  might  begin  along  the  mediastinal  pleura  or 
along  the  diaphragmatic  pleura,  but  always  in  a  portion  of  the  lung 
close  to  the  pleura. 

DISCUSSION. 

Dr.  Leon  T.  LeWald  of  New  York  showed  lantern  shdes  of 
radiographs  that  were  confirmatory  of  Dr.  Mason's.  One  case  of 
very  early  pneumonia  showed  the  practical  application  of  Dr. 
Mason's  work.  Several  slides  were  also  shown  illustrating  the 
bronchial  tree  after  injection  through  the  bronchoscope;  these  had 
been  made  ^\dth  the  assistance  of  Dr.  H.  D.  Lynah  and  showed  that 
there  was  normally  a  dense  shadow  about  the  hilus  on  each  side  and 
this  had  led  to  many  misinterpretations  of  radiographs  and  to  the 
diagnosis  of  tuberculosis  when  in  reality  there  was  nothing  abnormal 
in  the  region  of  the  hilum.  The  next  sHde  showed  a  rontgenogram 
of  a  child  who  was  taken  ill  very  suddenly  and  complained  of  pain  in 
the  right  lower  quadrant  of  the  abdomen.  There  were  other  physical 
signs  suggestive  of  appendicitis,  but  there  was  very  little  suggestive 
of  pneumonia.  It  was  impossible  to  tell  from  the  physical  signs 
whether  one  was  dealing  with  a  pneumonia  or  an  appendicitis. 
The  radiograph  showed  an  area  of  consolidation  in  the  right  lung  and 
the  diagnosis  of  pneumonia  was  made.  On  the  following  day  a 
definite  pneumonia  could  be  made  out  and  the  child  went  on  to  crisis 
and  recovery.  This  case  demonstrated  the  utility  of  this  measure, 
for  other-^dse  the  child  would  have  been  subjected  to  an  altogether 
unnecessary  operation.  Another  sHde  showed  the  necessity  of 
radiographing  a  child  in  the  presence  of  conditions  that  were  not 
readily  recognized.  The  subject  of  this  picture  was  suffering  from 
symptoms  which  were  thought  to  indicate  the  necessity  for  rib 
resection.  No  a;-ray  examination  was  asked  for  and  the  operation 
was  performed,  but  without  relief.  The  child  was  then  radiographed 
and  a  foreign  body,  an  upholstery  tack,  was  located  in  the  right 
bronchus.  Upon  careful  inquiry  it  was  found  that  it  had  been 
lodged  there  for  two  years.  This  tack  was  removed  by  Dr.  Nathan 
W.  Green  through  the  bronchoscope  by  means  of  an  electromagnet. 
The  last  slide  presented  showed  a  wedge-shaped  shadow  which 
might  easily  be  mistaken  for  an  encysted  pleuritic  effusion,  but  it 
resolved  of  itself  as  disclosed  by  confirmatory  radiographs,  and 
showed  how  a  mistake  might  have  been  made  and  an  unnecessary 
operation  performed. 

STUDIES    ON   TUBERCULOSIS   IN   INFANCY. 

Dr.  Charles  Hunter  Dunn,  of  Boston,  presented  this  study 
which  was  made  at  the  new  Memorial  Building  of  the  Infant's 
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Hospital  in  Boston.  He  stated  that  for  the  past  nine  months  they 
had  made  the  giving  of  permission  to  perform  an  autopsy  in  case  the 
child  died  one  of  the  requirements  for  admission  to  the  hospital,  and 
that  this  rule  had  made  possible  the  present  investigation.  He 
reviewed  the  contradictory  e\ddence  with  reference  to  the  portal  of 
entry  of  the  tubercle  bacilH  in  children,  and  expressed  the  opinion  that 
the  explanation  of  these  different  theories  as  to  the  mode  of  invasion 
of  the  tubercle  bacilU  was  due  to  a  variation  in  the  character  of  the 
milk  supply  in  different  localities  and  in  the  variation  in  the  amount 
of  tuberculous  disease  in  cattle  in  various  parts  of  the  world.  The 
author  said  he  beHeved  that  infants  could  become  infected  with 
tuberculosis  either  by  the  human  bacillus  entering  through  the 
lungs  or  with  bovine  tuberculosis  by  the  bacilli  entering  through 
the  intestine.  The  present  study,  he  said,  must  be  taken  as  bearing 
on  conditions  in  Boston  and  the  vicinity.  It  might  be  recalled  that 
von  Pirquet  adhered  to  the  view  of  Ghon  that  tuberculous  infection 
always  showed  a  lesion  at  the  portal  of  entry.  This  view  differed 
from  that  most  generally  accepted  that  the  tubercle  bacilli  in  infancy 
could  and  usually  did  pass  through  the  tissues  at  the  portal  of 
entry,  and  then  following  the  lymphatic  channels  reached  the  lymph 
nodes,  where  it  produced  the  primary  lesion.  In  the  present  study 
an  investigation  had  been  made  of  the  primary  lesion,  making  a 
careful  examination  of  the  lungs  and  intestines  in  each  case.  In  this 
series  of  cases  the  lungs  were  cut  up  in  the  smallest  fragments  and 
aU  suspicious  areas  were  subjected  to  examination.  In  aU  there 
were  twenty-five  postmortems;  in  twenty- two  of  these,  a  primary 
lesion  was  found  at  the  portal  of  entry.  The  three  cases  in  which 
the  primary  lesion  was  not  found  at  the  portal  of  entry  all  showed 
chronic  tuberculosis  of  the  bronchial  lymph  nodes,  but  none  of  the 
mesenteric  lymph  nodes.  The  nature  of  the  primary  lesion  in  some 
cases  was  such  as  to  suggest  that  it  might  easily  have  been  over- 
looked, and  it  was  possible  that  in  the  three  cases  in  which  it  was  not 
found  a  still  more  inconspicuous  primary  lesion  might  have  escaped 
notice.  Dr.  Dunn  said  he  believed  with  Ghon  that  it  was  more 
probable  that  when  a  primary  lesion  was  not  found  at  the  portal  of 
entry  it  was  overlooked.  As  to  the  location  of  the  primary  lesion, 
in  twenty  cases  it  was  found  in  the  lung  and  in  two  in  the  intestine. 
If  one  added  to  the  twenty  cases  the  three  in  which  only  chronic 
lesions  were  found  in  the  bronchial  lymph  nodes,  and  had  a  ratio  of 
twenty-three  cases  of  infection  through  the  lungs  and  two  cases  of 
infection  through  the  intestines.  In  Boston,  at  least,  the  most 
frequent  mode  of  infection  was  by  inhalation  from  the  human  source, 
but  bovine  infection  from  milk  might  occur.  The  principal  lesion 
in  the  lung  was  easily  recognizable.  In  most  of  the  cases  there  was  a 
circular  area,  varying  in  size  from  that  of  a  pea  to  a  hazel  nut.  The 
center  was  caseous  but  of  grayer  color  than  the  yellowish-white 
caseation  seen  in  the  secondary  lesions.  In  some  instances  there  was 
caseous  softening,  or  small  cavities,  and  in  one  case  there  was  calcifica- 
tion. In  a  few  cases  the  primary  lesion  was  much  larger,  reaching 
the  pleura,  and  marked  by  firm  fibrous  adhesions.     Around  the 
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periphery  of  some  of  the  smaller  lesions  there  were  numerous  miliary 
tubercles  suggesting  direct  extension  of  the  tuberculous  process. 
In  only  one  case  was  there  more  than  one  lesion  of  this  description. 

Microscopically,  the  primary  lesion  differed  from  the  caseous 
tubercles  and  secondary  areas  in  that  the  latter,  even  when  the 
section  showed  wholly  necrotic  tissue,  the  lung  structure,  the  out- 
lines of  the  bronchioles,  and  the  alveoli  were  faintly  discernible,  while 
in  the  primary  necrotic  lesion  always  appeared  homogeneous.  In 
only  one  case  was  there  evidence  of  healing  in  the  primary  lesion. 
However,  all  the  cases  were  fatal  ones  in  young  children  with  a  low 
degree  of  resistance. 

The  primary  lesion  found  in  the  intestine  was  a  tuberculous 
ulceration,  sometimes  single  and  sometimes  multiple.  They  did  not 
differ  from  the  secondary  lesions  found  in  several  cases.  The  reasons 
for  believing  that  these  were  primary  lesions  were:  (i)  that  only  the 
mesenteric  lymph  nodes  were  involved  and  there  was  no  tuberculosis 
of  the  bronchial  lymph  nodes;(2)  the  involvement  of  the  bronchial 
lymph  nodes  in  twenty  cases  having  a  primary  lesion  in  the  lung  and 
in  three  in  which  no  primary  lesion  was  found;  (3)  and  the  fact  that 
one  of  the  cases  was  one  of  a  series  occurring  in  that  locality  all  using 
the  same  milk  supply,  and  animal  inoculation  yielded  the  bovine 
type  of  bacillus.  The  mesenteric  lymph  nodes  were  tuberculous  in 
seven  cases  in  addition  to  the  bronchial  lymph  nodes,  and  were 
involved  alone  in  two  cases  having  the  primary  lesion  in  the  intestine. 
There  was  tuberculous  ulceration  of  the  intestinal  mucous  membrane 
in  seven  cases  besides  the  two  in  which  this  lesion  was  considered 
primary.  There  were  good  reasons  for  believing  that  these  were 
secondary  lesions,  because  in  all  seven  a  primary  lesion  was  found  in 
the  lungs,  in  all  the  involvement  of  the  bronchial  lymph  nodes  was 
more  advanced  than  the  intestinal  lesion  and  because  in  no  cases  in 
which  there  was  caseous  softening,  cavity  formation  in  the  primary 
lesion,  was  there  a  failure  to  find  ulceration  in  the  intestine.  In  the 
writer's  opinion  these  intestinal  lesions  were  secondary  and  caused 
by  swallowing  tuberculous  material  from  the  lesion  in  the  lungs. 
Many  cases  showed  tuberculous  mesenteric  lymph  nodes  without 
intestinal  lesions.  This  was  evidence  against  the  \dew  that  the 
tubercle  bacilli  were  able  to  pass  through  the  intestinal  mucosa 
without  leaving  traces  of  their  progress  in  the  form  of  a  definite 
lesion.  Other  secondary  lesions  were  found  but  were  mostly  of 
an  acute  character,  a  more  or  less  generalized  miliary  tuberculosis. 
In  nineteen  cases  a  tuberculous  meningitis  was  found  which  was  the 
immediate  cause  of  death.  In  thirteen  of  these  the  meninges  showed 
small  miliary  tubercles  without  evidence  of  exudation.  In  only  five 
cases  were  animal  inoculations  made  and  in  one  of  these  the  bovine 
t\^e  of  bacillus  was  found;  the  other  four  showed  the  human  type. 
The  bovine  case  was  known  to  have  had  contaminated  milk  and  the 
primary  lesion  was  found  in  the  intestine. 

As  to  the  diagnosis,  in  fifteen  of  the  series  there  was  a  definite 
clinical  picture  of  tuberculous  meningitis,  with  the  characteristic 
cerebrospinal  fluid.     The  writer  said  he  was  inclined  to  doubt  if 
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acute  miliary  tuberculosis  could  be  diagnosed  in  infancy  unless  the 
brain  was  involved.  The  important  point  was  whether  the  condi- 
tion could  have  been  recognized  before  the  onset  of  acute  manifes- 
tations. There  were  three  points  upon  which  the  diagnosis  of  tuber- 
culosis in  infancy  rested.  These  were:  (i)  the  finding  of  physical 
signs  of  tuberculosis  in  the  chest;  (2)  evidence  of  tuberculosis  as 
attested  by  a  positive  von  Pirquet  reaction;  (3)  evidence  furnished 
by  the  :v;-ray.  In  this  series  the  physical  signs  were  positive  in  four- 
teen cases,  negative  in  eleven.  In  four  of  the  fourteen  cases  d'Es- 
pine's  sign  was  the  only  one  found.  In  the  other  ten  cases  there  was 
evidence  of  consolidation  suggestive  of  tuberculosis.  A  comparison 
of  the  physical  signs  with  the  autopsy  findings  brought  out  the  fol- 
lowing points:  i.  Acute  miliary  tuberculosis  of  the  lung  without 
tuberculous  bronchopneumonia  gave  no  recognizable  physical  sign 
in  the  lungs.  2.  Tuberculous  bronchopneumonia  usually  did  give 
recognizable  signs  in  the  lungs.  3.  The  presence  of  d'Espine's  sign 
in  an  infant  usually  meant  tuberculosis  of  the  bronchial  lymph  nodes, 
but  might  not  be  obtained  in  cases  in  which  the  glands  were  found 
enlarged  at  autopsy.  4.  The  primary  lesion  gave  no  recognizable 
signs  in  the  child  unless  very  large  and  there  was  consolidation  indi- 
cating tuberculous  bronchopneumonia.  The  von  Pirquet  reaction 
was  positive  in  six  cases,  negative  in  twelve  and  not  done  in  seven. 
A  positive  von  Pirquet  reaction  meant  tuberculosis  in  infancy;  a 
negative  reaction,  however,  did  not  mean  that  tuberculosis  was 
absent.  The  x-ray  evidence  was  positive  in  thirteen  cases,  in  fact 
in  every  case  in  which  it  was  used.  There  were  several  cases  in  which 
it  gave  the  only  positive  evidence  of  tuberculosis.  Enlarged  bron- 
chial lymph  nodes  were  made  out  in  most  cases.  Tuberculous  bron- 
chopneumonia was  correctly  diagnosed  by  means  of  the  .r-ray  in 
several  cases,  but  not  in  every  case  in  which  it  was  found  at  autopsy. 

EXPERIMENTAL  STUDIES  AND  CLINICAL  VALUE  OF  THE  GUINEA-PIG  TEST 
FOR   THE  VIRULENCE    OF   THE   DIPHTHERIA   BACILLI. 

Dr.  John  A.  Kolmer,  Dr.  Samuel  S.  Woody  and  Dr.  Emily  L. 
MosAGE  presented  this  paper  which  was  read  by  Dr.  Kolmer.  He 
stated  that  from  the  practical  standpoint,  the  bacteriological  diag- 
nosis of  diphtheria  was  greatly  complicated  by  reason  of  the  fact  that 
many  persons  harbored  diphtheria-like  bacilli  on  the  mucous  mem- 
branes particularly  the  nose  and  throat,  that  were  apparently  harm- 
less and  compatible  with  normal  health.  In  the  presence  of 
inflammatory  changes  in  these  parts  or  following  direct  exposure  to  a 
known  case  of  diphtheria,  the  presence  of  these  "carriers"  bacilli 
greatly  complicated  the  situation  when  it  was  necessary  to  determine 
whether  or  not  a  condition  of  infection  with  diphtheria  bacilli  might 
be  present.  Likewise  following  an  attack  of  diphtheria  the  bacilli 
might  persist  for  a  period  of  time  on  the  mucous  membranes  even 
though  the  patient  was  in  all  respects  restored  to  health.  Most 
physicians  had  encountered  these  cases,  when  prolonged  expensive 
and  tiresome  quarantine  was  necessary  because  of  the  possible  danger 
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of  transmitting  virulent  bacilli  to  others,  until  repeated  cultures 
showed  the  patient  to  be  temporarily,  at  least,  free  of  diphtheria 
bacilli.  They  now  knew  that  these  carrier  cases  both  the  convales- 
cent and  the  person  who  had  never  had  diphtheria,  might  carry 
either  virulent  and  disease  producing  bacilli  or  non virulent  bacilli; 
in  not  a  few  instances  both  forms  were  present  on  the  same  mucous 
membrane.  In  practice  it  was  simplicity  itself  to  prolong  the  quar- 
antine of  convalescents  until  repeated  cultures  showed  the  absence 
of  diphtheria  bacilli,  and  likewise  the  quarantine  of  all  healthy  car- 
riers who  had  been  in  contact  with  a  person  with  clinical  diphtheria. 
These  procedures,  however,  might  bring  great  hardship  to  such  per- 
sons and  their  families.  It  was  readily  understood  therefore  that 
some  practical  and  reasonably  sure  means  of  differentiating  virulent 
from  nonvirulent  diphtheria  bacilli  was  highly  desirable.  The  test 
should  be  one  that  was  easily  applied;  that  was  sufficiently  delicate 
to  detect  the  potential  harmfulness  of  bacilli  with  low-grade  virulence 
and  it  should  give  the  result  as  quickly  as  possible.  Before  such  a 
test  could  be  sufl&ciently  safe  to  be  adopted,  several  questions  must  be 
answered  with  reasonable  positiveness:  i.  Could  bacilli  that  were 
without  disease-producing  powers  resume  virulence  and  induce 
disease?  2.  Might  not  bacilli  of  low  pathogenicity  produce  an 
infection  in  a  second  individual  of  low  resistance  while  causing  no 
apparent  harm  in  the  carrier?  3.  Might  not  virulent  bacilli  gradu- 
ally lose  virulence  and  later  resume  full  pathogenicity  under  con- 
ditions over  which  they  had  no  control.  Without  detailing  the  large 
amount  of  work  done  by  investigators,  it  may  be  stated  that  the 
great  weight  of  experimental  evidence  was  to  the  effect  that  diph- 
theria bacilli  which  had  grown  nonvirulent  with  every  test  remained 
so  indefinitely  despite  prolonged  efforts  to  give  them  even  feeble 
powers.  It  was  entirely  different,  however,  with  bacilli  of  low  patho- 
genicity; with  these  passage  through  animals  or  from  throat  to 
throat  among  men  might  readily  enough  restore  a  high  degree  of 
pathogenicity,  and  for  this  reason  any  test  for  virulence  must  be 
sufficiently  delicate  to  detect  the  weak  pathogenic  powers  of  such 
cultures.  The  third  question  was  more  difficult  to  answer.  Many 
observers  had  noted  that  diphtheria  bacilli  retained  their  virulence 
until  they  disappeared  regardless  of  the  length  of  their  stay.  This 
would  be  readily  understood  when  it  was  remembered  that  diph- 
theria bacilli  might  retain  their  virulence  for  years  under  the  more 
unfavorable  conditions  on  artificial  media.  But  from  their  exper- 
ience they  had  also  reason  to  believe  that  after  a  time,  the  minimum 
being  not  less  than  two  weeks,  a  proportion  of  the  bacilli  proved  non- 
virulent when  tested  by  animal  inoculation.  Whether  they  regained 
virulence  when  passed  from  throat  to  throat  was  difficult  to  answer 
because  the  disease  might  be  spread  in  such  a  varied  and  confusing 
manner,  but  in  their  experience  they  had  no  evidence  that  this 
occurred.  Most  physicians  depended  upon  two  or  three  successive 
negative  cultures  before  discharging  a  patient  as  cured,  but  when  one 
considered  the  fallacies  of  this  method  it  was  a  question  whether  a 
good  virulence  test  was  not  to  be  preferred.  Further  than  this  they 
had  reason  to  believe  that  in  some  instances  the  prolonged  number  of 
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positive  cultures  were  due  to  harmless  diphtheria-like  bacilli  or  car- 
riers that  had  no  connection  with  the  clinical  attack  of  diphtheria. 

Dr.  Kolmer  showed  why  a  number  of  virulence  tests  were  not  re- 
liable and  said  that  the  animal  inoculation  test  remained  as  the  only 
known  means  of  determining  the  virulence  of  a  diphtheria  culture. 
To  be  satisfactory  as  a  practical  measure  it  must  fulfill  certain  condi- 
tions: I.  It  must  be  speciiic  and  sufi&ciently  delicate  to  detect  the 
pathogenicity  of  bacilli  of  low  virulence.  2.  It  must  be  simple  and 
easily  interpreted,  also  economical  and  possible  of  completion  in  as 
short  a  time  as  is  consistent  with  accuracy.  Certain  technical 
factors  must  also  be  considered.  Experimental  work  had  shown  that 
the  guinea-pig  was  best  adapted  for  conducting  \drulence  tests. 
Experiments  had  shown  that  a  microorganism  found  nonvirulent 
in  a  carefully  conducted  animal  inoculation  test  might  be  regarded 
as  harmless  to  human  beings,  although  the  final  and  decisive  test 
was  from  throat  to  throat.  In  the  Philadelphia  Hospital  for 
Contagious  Diseases  virulence  tests  had  been  conducted  for  the 
past  six  years  on  cases  showing  positive  cultures  after  two  or  three 
weeks'  detention  in  the  hospital  and  in  all  cases  showing  diphtheria  or 
diphtheria-like  bacilli,  but  with  the  diagnosis  still  more  or  less  in 
doubt.  The  technic  employed  was  briefly  as  follows:  i.  The 
bacilli  were  isolated  by  the  "streak"  method  on  plates  of  Loeffler's 
blood  serum  media.  2.  Tubes  of  plain  0.2  per  cent,  dextrose  broth 
with  a  reaction  of  4.8  were  inoculated  with  several  colonies,  so  as  to 
make  certain  that  the  cultures  would  contain  virulent  bacilli  if  such 
were  present  on  the  plates.  3.  The  broth  cultures  were  cultivated 
at  35  to  37°  C.  for  seventy-two  hours,  the  tubes  being  slanted.  4. 
The  broth  cultures  were  examined  for  purity  and  then  a  250-  to 
300-gram  guinea-pig  was  injected  in  the  median  abdominal  line  with  a 
dose  of  unfiltered  culture  corresponding  to  0.5  per  cent,  of  the 
weight  of  the  animal  expressed  in  cubic  centimeters.  The  total 
amount  injected  was  up  to  4  c.c.  by  the  addition  of  sterile  salt 
solution.  5.  The  animal  was  observed  for  at  least  four  days  for 
evidences  of  local  inflammatory  edema  and  toxemia.  If  death 
occurred  the  animal  was  autopsied  for  the  t>'pical  changes  of  diph- 
theritic infection.  6.  Frequently,  and  especially  when  in  doubt  of  a 
result  and  with  positively  or  presumably  virulent  cultures,  a  second 
pig  was  injected  with  the  same  amount  of  culture  plus  i  c.c.  of  a  500 
unit  of  antitoxin  serum.  7.  Local  edema  and  evidences  of  toxemia 
were  regarded  as  indicating  virulence,  even  though  the  animal  did 
not  succumb  within  the  usual  period  of  four  days.  Unfiltered  cul- 
tures were  used  entirely  because  the  soluble  toxins  secured  by 
filtration  were  but  one  element  of  the  pathogenicity  of  a  culture. 

In  classifying  the  cultures  submitted  to  the  virulence  test  the  types 
were  recorded  after  the  classification  of  Westbrook,  Wilson  and  Mc- 
Daniel,  namely,  granular  bacilli,  barred  bacilh,  and  sohd  bacilli,  com- 
prising the  long  solid  and  short  solid.  The  results  of  1054  tests 
conducted  after  the  method  outlined  were  shown  in  a  series  of 
tables,  examination  of  which  showed  the  following:  i.  The  granular 
and  barred  types  of  bacilli  gave  the  highest  percentage  of  positive 
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tests.  In  clinical  diphtheria  they  were  almost  invariably  \drulent 
for  guinea-pigs.  No  matter  how  long  they  persisted  in  the  throat 
after  recovery  they  should  be  regarded  as  dangerous  until  proven 
otherwise.  Of  all  the  types  they  were  most  likely  to  regain  their 
virulence.  2.  The  value  of  animal  inoculation  tests  was  especially 
appreciable  when  dealing  with  solid  t>^es  of  bacilli.  The  longer 
types  were  more  likely  to  retain  virulence  than  the  shorter  t}^es. 
Both,  however,  might  be  descendants  of  the  " carrier"  bacillus  rather 
than  of  the  bacillus  producing  the  clinical  evidence  of  the  disease.  3. 
The  short  solid  tj^es  of  bacillus  were  especially  common  in  the  nose 
in  the  absence  of  clinical  diphtheria.  In  a  small  percentage  of  cases 
these  bacilli  might  be  truly  pathogenic,  but  the  majority  of  cultures 
were  found  without  virulence  when  tested  by  animal  inoculation. 
4.  The  long  solid  types  of  bacilli,  so  frequently  found  in  otitis  media, 
were  in  the  majority  of  cases  nonvirulent.  5.  Animal  inoculation 
tests  had  a  special  field  of  usefulness  in  testing  the  solid  tj-pes  for 
virulence  when  they  persisted  in  the  tissues  over  a  long  period  of  time 
when  found  in  contact  with  carrier  cases.  6.  Cultures  of  short  soHd 
types  had  proven  nonvirulent  with  such  regularity  that  whenever 
they  were  sure  that  the  t\^e  was  true  they  did  not  hesitate  to  report 
negatively  upon  the  culture  and  to  release  quarantine.  Although 
this  method  had  been  in  practice  for  several  years,  no  return  cases 
could  be  attributed  to  the  presence  of  these  bacilli  in  throats  or  noses 
of  their  hosts.  The  granular  types  of  diphtheria  bacilli  were  found 
virulent  in  about  70  per  cent,  of  cultures  from  the  throat,  nose  and 
ears;  barred  bacilli  were  found  equally  as  virulent  as  the  granular 
types.  Long  solid  bacilli  were  found  virulent  in  about  42  per  cent, 
of  cultures,  while  cultures  of  short  solid  bacilli  were  found  uniformly 
to  possess  no  virulence. 
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SECTION   ON  PEDIATRICS. 

Stated  Meeting  held  November  11,  191 5. 
Walter  Lester  Carr,   M.  D.,  in  the  Chair. 

A    SIMPLE    OUTFIT    FOR    THE    DISTRIBUTION    OF    DIPHTHERIA    TOXIN. 

Dr.  Abraham  Zingher  exhibited  the  apparatus  which  the  New 
York  City  Department  of  Health  is  now  distributing  to  the  phy- 
sicians of  the  city  free  of  charge.  Dr.  Zingher  stated  that  in  a 
series  of  800  children  who  gave  negative  reaction  to  the  Schick  test, 
although  a  considerable  number  had  been  exposed  to  diphtheria, 
not  a  single  child  had  developed  the  disease.  They  therefore  felt 
confident  that  a  negative  reaction  meant  immunity,  while  a  positive 
reaction  indicated   a  probable   susceptibility   to   diphtheria.     Dr. 


178  TRANSACTIONS   OF   THE 

Zingher  said  they  had  been  making  some  experiments  as  to  the 
duration  of  immunity  after  the  usual  looo  units  of  diphtheria  anti- 
toxin and  had  found  that  the  first  dose  gave  an  immunity  from  four- 
teen to  twenty-one  days,  while  a  second  dose  protected  only  from 
seven  to  ten  days.  They  also  found  that  in  those  naturally  immune 
an  immunizing  dose  produced  greater  immunity.  In  their  more  re- 
cent experiments  with  the  toxin  antitoxin  mixture  they  had  found 
that  an  active  immunity  did  not  develop  immediately  or  soon 
enough  to  be  of  value  in  giving  immediate  protection  in  the  wards 
where  the  subject  was  exposed  to  the  disease,  but  that  many  who  did 
not  become  immune  at  first  later  developed  immunity. 

The  outfit  presented  was  devised  to  furnish  a  standard  amount 
of  undiluted  diphtheria  toxin,  which  remained  of  fairly  constant 
strength  when  kept  in  the  ice-box,  and  could  be  readily  diluted 
when  required.  In  this  way  they  had  overcome  the  difficulty  that 
stood  in  the  way  of  popularizing  the  Schick  test,  since  the  diluted 
toxin  deteriorates  on  keeping  either  in  solution  or  in  tablet  form. 
The  operator  should  be  skilled  in  the  intracutaneous  injection,  and 
should  consider  all  reactions  true  unless  able  to  distinguish  the 
positive  and  pseudoreactions.  The  pseudoreaction  can  generally 
be  distinguished  clinically  from  the  true  reaction.  It  appears 
earlier,  is  less  sharply  circumscribed,  and  usually  disappears  in 
from  three  to  four  days.  It  is  characterized  by  a  central  area  of 
redness  of  varying  size  surrounded  by  a  secondary  areola.  On 
fading  it  leaves  only  a  faintly  pigmented  area,  which  soon  becomes 
invisible. 

The  outfit  for  the  Schick  test  consists  of  a  capillary  tube  and 
a  small  rubber  bulb,  such  as  are  employed  in  the  distribution  of 
vaccine  virus,  and  a  bottle  containing  lo  c.c.  of  sterile  physiologic 
saline  solution  (with  0.025  per  cent,  phenol).  The  capillary  tube 
contains  two  minimum  lethal  doses  for  the  guinea-pig  of  undiluted 
diphtheria  toxin.  This  toxin  should  not  be  a  freshly  prepared  lot 
but  should  be  ripened  for  at  least  a  year.  The  capillary  glass  tubes 
were  filled  by  means  of  a  0.25  c.c.  record  syringe  and  a  fine  needle. 
The  ends  of  the  capillary  tubes  were  then  sealed  in  the  flame. 

In  using  the  contents  of  the  tube,  the  one  end  was  broken  off  and 
pushed  carefully  through  the  neck  of  the  rubber  bulb  until  it  punc- 
tured the  diaphragm  within,  and  entered  the  cavity  of  the  bulb;  then 
the  other  end  of  the  tube  was  broken  off.  By  holding  the  bulb 
between  the  thumb  and  middle  finger  and  placing  the  index  finger 
over  the  opening  in  the  larger  end  of  the  bulb  the  toxin  was  expelled 
into  the  saline.  The  capillary  tube  should  be  rinsed  out  by  drawing 
up  saline  several  times.  Then  cork  the  bottle  and  shake  the  diluted 
toxin.  Exactly  one  o.i  c.c,  representing  one-fiftieth  of  the  lethal 
dose  for  the  guinea-pig  is  then  injected  intracutaneously  on  the 
flexor  surface  of  the  forearm.  The  contents  of  the  bottle  are 
sufficient  for  about  eighty  tests.  On  account  of  the  fairly  rapid 
deterioration  it  is  not  advisable  to  use  the  diluted  toxin  after  about 
twelve  hours.  A  i  c.c.  record  tuberculi  syringe  and  a  fine  platinum 
iridium  needle  (No.  22  Burroughs,  Wellcome  and  Co.),  or  a  steel 
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needle  (No.  3  B.  W.  and  Co.  are  preferred).     An  ordinary  hypoder- 
mic syringe,  unless  graduated  to  o.i  c.c,  is  not  satisfactory. 

THE    CHEMISTRY    OF    COW'S    MILK    AND    OTHER    PRODUCTS    USED    IN 
INFANT   FEEDING. 

Professor  F.  W.  Howe  of  Boston  stated  that  he  had  very  Httle 
that  was  original  to  present  but  had  endeavored  to  compile  the 
voluminous  literature  of  his  subject  in  such  a  way  that  it  would 
be  of  practical  use  to  the  busy  physician.  He  stated  that  according 
to  Van  Slyke  and  Bosworth  the  composition  of  cow's  milk  was  as 
follows : 

Percentages 

Fats 3-90 

Milk  sugar 4-90 

Protein  combined  with  calcium 3-  20 

Dicalcium  phosphate,  CaHP04 o.  175 

Calcium  chloride  CaCl2 o.  119 

Monomagnesium  phosphate,  MgH4P202 o.  103 

Sodium  citrate 0.222 

Potassium  citrate 0.052 

Dipotassium  phosphate o.  23 

Total  solids 12.901 

However,  owing  to  the  fact  that  milk  is  an  animal  secretion  it  is 
influenced  by  a  number  of  factors  among  which  are  breed,  health, 
the  stage  of  lactation  and  the  feed.  Undoubtedly  cows  become 
gradually  adjusted  to  changes  in  feed,  but  this  emphasizes  the 
fact  that  when  cow's  milk  is  to  be  generally  used  for  infant  feeding, 
if  a  change  in  feed  needs  to  be  made  it  should  be  done  gradually. 
After  being  drawn  from  the  cow  milk  is  particularly  susceptible  to 
changes  of  various  kinds.  Its  composition  may  be  influenced  by 
physical  means,  chemical  means,  bacteriological  means  or  phys- 
iological means.  The  physical  composition  of  milk  may  be  con- 
siderably changed  as  regards  odor  and  flavor  by  the  feeding  of  strong 
herbs  and  vegetables.  The  color  may  likewise  be  affected  by  the 
food.  Changes  in  the  milk  are  also  affected  by  manipulation,  as 
by  homogenization  and  heat.  In  considering  the  composition  of 
milk  as  influenced  by  chemical  means  the  writer  confined  himself 
to  the  action  of  such  substances  as  physicians  were  likely  to  use 
in  practice,  such  as  lactic  acid,  lime  water,  sodium  bicarbonate, 
sodium  citrate  and  milk  of  magnesia.  Lactic  acid  is  a  product  of 
fermentation  of  milk  sugar,  one  molecule  yielding  by  hydrolysis 
one  molecule  of  dextrose  and  one  molecule  of  galactose.  The 
casein  of  milk  is  precipitated  in  a  lactic  acid  medium.  There 
are  about  300  varieties  of  lactic  acid  bacilli,  and  each  one  exerts  its 
peculiar  action  on  the  casein.  Lime  water  and  milk  of  magnesium 
both  have  an  alkaline  reaction  and  act  in  a  similar  manner  in  re- 
tarding the  precipitation  of  casein  in  the  form  of  paracasein  in 
the  stomach  by  rennin.  They  also  act  in  a  similar  way  in  that 
they  both  make  insoluble  soaps  of  the  fats.     Milk  of  magnesia 
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also  exerts  an  astringent  action  on  the  epithelial  cells  of  the  intestine 
so  that  it  may  be  used  as  a  laxative.  Sodium  citrate  and  sodium 
bicarbonate  act  in  a  similar  way  in  that  they  both  react  wdth  casein 
to  form  sodium  caseinate,  a  soluble  salt,  but  the  bicarbonate,  on 
account  of  its  having  an  alkaline  reaction  also  forms  soluble  soaps 
with  the  fats  in  the  intestine.  As  to  the  influence  of  bacteria  on 
the  composition  of  milk;  this  may  be  divided  roughly  into  fermen- 
tative and  putrefactive  t}^es  with  possibly  a  subgrouping  of  the 
pathogenic  type.  According  to  the  work  of  Kendall  and  his  as- 
sociates it  may  be  stated  almost  as  a  biological  axiom  that  under 
natural  conditions  fermentative  actions  almost  invariably  precede 
putrefactive  actions.  This  being  true  the  souring  of  milk  gives  a 
natural  danger  signal  as  a  warning  of  what  may  come  later.  Concern- 
ing the  putrefactive  types,  it  must  be  borne  in  mind  that  it  is  only 
one  step,  chemically  speaking,  from  the  amino  acids,  the  form  in 
which  most  of  the  proteins  of  milk  are  absorbed,  to  the  toxins 
which  are  produced  by  these  same  proteins  by  the  action  of  certain 
pnutrefactive  bacteria  if  the  conditions  are  favorable.  In  discussing 
the  physiological  means  by  which  the  composition  of  milk  is  influ- 
enced the  writer  reviewed  the  action  of  the  natural  ferments  or  en- 
zymes and  their  products,  the  diastases,  galactases,  lipases,  catalases, 
peroxdiases  and  reductases.  Each  of  these  had  its  ot\ti  specific 
action  on  the  constituents  of  milk,  fulfilling  its  function  in  the  part 
of  self  digestion.  Milk  is  not  a  perfect  food  unless  one  has  a  perfect 
cow  and  a  perfect  calf.  WTien  we  attempt  to  use  this  product  in 
infant  feeding  we  need  the  assistance  of  all  the  natural  ferments  to 
bring  about  the  optimum  assimilation.  Under  the  heading  of 
the  chemistry  of  other  food  products  used  in  infant  feeding  Dr. 
Howe  reviewed  the  chemistry  of  milk  sugar,  malt  soup,  dextri- 
maltose,  sucrose,  dextrose,  cereal  jellies,  protein  milk,  protein  milk 
plus  lactic  acid  milk,  whey,  and  proprietary  foods.  As  to  the  cereal 
jellies,  those  in  most  general  use  were  barley  and  oats,  but  there 
seemed  no  good  reason  why  arrowroot,  cornstarch  and  wheat  flour 
could  not  at  times  be  used  to  advantage.  In  the  making  of  cereal 
jellies,  in  order  to  obtain  uniform  results,  it  was  desirable  to  use 
definite  percentages  of  starch.  In  speaking  of  proprietary  foods  the 
essayist  pointed  out  that  in  the  nutrition  of  the  infant  certain  essen- 
tial food  elements  were  requisite  and  any  proprietary  food  laying 
claim  to  being  a  complete  food  must  contain  these  in  proper  pro- 
portion. It  was  difiicult  to  keep  fats  in  a  sweet  and  wholesome 
condition  for  any  length  of  time  and  while  not  quite  so  difiicult  to 
keep  proteins,  it  was  still  no  easy  matter,  hence  it  was  found  that 
most  of  the  proprietary  foods  were  blended  carbohydrates  in  a 
large  measure.  Dr.  Holt  in  his  book  had  given  the  analyses  of  a 
number  of  the  most  popular  proprietary  foods  which  the  writer 
reviewed. 

THE   DIGESTIBILITY   OF   COW's   MILK   PROTEIN   AND   THE   USE   OF   THE 

PROTEIN   MILKS. 

Dr.  L.  Emmett  Holt  stated  that  while  in  many  respects  their 
ideas  of  infant  nutrition  and  feeding  had  been  modified  bv  the 
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clinical  and  laboratory  researches  of  the  last  ten  or  fifteen  years, 
in  no  direction  had  the  change  of  view  been  so  marked  as  that 
regarding  the  proteins.  It  was  not  many  years  since  the  difficult 
digestion  of  the  protein  of  cow's  milk  was  looked  upon  as  the  im- 
portant, probably  the  chief  cause  of  their  troubles  in  infant  feeding, 
and  many  were  the  expedients  resorted  to  to  overcome  this  difficulty, 
but  they  had  learned  that  symptoms  formerly  ascribed  to  the  pro- 
teins depended  upon  other  conditions.  The  curds  in  stools  are 
chiefly  composed  of  fat;  most  of  the  colic  and  flatulence  are  due  to 
carbohydrates,  and  constipation  depends  much  more  on  fats  and 
salts  than  on  casein.  All  researches  agree  that  in  practically  all 
conditions  pepsine  is  abundantly  secreted.  The  use  of  such  fer- 
ments in  disturbances  of  digestion,  though  still  widely  resorted  to, 
has  no  rational  basis.  Modern  practice  has  certainly  been  in  the 
direction  of  using  much  higher  proportions  of  protein  than  were 
formerly  thought  wise  or  safe.  Metabolism  experiments  made 
at  the  Babies'  Hospital  and  in  many  other  places  have  revealed 
the  fact  that  under  almost  all  circumstances  infants  possess  a 
remarkable  capacity  for  retaining  nitrogen.  Even  in  condition  of 
severe  malnutrition  the  protein  of  cow's  milk  is  well  borne,  as  shown 
by  a  positive  nitrogen  balance  even  though  the  infants  were  losing 
weight.  Clinical  evidence  also  of  the  infant's  tolerance  of  protein 
is  not  wanting.  At  present  we  cannot  mention  any  symptom  or 
group  of  symptoms  which  we  can  positively  attribute  to  the  pro- 
teins, in  the  sense  that  we  can  attribute  definite  symptoms  to  the 
fats  and  the  carbohydrates.  It  is  pertinent  to  inquire  whether 
the  present  practice  of  giving  much  higher  proteins  than  formerly 
is  to  be  recommended  without  reservation,  whether  it  is  safe  and 
advantageous,  or  whether  it  is  possibly  injurious.  Taking  the 
composition  of  mature  woman's  milk  as  a  guide  we  find  that  it 
contains  3.5  per  cent,  fat,  7.5  per  cent,  sugar,  and  1.25  per  cent, 
protein;  thus  a  nursing  infant  is  receiving  a  little  over  7  per  cent,  of 
his  calories  in  the  form  of  protein;  an  artificially  fed  infant  taking 
cow's  milk,  one-half  strength  with  sufficient  sugar  added  to  bring 
the  carbohydrates  up  to  6  per  cent.,  is  receiving  over  14  per  cent, 
of  his  calories  in  proteins.  Since  woman's  milk  contains  nitrogen 
in  other  forms  than  protein  (extractives,  urea,  etc.)  the  available 
nitrogen  is  still  further  decreased,  so  that  the  discrepancy  between 
the  two  forms  of  milk  is  even  greater  than  at  first  appears.  The 
writer  said  that  their  own  metabolism  experiments  had  shown  that 
with  high  protein  feeding  there  is  at  first  a  marked  increase  in  nitro- 
gen retention,  but  that  this  persists  for  only  a  short  time,  and  that 
increased  intake  is  followed  by  increased  excretion  which  is  nearly 
but  not  quite  proportional.  Rubner  believes  that  the  excess  of 
protein  is  burned  in  the  body  in  the  place  of  carbohydrate  and  fat, 
that  if  taken  in  excess  of  the  minimal  requirement  the  surplus  can 
be  used  up  in  the  place  of  other  food  elements.  Evidence  has  been 
brought  forward  which  indicates  that  the  protein  of  cow's  milk 
when  given  in  considerable  excess  of  the  needs  of  the  body  may 
bring  about  disturbance  of  metabolism  causing  clinical  symptoms 
13 
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of  importance,  even  of  gravity.  Experiments  made  four  years 
ago  at  the  Babies'  Hospital  showed  that  large  amounts  of  protein 
of  cow's  milk  given  without  whey  were  regularly  followed  by  definite 
symptoms,  prostration,  fever  and  a  leucocytosis,  which  symptoms 
-ceased  immediately  upon  resuming  the  ordinary  diet.  Such 
symptoms  were  only  seen  when  protein  was  given  much  in  excess 
of  the  amounts  commonly  employed.  While  the  various  experi- 
ments along  this  Hne  are  not  conclusive  they  are  strongly  suggestive 
of  possible  harm  from  very  high  protein  feeding. 

The  latest  studies  of  the  food  proteins  indicate  that  the  amount 
of  protein  given  is  much  less  important  than  the  nature  of  the  protein 
furnished.  Osborne  and  Mendel  have  shown  that  certain  amino 
acids  are  indispensable  for  growth,  while  others  are  relatively 
unimportant.  Thus  if  gliadin,  a  wheat  protein,  be  the  form  of  pro- 
tein given  to  an  animal,  although  the  animal  may  maintain  its 
weight,  no  growth  occurs.  But,  if  to  this  a  small  amount  of  one  of 
the  amino  acids  known  as  lysin  is  added,  without  increasing  the 
total  protein,  a  gain  in  weight  begins  immediately,  but  ceases  at 
once  if  lysin  is  withheld,  and  begins  again  when  it  is  furnished. 
From  many  such  experiments  they  have  reached  the  conclusion 
that  lysin  is  indispensable  for  growth.  There  are  three  other  amino 
acids  of  great  importance,  cystin,  trytophan  and  glycocoll.  It 
does  not  seem  possible  for  normal  nutrition  to  go  on  unless  lysin, 
trytophan  and  cystin  are  furnished  in  the  food.  There  is  good 
reason  for  believing  that  glycocoll  can  be  produced  in  the  body  by 
synthesis.  As  to  the  bearing  of  this  on  infant  feeding,  animal 
proteins  are  rich  in  the  essential  amino  acids,  while  many  vegetable 
proteins  are  deficient  in  them.  Lactalbumin  is  one  of  the  animal 
proteins  that  contains  the  essential  ones  in  a  largest  proportion. 
Casein,  however,  is  notably  deficient  in  cystin.  The  deficiencies 
of  casein  are  ordinarily  made  good  by  the  amino  acids  of  lactalbumin. 
In  woman's  milk  the  lactalbumin  is  twice  the  casein,  while  in  cow's 
milk  it  is  only  one-sixth  the  casein.  It  is  surely  not  an  accident 
that  woman's  milk  has  nearly  twelve  times  as  much  lactalbumin 
as  cow's  milk.  There  are  good  reasons  for  believing  that  Nature 
has  not  intended  the  cow's  milk  to  nourish  even  the  calf  for  a  very 
long  period.  The  maximum  secretion  of  cow's  milk  is  about  the 
middle  of  the  second  month,  after  which  it  steadily  declines;  the 
calf  at  birth  has  six  teeth  and  at  six  weeks  usually  from  twelve  to 
sixteen,  indicating  his  capacity  for  other  food  than  milk.  The 
secretion  of  woman's  milk  increases  in  quantity  under  normal 
conditions  up  to  eight  or  nine  months  and  the  human  infant  does 
not  get  his  teeth  until  the  seventh  or  eighth  month,  suggesting  that 
up  to  this  time  other  food  is  unnecessary  for  normal  nutrition.  In 
the  artificially  fed  infant  conditions  are  different  and  we  have  lately 
seen  the  great  advantage  of  the  earlier  use  of  other  articles  of  diet, 
of  fruit  juice,  egg,  broth,  and  even  fresh  vegetables.  Thus  we  have 
been  supplying  the  deficiencies  of  cow's  milk. 

As  to  the  subject  of  casein,  Osborne  and  Mendel  have  found  that 
the  gain  in  weight  with  9  per  cent,  of  the  food  solids  in  the  form  of 
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case  in  was  very  slow  unless  cystin  was  added,  but  if  the  casein  was 
double,  increased  to  i8  per  cent.,  a  normal  rise  in  weight  was  seen. 
This  was  an  important  fact  and  shed  light  on  some  of  our  failures 
and  successes  in  infant  feeding.  The  success  which  has  attended 
the  use  of  formulas  made  from  whole  milk  has  not  been  entirely  due 
to  the  fact  that  fat  disturbances  have  been  avoided,  but  that  in 
these  formulas,  by  increasing  the  protein  we  have  come  nearer  supply- 
ing the  infant's  actual  amino  acid  needs  for  growth. 

Dr.  Holt  stated  that  in  his  experience  in  acute  intestinal  disturb- 
ances it  was  the  carbohydrates  that  were  most  frequently  the 
exciting  cause,  and  sugars  were  even  more  badly  borne  than  starches. 
Milk  sugar  seemed  to  cause  more  disturbance  than  any  other  form 
of  carbohydrate.  It  is  for  such  cases  that  Finkelsteins  milk  modifica- 
tion is  so  valuable.  Its  usefulness  is  seldom  enhanced  by  prepar- 
ing it  from  skimmed  milk,  but  rather  the  contrary.  For  its  relatively 
high  fat  was  usually  tolerated  without  difiiculty  when  very  low 
sugar  was  given.  This  preparation  should  be  regarded  as  a  thera- 
peutic agent  and  not  a  method  of  infant  feeding.  These  newer 
facts  regarding  proteins  were  bound  to  have  an  important  influence 
in  their  future  study,  not  only  of  the  role  of  protein  in  infant  feed- 
ing, but  in  making  clear  the  fundamental  protein  requirements  in 
nutrition  and  in  opening  up  a  new  field  of  investigation  in  the 
problem  of  artificial  feeding. 

PRESENT  OPINION  AS  TO  THE  ROLE  OF  FAT  IN  INFANT  FEEDING. 

Dr.  John  Lovett  Morse  of  Boston,  in  discussing  this  phase  of 
infant  feeding,  stated  that  the  fat  in  infants'  food  is  chiefly  in  the 
form  of  neutral  fat.  The  saliva  has  no  action  upon  it.  Saponifica- 
tion begins  in  the  stomach,  but  the  action  of  the  gastric  lipase  is 
quickly  stopped  when  the  reaction  of  the  gastric  contents  becomes 
acid.  The  amount  of  digestion  of  fat  in  the  tomach  is,  therefore, 
unimportant.  The  real  digestion  of  fat  takes  place  in  the  small 
intestine,  where  it  is  split  into  fatty  acids  and  combines  with  the 
alkaline  carbonates  to  form  soaps.  Fat  is  probably  largely,  if  not 
entirely  absorbed  in  the  form  of  soap.  Neutral  fat  is  not  absorbed. 
The  absorption  of  fat  is  extremely  good  in  health,  whether  the  food 
is  human  or  cow's  milk,  more  than  90  per  cent,  of  the  fat  ingested 
being  usually  absorbed.  During  the  early  weeks  of  life  stools 
contain  a  large  amount  of  fat;  after  this  time  from  14  to  25  per  cent, 
of  the  dried  stool  is  composed  of  fat.  Under  normal  conditions 
at  least  75  per  cent,  of  the  fat  in  the  stools  is  split  into  fatty  acids  and 
soaps.  Little  is  known  of  the  significance  of  fatty  acids  and  soaps. 
Fatty  acids  are  irritating  to  the  intestines;  soaps  are  not.  A  loose 
acid  stool  can  often  be  changed  to  a  soap  stool  by  a  relative  increase 
in  the  amount  of  casein  in  the  food,  while  an  alkaline  soap  stool 
can  be  changed  to  an  acid  stool  by  a  relative  increase  in  the  amount 
of  carbohydrates.  The  intestinal  flora  also  changes  with  the  change 
in  the  reaction.  The  absorption  of  fat  in  babies  that  are  passing 
soap  stools  is  less  than  when  the  stools  are  normal.     This  raises  the 
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question  as  to  why  so  many  pediatricians  are  anxious  to  get  soap 
stools.  Increased  persistalsis  with  consequent  diarrhea  results  in 
an  increased  loss  of  fat  in  the  stools  whatever  the  cause  of  the  diar- 
rhea. The  relation  between  the  amount  of  fat  in  the  food  and  the 
absorption  of  such  salts  as  combine  with  fat  would  seem  at  first  to 
be  a  simpe  one,  but  such  is  not  the  case.  It  sems  probable  that 
when  there  is  a  large  amount  of  soap  the  absorption  of  calcium 
and  magnesium  is  diminished,  and  it  would  also  seem  reasonable 
to  suppose  that  when  the  fat  in  the  food  is  increased  beyond  a 
certain  point  there  would  be  an  increasing  loss  of  mineral  salts. 
This  is  apparently  not  the  case,  because  data  from  metabolism 
experiments  show  that  in  the  normal  infant  a  high  fat  intake  does 
not  change  the  mineral  composition  of  the  stools.  In  chronic 
malnutrition  the  output  of  salts  in  the  feces  is  considerably  raised 
by  increasing  the  fat  in  the  food;  in  these  cases  thereseemsto  be  a 
considerable  diminution  in  the  absorption  of  fat.  In  some  instances, 
however,  the  percentage  of  absorption  has  been  higher  when  large 
amounts  of  fat  were  given  than  when  small  amounts  were  furnished. 
It  is  evident  from  these  facts  that  there  is  nothing  in  our  present 
knowledge  as  to  the  digestion  and  metabolism  of  fat  in  infancy  to 
justify  the  assumption,  or  even  the  supposition,  that  the  normal 
infant  cannot  digest  and  utilize  fat  in  reasonable  amount.  It  is 
also  evident  that  the  ills  that  have  been  attributed  to  the  fats  in  the 
food  are  really  due  to  an  excess  of  one  of  the  other  food  elements 
or  to  an  improper  relation  of  the  food  elements  to  each  other.  In 
abnormal  infants  suffering  from  serious  disturbance  of  nutrition 
the  ability  to  digest,  absorb  and  utilize  fat  is  unquestionably  dimin- 
ished. Good  human  milk  contains  on  the  average  from  3.5  to  4  per 
cent,  of  fat  and  it  would  seem  that  this  ought  to  indicate  something 
as  to  the  infant's  need  of  fat  in  its  food.  There  is  no  reason  why  a 
normal  infant  should  not  require  as  much  fat  in  an  artificial  food 
as  in  its  natural  food.  Investigation  shows  that  it  utilizes  the  fat  of 
cow's  milk  as  well  as  that  of  human  milk,  and  thrives  on  artificial 
foods  containing  approximately  the  same  amount  of  fat  as  human 
milk.  The  functions  of  fat  and  carbohydrate,  though  both  are  heat 
producers,  are  not  the  same,  the  metabolic  water  formed  from  fat 
being  much  greater  than  that  formed  from  carbohydrates.  The 
caloric  value  of  a  gramme  of  fat  is  9.3,  while  that  of  a  gramme  of 
sugar  and  starch  is  4.1.  Very  considerable  amounts  of  carbohydrate 
must  therefore  be  given  to  make  up  for  a  deficiency  of  fat,  and  if 
the  carbohydrate  is  increased  beyond  a  certain  point,  carbohydrate 
indigestion  is  certain  to  develop.  Fat  and  carbohydrate  cannot 
therefore  be  used  interchangeably  beyond  a  certain  point.  As  to 
howjmuch  fat  the  infant  should  take,  it  may  be  said  as  much  as  it 
needs  to  satisfy  the  caloric  requirements  which  should  be  met  by 
fat  and  not  enough  to  overtax  its  digestive  capacity  for  fat.  Nature 
has  decided  that  in  human  milk  this  is  from  3.5  to  4  per  cent.  The 
writer  stated  that  this  experience  and  that  of  many  others  had 
shown  that  this  was  the  optimum  amount  after  the  first  few  weeks 
oiliie  for  the  artificial  food  of  the  normal  infant.     More  than  4  per 
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cent,  should  not  be  given  except  temporarily  and  for  definite 
reasons.  There  are  many  reasons  why  physicians  have  given 
excessive  amounts  of  fats,  among  them  the  failure  to  distinguish 
between  normal  and  abnormal  infants.  What  is  proper,  advisable, 
and  necessary  in  normal  infants,  is  improper,  inadvisable,  and  not 
only  not  necessary,  but  harmful,  in  the  abnormal.  It  is  self  evident 
that  infants  that  have  developed  an  intolerance  for  fat  as  the  result 
of  the  excessive  feeding  of  fat  or  of  some  chronic  disturbance  of 
nutrition  cannot  take  without  injury  the  amount  of^fat  which  the 
normal  infant  needs  in  order  to  thrive.  It  is  equally  self  evident 
that  when  there  is  an  exceedingly  acid  condition  of  the  intestinal 
contents,  the  products  of  the  decomposition  of  fats,  which  are 
acid,  will  increase  the  symptoms. 

PRESENT  OPINION  AS  TO  THE  USE  AND   ACTION   OF  CARBOHYDRATES 
IN   INFANT   FEEDING. 

Dr.  Thomas  S.  Southworth  said  that,  as  was  well  known,  the 
part  played  by  the  carbohydrates  in  the  economy  of  the  infant  as  in 
that  of  the  adult  was  primarily  that  of  furnishing  fuel  for  heat  and 
energy.  Sugar  entered  largely  into  the  composition  of  breast  milk 
indicating  that  carbohydrates  in  some  form  were  an  essential  part 
of  the  food  of  the  infant,  as  indeed  of  all  young  mammals.  Mendel 
says  "Carbohydrates  have  been  shown  to  be  necessary  to  the  nutri- 
tive functions  for  when  they  are  lacking  metabolism  exhibits  patho- 
logical manifestations . "  In  the  routine  feeding  of  the  normal  healthy 
infant  there  really  seems  little  to  choose  between  the  employment  of 
lactose,  saccharose  and  maltose-dextrin,  each  of  which  has  stood  the 
test  of  extended  and  enthusiastic  use.  This  statement,  however, 
called  for  certain  qualifying  comments.  Lactose  would  seem  to 
have  Nature's  endorsement;  while  its  slower  absorption,  and  favor- 
ing influence  upon  the  normal  flora  of  the  intestine  presented  certain 
advantages,  but  these  might  cease  upon  the  occurrence  of  intestinal 
disturbances.  More  attention  should  be  paid  to  Coit's  warning 
that  lactose  from  unreliable  sources  might  be  capable  of  producing 
otherwise  inexplicable  disturbances  of  digestion.  Certainly  the 
sources  from  which  cane  sugar  and  maltose-dextrin  are  derived  are 
cleaner  from  the  medical  standpoint  of  the  production  of  toxins. 
The  relative  cost  of  these  three  forms  of  sugar  may  also  be  a  deter- 
mining factor  among  the  poor  and  in  certain  charitable  institutions. 
It  might  also  be  mentioned  that  the  limit  of  tolerance  for  maltose- 
dextrin  is  about  double  that  of  the  other  forms  of  sugar,  and  is  less 
Uable  to  cause  disturbance  when  reasonable  amounts  are  unwittingly 
exceeded.  In  the  disturbed  conditions  of  the  gastrointestinal  tract 
the  greatest  interest  has  centered  about  the  trial  of  sugars.  Prob- 
ably Finkelstein's  most  valuable  contribution  to  infant  dietetics 
has  been  the  emphasis  which  he  has  placed  upon  the  irritative  and 
laxative  effects  of  the  sugars,  especially  lactose  when  not  well 
borne,  and  the  measures  he  has  suggested  for  combatting  them, 
even  if  we  cannot  accept  his  views  in  toto.     The  injurious  effect 
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of  carbohydrate  intolerance  are  manifest,  for  while  in  the  normal 
intestine  the  carbohydrates  have  a  negligible  influence  upon  the 
absorption  of  fat,  when  they  become  irritative  in  the  course  of 
abnormal  fermentation,  increased  peristalsis  occurs  with  resultant 
disorganization  of  the  orderly  process  of  absorption  in  the  bowel 
and  nutritive  material  is  swept  out  with  resulting  malnutrition. 
The  desideratum  then  is  to  eliminate  or  decrease  the  fermentation 
in  order  to  restore  absorption.  The  importance  of  this  loss  of 
nutritive  material  from  increased  peristalsis  would,  the  author 
prophesied,  play  a  large  part  in  the  future  management  of  malnutri- 
tion cases.  Furthermore,  in  fat  intolerance  accompanied  by  excess 
of  unneutraHzed  fatty  acids,  or  the  increased  formation  by  the  body 
of  ammonia  an  abnormal  fermentation  of  the  sugars  may  intensify 
the  picture.  Thus  acidosis  may  be  caused  not  only  by  the  abstrac- 
tion of  alkali  but  through  failure  of  normal  absorption  of  nutritive 
material.  Here  not  only  the  reduction  of  the  fat  in  the  food 
and  the  administration  of  some  alkali  is  indicated,  but  the  sub- 
stitution of  a  combination  of  lactose,  dextrin  and  starch  often 
changed  the  flora  of  the  intestinal  tract,  and  favored  much  needed 
absorption.  Cereal  decoctions  have  long  been  used  with  little 
knowledge  of  the  percentages  employed,  owing  to  an  impression 
that  their  action  is  largely  mechanical.  It  appears  that  0.75  per 
cent,  of  starchy  cereal  is  within  safe  limits  for  infants  and  sufficient 
for  its  protective  colloidal  effect  upon  caseous  coagulation.  The 
importance  of  the  careful  determination  of  the  percentage  of  cereal 
should  not  be  overlooked. 

The  author  had  in  a  paper  some  time  ago  called  attention  to  the 
protective,  curative  or  remedial  properties  of  boiled  starch  in  disturb- 
ances of  the  gastrointestinal  tract  in  infants.  The  mechanical 
value  is  widely  recognized  and  that  cereal  contained  vegetable 
proteins  which  were  utilized  would  also  probably  be  conceded. 
Dextrin  and  starch  might  be  discussed  together  since  they  have  a 
close  relationship  and  similar  properties.  Difference  of  opinion 
as  to  the  use  of  these  cereal  foods  is  chiefly  confined  to  the  question 
at  what  age  such  utilization  becomes  sufficient  to  be  taken  into 
account.  Undoubtedly  the  age  varies  somewhat  with  the  individual, 
but  as  long  as  the  presence  of  amylolytic  ferments  and  their  steady 
increase  in  production  is  admitted  there  is  no  question  of  their  acting 
on  cooked  starch  when  this  is  introduced  with  the  food.  Such 
feeding,  however,  should  be  kept  within  safe  limits.  In  the  normal 
infant  if  the  other  food  elements  are  well  balanced  there  is  consider- 
able elasticity  in  the  tolerance  of  starches. 

After  discussing  the  curative  and  protective  action  of  starch  in 
cases  in  which  there  is  intestinal  disturbance  due  to  faulty  digestion 
of  other  food  elements  or  to  abnormal  fermentation  or  putrefactions 
of  bacterial  origin,  the  author  shows  that  there  is  a  definite  ad- 
vantage where  the  intestinal  disturbance  has  arisen  from  the  use 
of  a  single  disaccharide,  either  lactose  or  saccharose,  in  substituting 
for  them  mixed  carbohydrates,  dextrin  and  maltose,  or  starches, 
dextrin,  and  maltose.j 
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THE  PART  PLAYED  BY  SALTS  IN  INFANT  FEEDING. 

Dr.  Frederick  H.  Bartlett  reported  the  more  recent  investiga- 
tions in  salt  metabolism  as  they  related  to  the  connection  between 
salt  metabolism  and  the  food  elements,  to  the  low  content  of  iron 
in  cow's  as  compared  with  woman's  milk,  to  rickets  and  to  gain  in 
weight. 

As  to  the  relation  of  salts  to  proteins,  the  writer  stated  that  the 
nitrogen  circulating  in  the  blood  is  loosely  held  by  the  tissues,  but 
cannot  remain  thus  loosely  held  for  any  length  of  time  without  being 
excreted,  unless  the  salts  are  in  sufficient  quantity  to  make  the  nitro- 
gen available  for  the  building  up  of  living  protein.  It  has  been 
found  that  for  every  gram  of  nitrogen  about  1.7  grams  of  ash  are 
retained  (Howland).  Interesting  observations  in  confirmation  of 
this  statement  have  been  made  by  Levene,  Holt,  and  Courtney 
at  the  Babies'  Hospital  Laboratory  on  the  effects  of  high  protein 
feedings  and  salt  metabolism.  These  may  be  summed  up  by  stating 
that  a  large  intake  of  protein  is  accompanied  by  a  large  retention 
of  salts,  if  the  intake  of  salts  is  also  high.  The  influence  of  carbo- 
hydrates in  salt  retention  is  apparently  an  indirect  one.  Car- 
bohydrates increase  the  water  retention,  and  with  an  increase  of 
water  retention  there  is  an  increase  of  salt  retention.  The  marked 
gain  in  weight  seen  in  high  carbohydrate  feedings  is  in  part  explained 
by  the  water  retention.  This  gain  is  by  no  means  an  index  of 
improved  nutrition.  Great  danger  lurks  in  excessive  carbohydrate 
feedings,  namely,  the  occurrence  of  sudden  diarrhea  with  the  ac- 
companying disturbance  in  mineral  equilibrium.  The  effect  of 
diarrhea  on  mineral  metabolism  is  manifest  whatever  the  cause  of 
the  diarrhea. 

The  effect  of  fat  on  salt  metabolism  as  studied  by  many  German 
investigators  may  be  stated  as  follows:  In  a  food  rich  in  fats,  there 
is  associated  an  increased  ammonia  excretion,  which  is  compensated 
for  by  the  alkali  intake.  If  this  intake  is  inadequate  alkali  is  with- 
drawn from  those  tissues  which  can  most  readily  release  it.  These 
tissues  are  the  skin  and  muscles.  In  observations  made  at  the 
Babies'  Hospital  it  was  found  that  there  was  in  the  stools  which 
have  a  high  calcium  content  also  high  phosphate.  This  would 
indicate  that  there  was  adequate  calcium  to  combine  to  form  soaps, 
and  also  to  take  care  of  the  phosphoric  acid.  It  had  also  been 
observed  that  in  infants  with  soapy  stools  the  calcium  loss,  as  a 
rule,  was  not  sufficient  to  cause  a  negative  balance.  The  molecular 
weight  of  the  fatty  acids  is  very  high  and  accordingly  only  a  small 
weight  of  calcium  is  required  to  hold  a  relatively  large  amount  of 
fatty  acids.  This  observation  is  not  in  accord  with  the  conclusions 
of  many  German  investigators,  who  regard  the  presence  of  soapy 
stools  as  an  indication  of  abnormal  digestion  involving  excessive 
alkali  withdrawal.  In  the  cases  observed  at  the  Babies'  Hospital 
it  was  found  that  the  only  way  that  fat  affected  the  salt  metabolism 
unfavorably  was  in  diarrhea  in  which  was  seen  a  great  withdrawal 
of   all   salts,   especially  potassium   and   sodium.     Even  here   this 
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result  is  largely  due  to  increased  peristalsis.  It  may  be  said  in 
general  that  in  healthy  infants  the  addition  of  large  amounts  of  fat 
to  the  food  disturbs  the  mineral  metabolism  only  to  a  slight  degree. 
If,  however,  high  fat  feedings  are  persisted  in  long  enough,  disturb- 
ances may  result  in  which  there  is  a  dealkalinization  of  the  tissues 
of  serious  import.  The  practical  lesson  in  infant  feeding  from  these 
investigations  seems  to  be  to  give  moderate  percentages  of  fat, 
such,  for  example,  as  are  obtained  by  the  dilutions  of  whole  milk. 

As  to  the  deficiency  of  iron  in  cow's  milk,  it  may  be  recalled  that 
cow's  milk  contains  in  larger  quantities  the  corresponding  salts  of 
woman's  milk  with  the  exception  of  iron.  After  cow's  milk  is 
diluted  the  iron  content  is  reduced  to  a  negligible  quantity.  It  is 
desirable  to  make  up  this  loss  of  iron.  It  is  the  author's  opinion 
that  the  nutrition  of  many  children  has  suffered  from  a  failure  to 
supply  this  deficiency  early  enough.  The  age  at  which  this  defi- 
ciency manifests  itself  is  after  the  sixth  or  seventh  month,  and  at 
this  age  the  loss  in  iron  may  be  made  up  by  giving  other  foods  be- 
sides milk.  If  these  foods  are  given  in  small  quantities  and  gradu- 
ally increased,  the  adaptation  to  the  new  articles  of  diet  may  b- 
accomplished  without  harm.  Some  of  the  foods  which  may  supply 
the  iron  as  well  as  other  salts  are  yolk  of  egg,  cereals,  green  vegetables, 
and  cooked  fruit.  Properly  cooked  and  properly  fed  these  foods 
may  be  given  without  damage  to  the  digestion.  Bery  has  shown 
that  green  vegetables  furnish  calcium  in  one  of  the  best  forms  for 
absorption;  this  is  especially  true  of  spinach.  Children  thus  fed 
seem  to  be  stronger  and  healthier  than  those  exclusively  milk  fed 
during  the  first  year.  In  considering  the  question  as  to  the  amount 
of  calcium  which  an  infant  needs  if  he  is  to  remain  free  from  rickets, 
it  has  been  found  that  the  calcium  requirement  varies  with  different 
infants.  A  long  infant  will  require  more  than  a  short  one,  a  rapidly 
growing  one  than  a  slowly  growing  one,  etc.  An  average  deposition 
of  0.17  to  0.18  grams  of  calcium  in  the  tissues  a  day  is  a  fair  average. 
It  seems  that  the  answer  to  the  question,  "What  is  the  calcium 
need  of  an  infant  to  remain  free  from  rickets"  cannot  be  stated 
since  the  cause  of  rickets  seems  to  lie  in  the  failure  to  make  use  of 
the  calcium  which  is  ingested  and  not  in  an  inadequate  supply  in  the 
food. 

The  salts  are  an  essential  element  of  the  food  in  the  determination 
of  a  gain  in  weight.  A  diet  without  normal  salts,  but  with  adequate 
calories  will  invariably  be  accompanied  by  a  rapid  loss  in  weight. 
This  loss  in  weight  can  only  be  explained  by  a  loss  to  the  organism 
of  water.  The  sodium  salts,  chiefly  sodium  chloride,  are  those  most 
intimately  associated  with  the  retention  of  water  in  the  organism. 
The  potassium  and  calcium  salts  for  the  most  part  have  the  effect 
of  withdrawing  water  from  the  organism.  This  effect  of  the  salts 
on  the  water  retention  is  only  operative  if  an  adequate  amount  of 
water  is  ingested.  For  an  infant  of  four  weeks,  each  kilogram  of 
body  weight  requires  142  grams  of  water,  of  six  months,  122;  the 
adult  requires  35  grams  of  water  per  kilo  of  body  weight.  There  is 
also  a  close  relationship  between  carbohydrates  and  water  retention, 
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there  being  a  greatly  decreased  retention  of  water  in  animals  fed 
on  carbohydrates. 

Dr.  Bartlett  exhibited  charts  showing  the  results  of  experiments 
with  reference  to  the  value  of  hypodermoclysis  in  cases  in  which 
there  has  been  an  excessive  withdrawal  of  water  from  the  tissues. 
The  results  of  these  investigations  seemed  to  show  that  this  procedure 
was  of  no  permanent  value.  As  a  result  of  hypodermoclysis  there 
might  be  a  temporary  retention  of  salts,  say  for  twenty-four  hours, 
and  this  would  then  be  followed  by  a  rapid  excretion  of  salts.  The 
question  remained,  however,  whether  the  retention  of  salts  for  this 
short  period  was  of  any  value  in  cases  of  severe  diarrhea  accompanied 
with  great  loss  of  water. 

DISCUSSION. 

Dr.  Charles  Gilmore  Kerley  had  been  particularly  impressed 
with  Dr.  Bartlett's  paper  on  the  salts  in  cow's  milk  and  that  it  had 
opened  up  a  field  which  had  been  very  much  neglected.  Not  much 
attention  had  been  given  in  the  past  to  the  intake  and  outgo  of 
salts  and  he  was  glad  to  see  that  this  element  of  the  infant's  food 
was  at  least  receiving  consideration.  The  point  that  the  giving  of 
salts  in  the  form  of  vegetables  when  the  infant  was  five  or  six  months 
of  age  was  an  advantage  was  well  taken.  Of  course  maternal  nursing 
was  the  ideal  way  of  feeding  a  baby,  but  many  babies  after  reaching 
the  age  of  seven  months  showed  some  signs  of  malnutrition  in  the 
way  of  rickets  if  they  did  not  receive  additional  food.  Perhaps 
a  great  deal  of  the  credit  given  to  maternal  nursing  was  due  to 
the  fact  that  very  frequently  where  the  mother  nursed  the  baby  it 
received  additional  food  at  a  comparatively  early  period.  Instead 
of  giving  egg  and  milk,  particularly  in  young  infants,  a  better  scheme 
was  to  give  protein  free-milk.  Dr.  Harrison  of  Yonkers  has  been 
preparing  a  skimmed  milk  which  is  protein-free  and  is  supplied  in 
powdered  form  so  that  one  gets  the  salts  of  the  milk  and  the  milk 
sugar.  This  preparation  could  be  given  in  the  amounts  desired  to 
children  on  the  breast,  thus  furnishing  the  amount  of  salts  that  were 
desirable.  This  protein-free  skimmed  milk  ought  to  and  does  supply 
a  useful  supplementary  feeding. 

Dr.  Morse  has  called  attention  to  the  distinction  that  must  be 
made  between  the  well  child  and  the  sick  child.  This  is  a  distinc- 
tion which  we  must  always  keep  in  mind.  The  well  child  requires 
and  takes  3  or  4  per  cent,  of  fat,  but  it  is  not  difficult  to  feed 
well  babies.  There  are  hundreds  of  them  brought  up  all  over  the 
country  on  milk  and  cereal  without  any  trouble  and  that  is  not  our 
problem;  it  is  the  feeding  of  the  sick  child  that  requires  all  our 
efforts,  and  in  such  instances  we  have  to  follow  a  different  line  of 
procedure.  In  case  a  child  has  carbohydrate  indigestion  we  give  it 
low  sugars  and  find  that  it  will  take  proteins  better;  if  there  is  fat 
indigestion  we  reduce  the  amount  of  fats  and  make  up  for  it  by  the 
addition  of  starch.  Some  young  children  have  a  very  good  capacity 
for  starch  and  can  tolerate  starch  up  to  4  per  cent.  In  these 
various  ways  one  can  raise  the  calories  to  the  required  amount  and 
thus  carry  a  baby  over  a  difficult  feeding  period. 
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Dr.  Henry  Dwight  Chapin  was  interested  in  Dr.  Holt's  views 
with  reference  to  the  feeding  of  protein  and  particularly  with 
reference  to  what  he  said  about  casein,  as  to  the  amount  of  casein 
being  less  important  than  its  nature.  Many  years  ago  he  called 
attention  to  the  fact  that  casein  has  a  developmental  function 
in  young  animals  and  in  infants  as  well  as  a  nutritive  function. 
The  protein  in  the  milk  of  different  species  of  animals  coagulates 
in  different  ways.  For  instance,  taking  the  ruminant  herbivora  we 
find  that  the  casein  coagulates  in  hard  lumps  which  are  intended  to 
develop  the  motility  of  the  animal's  stomach,  because  the  animal 
must  later  feed  on  grass,  grain,  etc.  In  this  class  of  animals  the 
stomach  is  70  per  cent,  of  the  entire  digestive  tract  and  it  is  important 
that  the  casein  be  of  such  a  character  as  will  develop  the  motility 
of  this  organ.  On  the  other  hand,  in  the  nonruminant  herbivora, 
as  the  mare  and  the  ass,  the  casein  coagulates  in  a  gelatinous  mass 
that  passes  easily  through  the  pylorus  and  later  on  digestion  is 
largely  intestinal  in  these  animals.  In  human  milk,  which  is  mid- 
way between  these  two,  we  get  soft  flocculent  coagula.  In  the 
infant  the  stomach  is  only  20  per  cent,  of  the  entire  digestive  tract 
so  that  a  considerable  portion  of  the  digestive  process  takes  place 
in  the  intestines.  We  then  learn  from  biology  that  the  casein  has 
not  only  a  nutritive  but  also  a  developmental  function  to  perform 
and  we  have  learned  why  we  need  not  be  so  afraid  of  giving  protein 
as  we  formerly  were,  and  why  it  is  not  advisable  to  go  to  extremes 
in  trying  to  modify  it.  At  birth  the  different  species  of  animals  all 
digest  milk  alike,  but  at  the  end  of  a  year  all  are  taking  different  kinds 
of  food.  The  milk  has  developed  the  digestive  tract  in  each  species 
in  a  different  way,  and  if  we  wish  to  be  successful  in  the  feeding  of 
the  infant  we  must  follow  Nature. 

Dr.  Chapin  said  he  was  glad  to  hear  Dr.  Morse  champion  the 
fats;  they  had  frequently  been  giving  too  low  fats.  Too  much  em- 
phasis had  been  placed  on  calories;  they  could  get  the  required 
number  of  calories  by  substituting  starch  for  fat.  There  was 
danger  that  in  this  way  the  result  would  be  a  crop  of  rickets.  Babies 
thrived  on  fats  in  New  York  as  well  as  in  Boston. 

Dr.  Morris  Stark  called  attention  to  the  so-called  deficiency 
diseases  in  which  metabolism  experiments  in  young  animals  seemed  to 
show  that  the  carbohydrates  played  a  prominent  part.  Such  diseases 
were  beri-beri,  attributed  to  polished  rice,  and  pellagra  to  some 
deficiency  in  maize.  These  substances  which  were  necessary  if 
certain  carbohydrates  were  to  fulfill  their  nutritive  function  had 
been  called  by  Funk  vitamines.  It  seemed  that  these  vitamines 
could  take  care  of  a  certain  amount  of  starch,  but  if  there  was  an 
excess  of  starch  above  what  they  could  care  for,  the  sugar  in  the 
blood  was  not  taken  care  of  and  released  as  a  simple  monosaccharide 
but  remained  to  be  excreted  by  the  kidneys,  and  when  they  could 
not  take  care  of  it  there  was  resulting  acidosis  and  grave  sequellse, 
such  as  diabetes.  The  normal  combination  of  fats  could  not  take 
place  unless  there  was  a  carbohydrate  reduction  with  a  definite 
amount  of  salts.     It  had  been  shown  that  there  were  enough  salts 
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in  ordinary  food  and  that  they  could  not  be  replaced  by  any  other 
form  of  food  and  that  furthermore  there  was  only  a  proper  reduction 
in  the  presence  of  a  proper  amount  of  vitamines.  The  vitamines 
might  have  a  relation  to  rickets  and  we  would  get  more  definite 
knowledge  in  regard  to  rickets  and  these  other  deficiency  diseases  if 
we  would  study  the  metabolism  in  these  conditions. 


BRIEF  OF  CURRENT  LITERATURE. 


DISEASES    OF   CHILDREN. 

Measurements  of  Normal  Children.— J.  I.  Grover  (Arch.  Pediat., 
1915,  xxxii,  473)  has  measured  about  500  normal  children  from  birth 
to  thirteen  years  of  age.  He  finds  that  comparison  of  the  circum- 
ferences of  the  head  and  chest  is  much  more  accurate  in  relation  to 
weight  than  to  age.  The  arms  and  legs  grow  in  a  definite  relation  to 
the  increase  in  height.  This  growth  bears  more  relation  to  the  height 
than  percentage  of  the  height  to  the  age.  Age  is  a  poorer  basis  for 
the  comparison  of  any  dimensions  than  is  weight  or  height.  Devel- 
opment and  age  are  not  constantly  parallel. 

Etiological  Factor  in  So-called  Cerebrospinal  Fever. — Having 
studied  the  cerebrospinal  fluid  from  about  seventy  cases  during  an 
outbreak  of  cerebrospinal  fever  in  Reading,  R.  Donaldson  {Lancet, 
June  26,  1915)  says  that  the  causal  organism  of  the  epidemic  is  a 
diphtheroid  rod  closely  related  to  the  Klebs-Loffler  bacillus,  of  which, 
indeed,  it  may  actually  be  a  variant.  This  diphtheroid  rod  is  an 
extremely  pleomorphous  organism  and  may  give  rise  to  Hoffmann- 
like forms,  to  what  appear  to  be  meningococci,  etc.  It  is  probably 
very  widely  spread  in  nature  in  one  of  its  more  resistant  forms,  and 
it  is  this  form  and  not  the  meningococcal  one  which  is  transmitted 
from  one  to  another.  It  is  also  probably  to  be  found  more  frequently 
among  individuals  than  we  imagine.  The  disease  may  give  rise 
to  the  most  diverse  symptoms,  evidently  due  to  an  actual  invasion 
of  the  body  by  the  infective  agent,  and  not  merely  to  the  action  of 
toxins  manufactured  locally.  It  is  in  this  respect  that  it  differs 
from  diphtheria  as  we  understand  it.  In  other  ways,  however, 
there  is  a  certain  similarity  between  the  two  diseases.  The  above 
hypothesis  offers  an  explanation  why  sera  fail  so  often  in  the 
treatment  of  so-called  cerebrospinal  meningitis,  and  the  analogy 
to  diphtheria  suggests  that  treatment  on  similar  lines  should  be 
adopted.  It  further  suggests  that  fresh  investigation  must  be  made 
into  the  life-history  of  the  gonococcus,  and  offers  an  explanation  of 
the  failure  of  vaccines  in  that  disease. 

Camphor  Abscesses. — Hans  Vogt  {Monatsschr.  f.  Kinder heil., 
Bd.  xiii,  March  8,  1915)  details  cases  of  young  infants  in  which 
subcutaneous  injections  of  camphor  in  oil  were  followed  by  large 
abscesses  in  the  subcutaneous  tissues  at  the  site  of  the  injections. 
The  most  careful  aseptic  precautions  had  been  taken  in  making  the 
injections.     The  pus  contained  few  bacteria,  those  that  were  present 
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being  staphylococci.  In  many  cases  the  abscesses  were  sterile. 
When  the  abscesses  were  opened  there  was  a  distinct  odor  of  cam- 
phor in  the  contents,  and  fluid  fat  drops  were  found.  The  solution 
of  oil  and  camphor  had  remained  at  the  site  of  injection  and  had 
acted  as  a  foreign  body.  Injections  of  digitalis  and  caffein  caused 
no  abscesses.  The  oil  appears  to  be  the  offending  ingredient.  The 
injections  were  made  only  in  very  sick  and  poorly  nourished  children 
whose  tissues  could  not  stand  any  strain.  When  the  strength  of  the 
organism  is  small  camphor  may  act  as  a  poison  to  the  tissues.  It 
would  seem  that  in  such  cases  we  should  use  a  soluble  form  of  cam- 
phor for  subcutaneous  injections. 

The  Significance  of  Extractives  in  Nutrition. — Hans  Aron  {Mo- 
natsschr.  f.  Kinderheil.,  Bd.  xiii,  Nr.  8,  1915)  says  that  every  pedi- 
atrist  recognizes  that  infants  artificially  fed  with  a  food  that  con- 
tains a  proper  quantity  of  the  various  constituents  of  nutritious 
food,  such  as  albumins,  fats,  carbohydrates,  and  salts,  and  which 
gives  a  proper  caloric  value  may  still  fail  in  getting  the  best  nutri- 
tion and  lose  in  weight.  When  we  add  to  the  ration  a  small  amount 
of  sugar  through  the  medium  of  flour  and  malt  the  nutrition  improves 
at  once  and  weight  is  gained.  Again  at  the  end  of  the  first  year, 
even  in  breast-fed  children  the  milk  no  longer  satisfies  the  needs  of 
the  growing  infant.  New  factors  are  at  work  here  which  have  as 
yet  been  insufficiently  studied.  These  are  developed  through  the 
extractives.  Organic  compounds  which  are  composed  of  water, 
albumin,  fats,  ash,  and  cellulose  have  been  called  extractives.  What 
part  these  materials  play  in  nutrition  is  still  undetermined.  Flour 
and  its  pure  carbohydrate  has  a  different  action  from  malt  extract 
or  maltose.  The  author  tested  on  young  rats  a  diet  consisting  of 
albumins,  fats,  carbohydrates,  and  salts  with  and  without  extrac- 
tives, so  as  to  ascertain  the  actual  effect  of  the  presence  or  absence 
of  the  extractives.  The  rats  were  fed  with  a  mixture  of  casein, 
butter,  and  white  starch  with  salt  and  bran.  When  the  bran  was 
present  the  nutrition  was  good,  and  weight  was  gained.  If  pure 
cellulose  was  substituted  for  bran,  poor  nutrition  was  caused,  weight 
was  lost  and  death  finally  ensued.  The  addition  of  a  small  amount 
of  pure  extractives  from  bran  caused  immediate  improvement  lasting 
as  long  as  the  extractives  were  fed,  and  disappearing  as  soon  as  they 
were  removed  from  the  ration.  Rats  fed  without  butter  at  first 
do  well,  later  they  lose.  If  both  bran  and  butter  are  taken  away 
the  effects  are  more  startling.  The  results  of  the  study  of  the  effects 
of  bran  on  nutrition  and  growth  are  graphically  represented  by 
numerous  weight  curves.  Examination  of  these  curves  and  the 
accompanying  explanations  of  the  experiments  shows  conclusively 
that  a  certain  amount  of  extractives  is  necessary  to  the  nutrition 
of  the  animal.  The  perfect  development  of  the  animals  is  seen  to  be 
due  to  the  presence  in  the  ration  of  a  certain  amount  of  extractives 
of  bran,  the  butter,  albumin,  fats,  and  carbohydrates  of  the  food 
remaining  the  same  at  all  times.  Whenever  these  extractives  were 
absent  from  the  food  there  recurred  loss  of  weight,  poor  nutrition 
and,  if  continued,  death.  The  return  of  the  extractives  to  the  food 
brought  about  immediate  improvement. 
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Preamble. — It  is  now  about  fifteen  years  since  Sir  Arbuthnot 
Lane  first  reported  the  investigations  from  which  have  been  evolved 
his  now  well-known  views  concerning  the  existence,  nature,  causes, 
results,  and  treatment  of  the  symptom-complex  which  he  terms 
chronic  intestinal  stasis.  From  indifference  on  the  part  of  the  medical 
profession,  some  members  have  passed  to  attention,  then  to  criticism, 
some  to  acceptance  and  practice,  others  to  condemnation  or  ridicule. 
In  the  meantime  Lane  himself,  and  others,  ourselves  among  the 
number,  who  have  followed  him  from  the  first,  have  gone  on  study- 
ing the  subject  from  various  points  of  view.  He  has  elaborated 
his  original  views  here,  curtailed  there,  correlated  everywhere. 
As  time  has  passed  and  his  cases  have  remained  longer  and  longer 
under  his  observation,  changes  in  technic  have  been  made  as  dic- 
tated by  results. 

In  his  most  recent  contribution  to  the  subject  Lane  (i)  says,  with 

*  Presented  in  part,  as  the  Oration  in  Surgery,  before  the  New  Hampshire 
Medical  Society,  at  its  One  Hundred  and  Twenty-fourth  Annual  Meeting  at 
Concord,  May  19,  1915;  in  part  before  the  Joint  Meeting  of  the  Medical  Societies 
of  the  Counties  of  Livingston,  Genesee,  Wyoming  and  Allegheny,  at  Letchworth 
Park,  N.  Y.,  July  15,  1915;  and  in  full  before  the  American  Association  of  Gynec- 
ologists and  Obstetricians,  at  Pittsburgh,  Pa.,  September,  1915. 
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reference  to  the  skepticism  with  which  his  work  has  been  received 
in  some  quarters:  "Till  I  saw  the  marvelous  consequences  of  freeing 
the  ileal  effluent,  I  should  have  adopted  exactly  the  same  sceptical 
attitude  and  would  have  required  very  definite  evidence  to  con- 
vince me. 

"That  evidence  has  now  been  before  the  world  for  a  long  time, 
and  these  patients  have  been  carefully  observed  by  the  ablest 
surgeons  in  the  world.  They  still  exist  in  increasing  numbers,  and 
are  always  at  the  disposal  of  any  observer  who  will  take  the  trouble 
to  investigate  them. 

"It  is  no  longer  a  question  of  argument,  it  is  a  fact  which  is 
absolutely  clear  and  unassailable." 

Those  who  have  followed  Lane's  work,  especially  those  who  have 
merely  studied  his  various  writings  on  the  subject,  having  no  personal 
knowledge  of  his  cases,  are  not  all  in  accord  with  his  confidence  in 
the  absolute  clearness  and  unassailability  of  his  "evidence."  None, 
however,  can  deny  that  he  has  opened  a  new  field  of  observation, 
or  that  he  has  approached  an  old  subject  from  a  new  and  broader 
point  of  view.  He  has  caused  both  internists  and  surgeons  to 
reconsider,  and  in  large  measure  to  reconstruct,  their  views  concern- 
ing the  cause  and  treatment  of  certain  conditions  associated  with 
perverted  function  of  the  different  portions  of  the  alimentary  canal. 
The  facts,  leaving  out  of  consideration  for  the  moment  that  which  is 
purely  theoretical,  which  Lane  has  established  concerning  the 
existence  of  chronic  intestinal  stasis  and  the  disastrous  results 
thereof  when  the  condition  is  neglected,  are  certainly  of  preeminent 
importance.  Just  how  far  time  and  further  investigation  will 
verify  all  his  contentions  regarding  the  far-reaching  effects  of 
stasis,  the  end  results  of  disease  and  disaster,  cannot  be  predicted 
now. 

On  other  occasions  I  have  called  attention  to  various  phases  of 
the  subject  under  discussion.  To-day,  after  briefly  reviewing 
certain  salient  points  of  theory  and  fact,  I  wish  to  add  to  the  evidence 
a  few  cases  which  seem  to  indicate  the  far-reaching  importance  of 
chronic  intestinal  stasis  as  a  factor  in  the  production  of  pathological 
conditions  hitherto  not  definitely  associated  with  the  drainage 
scheme  of  the  body. 

What  is  Stasis? — The  confusion  of  ideas  concerning  the  exact 
meaning  of  the  term  chronic  intestinal  stasis  is  still  apparent  in 
the  literature  on  the  subject.  Many  fail  to  find  in  stasis  anything 
different  from  "old-fashioned  constipation,"  some  holding  it  to  be 
"a  descriptive  name  for   the   old   disease,   constipation."     Many 
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use  the  terms  indiscriminately,  regardless  of  the  portion  or  portions 
of  the  intestine  involved,  and  regardless  of  the  causative  factors 
concerned. 

The  definitions  of  constipation  which  have  formerly  been  accepted 
as  adequate  do  not  describe  the  condition  which  we  now  know  as 
chronic  intestinal  stasis.  Constipation,  which  is  usually  considered 
to  involve  the  large  bowel,  particularly  in  its  lower  portion,  results, 
as  a  rule,  from  improper  diet,  insufficient  fluid  intake,  lack  of  exer- 
cise, a  general  atonic  condition  of  the  body-tissues,  or  a  combination 
of  two  or  more  of  these  factors.  This  condition  may,  and  often 
does,  supervene,  even  in  marked  degree,  when  the  lumen  of  the  gut 
is  entirely  free  from  angulations,  kinks,  and  other  obstructive  ab- 
normalities. Furthermore,  constipation  may  exist  to  a  very  pro- 
nounced degree,  even  in  the  intractable  form  known  as  obstipation, 
and  yet  the  patient  may  suffer  very  little  from  the  effects  of  absorp- 
tion of  the  retained  effete  material  and  its  toxins. 

In  chronic  intestinal  stasis,  on  the  other  hand,  while  the  factors 
which  produce  constipation  may  be  operative,  others  are  involved, 
and  are  definitely  demonstrable  by  diagnostic  means  at  our  com- 
mand. In  the  first  place,  according  to  Lane's  theory,  the  evolution 
of  man  from  the  all-four  posture  of  his  progenitors  of  field  and  forest 
resulted  in  a  general  tendency  to  visceroptosis.  This  tendency  is 
often  accentuated  in  the  life  of  the  individual  by  the  overloading 
of  the  stomach  and  intestine,  especially  in  early  life.  The  dropping 
of  the  abdominal  organs  gives  rise  to  stress  and  strain  upon  the 
mesentery  and  its  attachments.  Nature  attempts  to  offset  this 
strain  by  the  formation  of  practically  bloodless  "evolutionary  bands," 
for  the  purpose  of  supporting  the  viscera  and  preventing  the  ptosis. 
Here,  as  elsewhere,  the  law  of  adaptation  is  not  uniformly  effectual. 
These  evolutionary  bands  develop  with  unequal  strength  in  different 
parts,  and  the  result  is  unequal  support  of  the  viscera  throughout. 
In  consequence  of  this  unequal  support,  the  bowel  is  held  up  firmly 
at  some  points,  while  it  is  allowed  to  sag  at  others.  Angulation  or 
kinking  at  the  point  of  support  follows.  This  abnormal  fixation 
at  a  given  point  in  the  length  of  the  intestine,  with  a  dropping  of  the 
tube  on  either  side,  narrows  the  lumen  of  the  gut  to  a  greater  or 
less  degree  according  to  circumstances,  and  to  that  degree  interferes 
with  the  passage  of  its  contents. 

The  immediate  result  of  this  alteration  in  the  drainage  scheme  is 
such  a  slowing  in  the  passage  of  the  food  along  the  alimentary  canal 
that  an  excess  of  toxic  matter  is  formed,  especially  in  the  small 
intestine.     In  other  words,  a  condition  of  stasis  supervenes.     Inas- 
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much  as  the  factors  which  lead  to  this  are  not  transitory,  but 
permanent  unless  corrected,  the  condition  becomes  chronic,  and 
hence  we  have  chronic  intestinal  stasis.  The  blood  stream,  in  such 
cases,  surcharged  with  the  toxins  taken  up  from  the  retained  or 
residual  fecal  content  of  the  intestine,  conveys  to  the  transforming 
and  excretory  organs  larger  quantities  of  these  poisons  than  they 
can  eliminate.  All  the  tissues  of  the  body  then  become  supplied 
with  blood  laden  with  toxins;  they  are  improperly  nourished  as  a 
consequence;  they  deteriorate,  and  are  soon  unable  to  offer  the 
accustomed  and  proper  resistance  to  infection  and  disease. 

The  underlying  or  primary  causes  of  chronic  intestinal  stasis  are 
to  be  found,  then,  in  the  developmental  history  of  the  human 
species,  as  well,  presumably,  as  in  the  embryological  history  of  the 
individual.  The  animal  on  all-fours  may  and  does  have  consti- 
pation, confined,  supposedly,  to  the  rectum  and  pelvic  colon.  It  is 
doubtful,  however,  whether  intestinal  stasis,  as  Lane  employs  the 
term,  exists  to  any  large  extent  in  quadrupeds,  though  it  is  quite 
conceivable  that  artificial  diet  and  conditions  of  life  may  bring  about 
a  state  of  affairs,  in  some  instances,  analogous  to  that  found  in  human 
beings. 

In  the  all-four  state  of  existence  no  mechanical  factors  are  opera- 
tive in  the  production  of  stasis,  as  is  the  case  in  the  upright  posture 
of  man,  the  abdominal  viscera  of  animals  having  no  cause  for  the 
general  ptosis  found  in  man. 

The  association  of  other  diseases,  notably  tuberculosis,  with 
stasis  as  remote  or  end  results  of  this  condition,  as  suggested  by 
Lane,  would  indicate  the  very  common  existence  of  stasis  in  bovines 
and  primates.  This,  however,  is  a  matter  yet  to  be  established  for 
man  as  well  as  for  quadrupeds. 

The  immediate  or  secondary  causes  of  chronic  intestinal  stasis, 
according  to  Lane's  views,  are  concerned  with  nature's  efforts  to 
overcome  the  tendency  to  visceroptosis  by  laying  down  "lines  of 
resistance,"  which  become  crystallized  into  the  "evolutionary 
bands"  to  which  we  have  alluded.  (I  have  discussed  elsewhere(2) 
the  possible  inflammatory  and  congenital  origin  of  some  of  the 
adventitious  intraabdominal  structures  which  are  supposedly  con- 
cerned in  the  production  of  the  condition  under  consideration.) 
These  bands  form  most  frequently  at  certain  points  of  predilection, 
though  no  part  of  the  drainage  tube  may  be  considered  immune 
to  their  development. 

The  first  part  of  the  intestinal  tract  to  be  displaced  downward 
in  the  lifetime  of  the  individual  is  the  large  intestine,  the  "cess- 
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pool"  of  the  gastrointestinal  canal.  It  is,  therefore,  the  first  to  be 
considered  with  regard  to  nature's  efforts  at  support.  This  part 
of  the  gut  is  favorably  situated  for  downward  displacement. 
Furthermore,  it  retains  its  contents  for  a  relatively  long  time,  and 
largely  in  a  state  of  solid  consistency,  the  inevitable  result  in  many 
cases  being  the  dragging  down  of  the  containing  cesspool.  If  this 
is  not  offset,  the  results  are  elongation  of  the  pelvic  colon,  return  of 
fecal  matter  into  the  descending  colon,  and  prolapse  of  the  iliac 
colon  into  the  true  pelvis.  Nature,  in  order  to  prevent  these  con- 
tingencies, lays  down  lines  of  resistance.  These  appear  early  in 
life,  according  to  Lane,  "as  streaks  on  the  outer  surface  of  the 
mesentery  of  the  iliac  and  pelvic  colon,  and  particularly  at  the  junc- 
tion of  the  iliac  with  the  pelvic  colon."  Appearing  first  about  the 
base  of  the  mesentery,  and  gradually  extending  along  its  surface, 
these  streaks,  in  time,  become  thicker  and  more  distinct,  eventually 
appearing  as  a  definite  band,  more  or  less  entirely  separate  from 
the  mesentery  except  at  its  limits  of  attachment.  It  anchors  the 
gut,  forming  the  ''first  and  last  kink"  (first  to  develop,  and  last  in 
the  downward  course  of  the  canal).  This  last  kink  aft'ects  the  large 
bowel  where  it  crosses  the  brim  of  the  pelvis  on  the  left  side,  some- 
times involving  the  ovary,  as  we  shall  presently  see. 

The  cecum,  ascending  colon,  and  the  hepatic  flexure  may  become 
involved  in  the  formation  of  these  evolutionary  bands,  the  cecum 
and  appendix  being  particularly  liable  because  of  their  peculiar 
configuration.  One  of  the  first  of  the  structures  to  be  described 
by  Lane  was  the  "apron  of  peritoneum"  (subsequently  described 
by  Jackson,  and  often  referred  to  as  "Jackson's  membrane"), 
extending  from  the  cecum  and  ascending  colon  to  the  lateral  ab- 
dominal wall,  sometimes  involving  in  its  folds  the  appendix,  par- 
ticularly when  this  is  unusually  long. 

Crystallizations  of  lines  of  force  are  likewise  formed  to  give  support 
to  the  sagging  transverse  colon,  the  hepatic  and  splenic  flexures 
and  the  greater  curvature  of  the  stomach  serving  as  anchorage 
points  in  nature's  efforts  to  hold  up  this  part  of  the  gut. 

At  an  early  period  in  the  development  of  the  individual  opaque 
streaks  form  on  the  undersurface  of  the  mesentery,  attaching  the 
last  few  inches  of  the  ileum,  retaining  the  end  of  the  ileum,  and  help- 
ing to  hold  up  the  cecum.  The  band  thus  developed,  generally 
known  as  ''Lane's  band,"  or  the  ileopelvic  band,  is  perhaps  more 
commonly  found  than  any  other,  the  resulting  ileal  kink  giving  rise 
to  both  immediate  and  far-reaching  harmful  results.  Ileal  stasis 
has  received  a  great  deal  of  attention  from  Lane  and  others  latterly. 
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Some  investigators  have  sought  a  cause  for  this  form  of  stasis  in 
incompetency  of  the  ileocecal  or  ileocolic  valve(3)  and  Kellogg,  of 
Battle  Creek,  Mich.,  has  devised  an  operation  for  the  correction  of 
this  defect. 

Case  has  found  the  ileocolic  valve  incompetent  in  about  one-sixth 
of  his  bismuth  cases.  This  statement  is  based  on  the  r5ntgeno- 
scopic  examination  of  more  than  3000  persons,  up  to  June,  1914, 
most  of  them  constipated,  and  all  suffering  from  gastrointestinal 
disturbances.  He  refers  to  the  finding  of  incompetency  by  others 
as  follows:  Dietlen,  22  in  100  cases,  i  to  5;  Holzknecht  and  Singer, 
3  in  15,  I  in  5.  Dielten,  however,  found  insufficiency  of  the  valve 
in  only  one  of  the  normal  cases  examined  during  a  period  of  several 
years.     This  was  in  keeping  with  Case's  own  findings. 

Kellogg  maintains  that  radical  surgery  is,  with  comparative 
rarity,  either  necessary  or  profitable  in  dealing  wuth  ileal  stasis;  and 
that,  granting  that  this  condition  is  due  to  bands  and  kinks,  short- 
circuiting,  either  with  or  without  colectomy,  will  not  permanently 
relieve  the  stagnation  in  the  terminal  ileum  unless  a  new  ileocolic 
valve  is  made.  Case,  in  this  connection,  says  that  in  every  case  of 
stasis  in  which  he  has  made  an  .v-ray  examination  following  the 
short-circuiting  operation  he  has  found  retrograde  peristalsis  in  the 
colon. 

In  the  majority  of  my  cases  the  ileocecal  valve  was  competent. 
When  patent  I  have  considered  this  as  the  effect  rather  than  the 
cause  of  the  chronic  intestinal  stasis — a  view  which  is  in  accord 
with  the  opinion  of  Lane  and  Jordan.  The  importance  of  incom- 
petency of  the  ileocecal  valve,  as  a  causative  factor  in  the  produc- 
tion of  ileal  stasis,  must  be  determined  by  further  study.  Its 
existence  in  a  certain  proportion  of  cases  cannot  be  questioned. 
Case  I,  of  the  series  herewith  presented,  is  an  illustration  of  the 
existence  of  incompetency  of  this  valve. 

Case  I. — S.,  male,  aet.  thirty-eight.  Referred  by  Dr.  Albert 
W.  Ferris,  New  York  City,  who  previously  treated  the  patient  for 
neurasthenia.  First  seen  by  me  January  18,  1909.  At  that  time 
he  complained  of  nervousness,  of  constipation,  of  aches  and  pains 
in  different  parts  of  the  body,  of  cold  hands  and  feet,  and  of  general 
physical  unfitness.  He  was  placed  under  a  regime  of  rest,  diet,  and 
medicinal  treatment,  under  which  he  got  along  fairly  well,  except 
an  occasional  acute  attack,  such  as  grippe,  colds,  and  sore  throat. 
In  January,  191 5,  he  was  sent  to  the  Alston  Private  Hospital, 
suffering  from  acute  appendicitis,  superimposed  upon  chronic 
appendicitis  for  which  he  had  refused  operative  treatment.  Opera- 
tion, February  17,  191 5.  The  appendix  was  found  hung  up  to 
the  undersurface  of  the  mesenterv  of  the  terminal  ileum,  as  shown 
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in  Fig.  I.  The  cecum  was  very  mobile,  and  was  rotated  from  right 
to  left,  with  the  appendix  as  a  fixed  point.  The  ileocecal  valve 
was  found  to  be  incompetent.  This  was  corrected  by  the  Kellogg 
operation,  as  illustrated  in  Fig.  la.  The  appendix  was  removed 
in  the  usual  way,  and  the  raw  surfaces  were  carefully  sutured  over. 
Uneventful  recovery  followed,  since  which  time  the  patient  has 
been  perfectly  well. 


Fig.  I. — A,  Appendix  hung  up  to  undersurface  of  mesentery  of  ileum;  B,  mobile 
cecum,  rotated  to  left. 
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Fig.  la. — A  and  B,  Successive  steps  in  Kellogg  method  of  correcting  incompe- 
tency of  ileocecal  valve;  C,  line  of  sutures  covering  raw  surface  left  after  removal 
of  "fold  of  Treves,"  which  was  found  much  enlarged,  and  the  seat  of  inflamma- 
tion and  broken-down  fat. 


Duodenojejunal  resistances,  as  peritoneal  bands,  are  formed  to 
oppose  the  drag  upon  the  jejunum,  and  the  strain  which  it,  in  turn, 
exerts  upon  the  duodenojejunal  outlet.     Obstruction  to  the  outlet 
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results,  the  duodenum  becomes  dilated,  drags  upon  the  pyloric 
outlet,  where  further  resistances  are  developed,  involving,  at  times, 
the  gall-bladder,  the  pancreas,  and  other  organs,  and  giving  rise 
to  manifold  disturbances,  and  aggravating  others  already  existing. 

Lane  has  insisted  all  along  upon  the  study  of  the  digestive  tract 
as  a  whole,  and  not  in  its  integral  parts,  in  the  endeavor  to  determine 
the  method  of  development  of  the  various  structures  which  interfere 
with  its  drainage  and  normal  function.  Considering  the  question 
from  this  point  of  view,  one  does  not  need  to  describe  specifically 
''the  bloodless  fold  of  Treves,"  "the  parietocolic  peritoneal  fold 
of  Jonnesco  and  Juvara,"  "Jackson's  membrane,"  "the  genito- 
mesenteric  fold  of  Douglas  Reid,"  or  any  other  particular  structure 
that  may  interfere,  under  certain  circumstances,  with  body  drainage 
through  this  main  channel.  Nor  is  it  necessary  to  determine 
whether  these  structures  are  congenital,  inflammatory,  or  evolu- 
tionary in  origin.  It  is  well  that  secondary  matters  of  this  kind  be 
studied,  so  long  as  they  do  not  cloud  the  primary  issue — ^the  ex- 
istence of  such  adventitious  bands  and  membranes,  the  interference 
thereby  with  body  drainage,  the  resulting  stasis  in  the  canal,  the 
absorption  by  the  tissues  of  poisons  from  the  "unused  increment" 
of  fecal  content,  or  the  residual  feces,  the  autointoxication,  toxemia, 
or  "subinfection"  which  follows,  and  the  long  chain  of  signs, 
symptoms,  and  remote  results. 

I  have  repeatedly  stated  that  it  seems  to  me,  from  years  of 
study  of  cases  before,  during,  and  after  operation,  that  Lane's 
evolutionary  or  mechanical  theory  of  the  origin  of  these  bands, 
folds  and  membranes  accounts  for  a  larger  number  of  cases  than  any 
of  the  other  theories.  AH,  however,  are  doubtless  correct  in  certain 
instances,  some  being  congenital,  some  intiammatory,  and  others 
evolutionar}-. 

The  immediate  residis  of  the  miscarriage  of  nature's  elTort  to  oflfset 
the  tendency  to  visceroptosis  are  more  or  less  serious  according  to 
the  degree  of  obstruction  to  the  passage  of  the  contents  of  the  canal, 
to  the  degree  of  "compensatory  peristalsis,"  and  to  the  patient's 
habits  of  life  and  general  condition  (aside  from  the  stasis). 

The  kinking  or  obstruction  of  the  canal,  the  damming  back  of 
the  contents,  and  the  general  slowing  of  the  action  of  the  drainage 
system — the  stasis,  in  other  words — may  be  associated  with  consti- 
pation or  diarrhea,  or  both.  Sometimes  constipation,  with  perhaps 
"dyspepsia"  or  "indigestion"  are  the  symptoms  noted  by  the 
patient,  and  the  diagnosis  is  made  in  accordance  with  this  history. 
Dyspepsia    or   indigestion    tablets,    laxatives,    in    many   instances, 
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constitute  the  treatment  prescribed  by  the  family  physician,  the 
one  generally  consulted  by  patients  thus  affected.  It  is  not  diffi- 
cult to  imagine  that  this  line  of  attack  brings  forth  meager  results. 
The  chances  are  that  the  condition  becomes  progressively  worse. 
The  symptoms  first  complained  of  are  soon  augmented  by  others 
more  severe  in  character.  Loss  of  appetite,  nausea  and  vomiting, 
headache,  malaise,  backache,  pains  in  different  parts  of  the  body, 
loss  of  flesh,  foul  breath,  blotched  skin,  coldness  and  clamminess  of 
the  extremities,  are  characteristic  symptoms  which  may  supervene. 
To  these  may  be  added  a  lumpy  condition  of  the  breast,  sometimes 
mistaken  by  both  patient  and  physician  for  cancer;  mental  lethargy, 
sometimes  pronounced  mental  depression;  loss  of  interest  in  the 
opposite  sex,  and  in  life  in  general. 

I  have  discussed  elsewhere"*  the  treatment  of  patients  who  come 
within  the  category  of  early  stasis,  with  some  or  all  of  the  signs 
and  symptoms  enumerated,  and  need  not  reiterate  it  here.  It  is 
not  amiss,  however,  to  emphasize  strongly  the  fact  that  a  large 
proportion  of  these  patients  may  be  restored  to  perfect  health 
without  any  surgical  intervention.  I  wish  also  to  state  emphatically 
that  neither  Lane  nor  those  of  us  who  have  followed  him  in  practice 
believe  that  such  cases  call  for  operation.  Much  of  the  discussion 
given  to  the  pros  and  cons  of  operating  in  a  radical  way  for  stasis 
which  may  be  treated  by  simpler  means  is  entirely  unnecessary. 
It  would  be  fatuous  to  advocate  radical  surgery  in  these  milder  cases 
until  nonsurgical  methods  have  proved  unavailing.  It  cannot  be 
too  strongly  emphasized,  however,  that  no  patient  who  presents 
a  symptomatology  which  suggests  chronic  intestinal  stasis  should 
be  waived  aside  with  indifferent  consideration.  If  the  "sympto- 
matic treatment"  so  frequently  accorded  them  is  not  promptly 
followed  by  cessation  of  the  symptoms,  more  serious  study  should 
be  accorded  the  case,  first  with  regard  to  diagnosis  and  next  with 
regard  to  treatment.  For  it  is  always  to  be  borne  in  mind  that  even 
stasis  is  not  static;  it  is  not  only  chronic  but  progressively  so.  The 
neglected  or  improperly  treated  victim  of  a  mild  degree  of  stasis 
to-day  may  become  a  member  of  what  I  have  described  as  the  mid- 
group  tomorrow;  and  who  can  say  how  soon  the  transfer  will  be  made 
to  the  end  group? 

If  the  mild  case  is  allowed  to  progress  to  the  more  severe  stage, 
in  which  the  symptoms  enumerated  above  are  more  pronounced 
in  number  and  severity,  it  becomes  necessary  to  reinforce  the  non- 
surgical treatment  with  the  simpler  surgical  procedures,  such  as 
cutting  bands,  straightening  angulations  and  kinks,  removing  ap- 
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pendices,  and  correcting  other  intraabdominal  conditions  which 
result  from  or  are  aggravated  by  the  condition  of  stasis. 

While,  as  I  have  said,  it  is  not  contended  that  the  first  two  groups 
of  cases,  the  mild  and  the  raid  group,  are  to  be  ruthlessly  subjected 
to  radical  surgical  procedures,  such  as  ileocolostomy  or  ileocolos- 
tomy  with  colectoray,  the  fact  remains  that  many  cases  reach  the 
advanced  degrees  of  stasis  whether  or  no,  and  must  be  treated  as 
such.  There  is  no  more  reason,  from  sentimental,  physiological, 
biochemical  or  surgical  points  of  view,  for  allowing  one  of  these 
unfortunate  physical  derelicts  to  eke  out  a  miserable,  incompetent, 
untreated  existence,  than  there  is  for  allowing  a  patient  with  ad- 
vanced cancer  to  die  under  the  it-is-too-late-to-do-any thing  regime! 
Something  should  and  can  be  done  for  them.  If  they  are  already 
physically  bankrupt — and  they  certainly  are,  in  many  instances, 
before  we  see  them — ^it  is  folly  to  philosophize  concerning  the 
advisability  of  removing  a  part  of  the  intestine,  now  entirely  unfit, 
merely  because,  in  the  normal  state  of  affairs,  it  has  a  function  to 
perform!  The  skilled  plumber,  called  in  to  rectify  defects  in  the 
plumbing  of  a  house,  does  not  dally  with  parts  which  are  patently 
worn  out  and  unfit.  He  promptly  removes  them  and  substitutes 
new  ones.  In  the  human  house,  unfortunately,  at  this  stage  of 
surgical  progress,  we  cannot  substitute  new  parts  in  the  drainage 
scheme,  but  we  can  remove  certain  obstructive  portions,  make  new 
connections,  render  more  likely  the  vicarious  assumption  of  the 
function  of  one  part  by  others,  and  otherwise  facilitate  drainage 
and  forestall  lasting  unfitness,  absolute  invalidism,  and  perhaps 
untimely  death. 

Cases  could  be  multiplied  in  increasing  proportion,  as  time  and 
experience  progress,  to  illustrate  the  advanced  stages  to  which 
chronic  intestinal  stasis  may  reach,  rendering  the  patient  a  pitiful 
spectacle  of  general  misery  and  unfitness.  The  following  is  one  of 
many,  which,  it  seems  to  me,  proves  not  only  that  something  should 
be  done,  but  that  the  most  radical  methods  would  probably  have 
proved  more  advantageous  than  the  less  radical  procedure  which 
was  employed.  It  is  by  such  cases  that  we  learn  when  to  resort  to 
ileocolostomy  and  when  to  remove  the  colon. 

Case  II. — M.,  female,  twenty-six  years  of  age.  The  patient, 
when  first  seen  by  me,  August  14,  1914,  gave  the  following  history: 
She  had  never  been  robust,  but  always  slight  and  nervous.  Men- 
strual history  normal  until  she  was  twenty,  since  which  time  she 
had  suffered  a  great  deal  at  her  periods.  Bowels  always  regular. 
Six  years  ago  the  appendix,  with  a  mass  of  adhesions,  was  removed. 
Previous  to  this  she  had  had  treatment,  electrical  and  otherwise, 
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for  "spinal  trouble."  For  two  years,  1911-1913,  she  was  confined 
to  bed,  during  part  of  which  lime  she  received  sanitarium  care. 
She  complained  of  constant  abdominal  pains,  sometimes  on  one 
side,  sometimes  on  the  other,  usually  worse  on  the  right.  When  she 
consulted  me  she  was  having  fainting  spells,  nausea  and  vomiting, 
marked  tenderness  of  abdomen,  cold  hands  and  feet,  headache — • 
in  short,  she  was  an  absolute  invalid,  able  to  sit  up  very  little  of  the 
time.  From  the  physical  examination  and  the  history  the  diagnosis 
of  chronic  intestinal  stasis  was  made.  This  was  subsequently 
verified  by  Rontgenoscopic  examination. 

Operation,  Alston's  Private  Hospital,  November  21,  1914.     The 
following  conditions  were  found:   Upon  opening  the  abdomen  a 


C 
Fig.   2. — .4  and  B,  Bands  holding  up  hepatic  flexure  and  ascending  colon; 
B  and  C,  ascending  colon  and  cecum  kinked  from  before  backward,  and  somewhat 
twisted. 

pyloric  spasm  was  evident,  but  the  nnger  passed  easily  through  the 
pyloric  orifice.  The  duodenum  was  not  distended,  the  gall-bladder 
was  normal,  filled  with  bile.  The  hepatic  flexure  of  the  colon  was 
held  as  shown  in  Fig.  2.  It  was  down  in  the  right  iliac  fossa.  The 
ascending  colon  and  cecum  were  kinked  from  before  backward,  and 
somewhat  twisted,  causing  a  definite  obstruction.  At  the  terminal 
ileum  was  a  kink  from  the  old  appendicular  scar  (Fig.  2a).  The 
obstructing  bands  were  divided  transversely  and  sutured  longi- 
tudinally. The  ascending  colon  was  straightened,  leaving  a  large 
amount  of  raw  surface  on  the  right  side  and  on  the  anterior  wall. 
With  great  difiiculty  the  ascending  colon  was  secured  in  position 
and  the  raw  surfaces  covered.  There  was  no  duodenojejunal  kink, 
but  the  last  kink  of  the  sigmoid  was  accentuated;  this  was  corrected 
m  the  usual  way  (by  cutting  the  angulating  bands  transversely  and 
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suturing  longitudinally).  The  abdominal  wall  was  closed  with 
difficulty  because  of  the  friability  of  the  tissues  and  because  of  intra- 
abdominal pressure. 

It  was  a  grave  question,  at  the  time  of  the  operation,  whether 
it  would  not  have  been  better  to  do  a  short-circuiting  operation, 
with  a  subsequent  colectomy  if  necessary,  but  it  was  decided  to 
give  the  patient  the  benefit  of  the  less  radical  procedure,  and  await 
results.  She  made  an  uneventful  recovery,  has  steadily  improved 
in  general  condition,  has  gained  weight,  her  appetite  is  good,  she  is 
cheerful — in  short,  she  is  a  changed  individual.  From  chronic 
invalidism  she  bids  fair  to  return  to  good  health.  It  is  too  early, 
of  course,  to  make  a  positive  prognosis  in  this  regard,  but  her  de- 
plorable condition  certainly  warranted  what  was  done  for  her. 
Even  more  radical  measures  would  have  been  justifiable. 


^  B 


Fig.   2(2. — A,  Dilated  cecum  held  up,  showing,  B,  terminal  ileum  kinked  from 
old  appendiceal  scar,  with  adhesions. 


The  remote  results  of  chronic  intestinal  stasis,  as  suggested  by 
Lane,  furnish  interesting  food  for  thought.  In  psychiatry  one 
speaks  of  border-line  cases;  in  malignant  disease  we  are  wont  to 
consider  certain  conditions  precancerous.  It  is  impossible,  in 
either  instance,  to  predict  the  time  and  manner  of  the  passing  over 
the  line.  By  means  of  the  sixth  sense  of  diagnosis,  that  vague  some- 
thing which  has  been  called  the  imponderabilia,  we  may  know  that 
the  line  has  been  crossed,  but  we  cannot  say  when  or  how. 

So,  in  the  condition  which  we  have  come  to  consider  under  the 
term  chronic  intestinal  stasis,  we  cannot  say  on  what  border  Unes 
of  disease  the  patient  may  stand;  and  certainly  we  cannot  say  when 


bainbridge:   chronic  intestinal  stasis  205 

the  line  has  been  passed,  beyond  which  the  individual  enters  an- 
other realm  of  disease  and  suffering.  As  we  know,  Lane  contends 
that  chronic  intestinal  stasis  is  the  groundwork  upon  which  the 
superstructure  of  many  diseases  is  placed.  "The  seventeen  symp- 
toms and  nine  diseases"  enumerated  by  Lane  have  been  pro- 
nounced by  Adami  "to  be  a  horrible  jumble."  Perhaps  so.  Yet 
there  is  undoubtedly  enough  in  Lane's  contentions  along  this  line 
to  warrant  serious  attention  rather  than  sneering  or  jocular  comment. 
In  the  light  of  latter-day  findings  with  reference  to  the  internal  secre- 
tions, their  relations  and  corelations,  it  is  unwise  to  unqualifiedly 
reject  any  serious  suggestion  from  a  conscientious  scientific  worker. 

Lane  has  associated  chronic  intestinal  stasis,  in  a  causative  re- 
lation, with  tuberculosis,  cancer,  rheumatoid  arthritis,  Raynaud's 
disease.  Still's  disease,  certain  skin  and  nervous  affections,  and  has 
reported  cases  in  which  these  conditions  were  palliated  or  cured  by 
ileocolostomy  or  colectomy.  Chappie  has  repeatedly  called  at- 
tention to  certain  pelvic  conditions  associated  with  chronic  intestinal 
stasis,  and  James  Mackenzie  has  received  new  light  upon  his  "X- 
Disease"  in  consecjuence  of  Lane's  work  in  connection  with  chronic 
intestinal  stasis. 

In  my  work  as  visiting  surgeon  to  the  New  York  City  Children's 
Hospital  and  Schools,  Randall's  Island,  as  well  as  in  private  practice, 
I  have  long  noted  the  connection  between  what  I  formerly  considered 
as  constipation,  and  certain  forms  of  mental  and  nervous  affections, 
particularly  epilepsy.  I  have  repeatedly  observed  marked  improve- 
ment of  symptoms,  and  in  mild  epilepsy,  a  lessening  in  frequency 
and  severity  of  the  attacks,  following  a  thorough  clearing  out  of 
the  alimentary  canal.  Ten  years  ago,  when  I  became  interested 
in  the  study  of  chronic  intestinal  stasis,  and  began  to  apply  my  find- 
ings to  the  patients  on  Randall's  Island,  I  became  more  strongly 
convinced  than  ever  that  much  could  be  done  for  these  patients 
through  the  correction  of  defects  in  the  drainage  scheme  of  their 
bodies.  I  have  therefore,  for  a  number  of  years,  been  making  ob- 
servations along  this  line,  full  report  of  which  will  be  published 
later.  I  have  already  reported  one  case*  in  which  epileptic  seizures 
decreased  in  frequency  and  severity  following  the  operative  treat- 
ment of  chronic  intestinal  stasis.  The  following  case  is  interesting 
in  this  connection: 

*  Case  II,  presented  before  the  American  Association  of  Obstetricians  and 
Gynecologists,  at  Buffalo,  X.  Y.,  September  15,  1914.  See  "Operative  Findings 
in  Twelve  Cases  of  Chronic  Intestinal  Stasis,"  Am.  Jour,  of  Obst.  .a.nd  Diseases 
OF  Women  and  Children',  vol.  Ixxi,  Xo.  i,  1915. 


206  b.ainbridge:   chronic  intestinal  stasis 

Case  III. — -K.,  male,  aged  eleven  years.  Referred  by  Dr.  Eliza 
M.  Mosher,  of  Brooklyn,  N.  Y.,  December  3,  1914.  With  the 
exception  of  hydrocele,  when  one  year  of  age,  for  which  two  opera- 
tions were  performed,  the  last  one  followed  by  no  return  of  the 
trouble,  the  previous  history  presented  no  points  of  interest  other 
than  that  which  applies  to  epilepsy.  Since  the  third  year  of  life 
the  child  has  had  epileptic  seizures  (probably  petit  mal),  which  the 
physicians  consulted  pronounced  due  to  indigestion.  No  early 
history  of  constipation.  The  epileptic  attacks  occurred  at  intervals  of 
from  one  to  three  weeks,  w^hen  he  would  have  from  four  to  five  a  day. 
The  usual  treatment  for  this  condition,  according  to  the  history, 
gave  no  relief.     When  he  consulted  me  physical  examination  showed 
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Fig.  3. — A,  Ileal  kink,  resulting  from,  B,  ileopelvic  band;  C,  calcareous  deposits 

in  mesentery. 

abdominal  distention;  moderate  distention  of  stomach;  prolapse 
of  transverse  colon  to  below  umbilicus;  wide  dilatation  of  ileum  on 
line  with  umbilicus;  mobility  of  cecum. 

Operation,  December  17,  1914,  at  the  New  York  Skin  and  Cancer 
Hospital.  The  following  were  the  findings:  Dilated  stomach, 
reaching  below  umbilicus;  ptosis  of  transverse  colon;  rather  sharp 
duodenojejunal  angle;  ileopelvic  band  and  ileal  kink.  At  the  end 
of  the  mesentery  of  the  small  intestine,  about  2  inches  from  the 
cecum,  was  a  large  mass  of  calcified  lymph  glands,  the  calcareous 
portion  about  an  inch  in  diameter,  showing  plainly  on  the  upper 
surface  of  the  mesentery,  and  also,  though  in  smaller  area,  on  the 
undersurface  when  the  gut  was  lifted  up.  From  this  mass  of  glands 
upward  and  to  the  left  was  a  chain  of  enlarged  lymph  glands  on  the 
mesocolon,  some  of  them  calcified.     There  was  also  a  second  mass 
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of  calcified  glands  about  3  inches  from  the  first.  Enlarged,  but 
not  calcified,  glands  were  found  beneath  the  mesentery  of  the 
small  intestine.  Cecum  and  ascending  colon  moderately  dilated, 
but  showed  no  adhesions.  Appendix  not  involved.  The  condi- 
tions found  around  the  cecum  and  terminal  ileum  are  shown  in 
Figs.  3  and  3(7.  Ileocolostomy  performed.  Removal  of  the 
calcareous  deposits  deferred,  to  be  taken  care  of  in  the  event  that 
colectomy  proved  to  be  necessary  later.  Especial  care  was  taken 
in  closing  the  wound  in  order  to  guard  against  the  sutures  giving 
way  in  case  of  an  epileptic  seizure. 

The  patient  had  two  slight  convulsive  attacks  in  February,  but 
no  real  epilepsy  since  that  time.  He  has  gained  in  weight,  and  is 
seemingly  perfectly  well. 


Fig.  3a. — A,  Ileum  held  up,  showing,  B,  attachment  of  ileopelvic  band  to  brim 

of  pelvis. 

Lane  has  recently  made  the  statement  that  "if  women  were  not 
imperfectly  drained  the  gynecologist  would  not  have  evolved." 
Whether  we  do  or  do  not  agree  with  him  in  this  regard,  there  is 
unquestionably  in  many  cases  a  causative  connection  between 
chronic  intestinal  stasis  and  many  pelvic  disorders.  The  following 
cases  illustrate  this. 

Case  IV. — Mrs.  S.,  twenty-four  years  of  age,  consulted  me 
January  29,  191 5,  giving  a  history  of  pain  in  back,  in  hypogastric 
and  right  iliac  region.  This  varied  from  mere  soreness  to  a  severe, 
sharp  pain.  The  appendix  had  been  removed  seven  years  before. 
Since  that  time  she  has  had  progressive  constipation,  headache,  loss 
of  appetite,  and  some  loss  of  weight. 

Operation,  January  29,  191 5,  at  the  New  York  PolycHnic  Hos- 
pital.    Upon  exploration  of  the  abdomen  a  definite  ileopelvic  band 
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was  found,  as  shown  in  Fig.  4,  extending  along  the  ileum  for  a  dis- 
tance of  about  2  inches  when  extended,  and  forming  a  V,  the  lower 
end  of  which  went  into  the  true  pelvis.  This  was  freed  and  the  raw 
surfaces  carefuUv  sutured.     The  large,  redundant  and  dilated  cecum 


Fig.  4. — A,  Broad  \-shaped  ileopelvic  band;  B,  bands  attaching  terminal  ileum 
to  cecum;  C,  lower  portion  of  parietocolic  bands. 
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Fig.  4(7. — A,  Band  from  colon  to  left  ovary. 

was  plicated  by  the  method  of  bringing  the  posterior  and  anterior 
muscle  bands  together,  holding  the  cecum  and  ascending  colon 
into  normal  position.  The  right  ovary  and  tube  were  negative. 
The  left  ovary  was  cystic  and  enlarged.  A  strong  band  of  adhesions 
ran  from  the  pelvic  colon  to  the  left  ovary  (Fig.  4a),  rotating  the 
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colon  downward.  This  band  was  cut  transversely  and  the  peri- 
toneum sutured  longitudinally.  The  ovary  was  removed.  The 
patient  made  an  uneventful  recovery,  and  has  steadily  improved  in 
health  since  the  operation. 

Case  V. — Mrs.  P.,  forty-six  years  of  age;  two  children.  Referred 
by  Dr.  Charles  R.  Walker,  of  Concord,  N.  H.,  February  23,  191 5. 
According  to  the  history  the  patient  had  had  intestinal  trouble  for 
twenty  vears.  At  first,  it  was  supposed  to  be  uterine  disease  follow- 
ing the  birth  of  her  second  child,  and  she  was  treated  for  years  with 
tampons  and  pessaries.  For  a  number  of  years  she  was  a  nervous 
and  physical  wreck.     In  1909  she  underwent  operation  for  perineal 
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Fig 


A 
-A,  Bands  across  duodenum;  B,  dilated  duodenum. 


laceration,  and  in  the  same  year  laparotomy  was  performed  for 
uterine  suspension  by  shortening  ligaments.  Following  this  she 
was  a  complete  invalid  for  months,  and  underwent  all  manner  of 
treatment  for  all  kinds  of  ailments,  up  to  May,  191 1.  She  then  went 
to  Boston,  where  .r-ray  examinations  were  made,  showing  prolapse 
of  the  colon.  The  surgeon  then  consulted  lifted  up  the  colon 
and  "stitched  it  to  the  stomach,"  removing  the  appendix.  No 
improvement  followed  this  operation,  and  a  year  later  the  same 
surgeon,  on  x-ray  examination,  found  the  colon  was  not  held 
in  place.  The  patient  underwent  a  further  operation,  and  continued 
to  suffer  intense  pain,  at  times,  in  both  sides.  Movements  from 
the  bowels  were  attended  with  extreme  difficulty  and  intense 
pain. 

When  I  examined  her  she  presented  marked  symptoms  of  chronic 
intestinal  stasis.  Operation,  March  6,  191 5,  at  the  New  York 
PolycHnic  Hospital,  with  the  following  findings:  Upon  opening  the 
abdomen  the  great  omentum  was  found  turned  up  and  fastened 
to  the  anterior  abdominal  wall  at  its  upper  portion,  the  stomach 
being   thus   slung   upward.     On   separating   a   httle   of   the   right 
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extremity  of  the  great  omentum  when  traction  was  made  on  the 
transverse  colon,  as  when  in  erect  position,  a  number  of  bands  were 
seen  across  the  second  portion  of  the  duodenum  (Fig.  5),  causing 
distinct  obstruction,  evident  even  on  the  operating-table,  the  duode- 
num at  its  upper  portion  being  greatly  dilated.  The  pylorus  was 
normal.  The  duodenal  band  was  cut  transversely,  the  angulation 
of  the  duodenum  freed,  and  a  flap  of  peritoneum  (which  was  in  such 
position  as  to  give  good  support  to  the  hepatic  flexure)  was  placed 
over  the  raw  surface.  The  ascending  colon  was  fairly  normal, 
excepting  that  the  hepatic  flexure  was  low.  About  3  and  5  feet 
distant  from  the  ileocecal  valve  on  the  small  intestine  were  dis- 
tinct bands  (Fig.  5a),  forming  diverticula  on  the  convexity  of  the 
gut,  and   adherent  to  the  old   abdominal   scar.     These   bands   of 


A 
Fig.  5a. — .4,  Bands  causing  diverticula  of  small  intestine. 

adhesion,  the  size  of  a  lead  pencil,  were  cut  and  the  raw  surfaces 
on  the  abdominal  wall  and  on  the  gut  were  sutured  in  the  usual 
way,  \Wth  interrupted  linen  stitches,  paraffin  dipped,  longitudinally 
to  the  long  axis  of  the  gut.  The  descending  colon  was  tightly  ad- 
herent in  the  left  flank,  the  pelvic  colon  showing  three  bands  (Fig. 
56),  the  upper  two  connected  together.  These  were  cut  trans- 
versely and  sutured  longitudinally.  The  lower  band  was  adherent 
to  the  broad  ligament  and  to  a  cystic  and  degenerated  ovary. 
The  ovarian  vein  was  varicose,  being  as  large  as  the  index-finger. 
This  was  cut  high  up  and  the  ovary,  with  the  cyst  the  size  of  a  robin's 
egg,  removed  from  the  end  of  the  tube,  and  the  tube  exsected.  A 
flap  of  peritoneum  from  the  abdominal  wall  was  sutured  in  position, 
the  raw  surface  turned  toward  the  gut  so  as  not  to  leave  any  raw 
surfaces,  and  paraffin  then  applied.  The  ileocecal  valve  was  tested 
for  its  competency,  and  while  it  was  possible  to  get  a  little  air  past, 
it  was  practically  normal.  The  sHght  lack  of  tone  in  the  valve  was 
probably  accounted  for  by  the  anesthetic.  (May  this  not  be  true 
of  many  cases  reported  and  operated  upon  for  incompetency  of 
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the  ileocecal  valve?)  The  great  omentum  was  left  adherent  in 
the  upper  part  of  the  old  scar,  as  it  seemed  to  be  securely  anchored, 
and  appeared  not  to  obstruct  the  onflow  of  the  intestinal  contents. 
The  great  obstruction  was  in  the  duodenum  and  the  small  intestine 
at  the  site  of  the  bands,  and  in  the  pelvic  colon.  Around  the  bands 
in  the  pelvis  was  a  great  deal  of  evolutionary  tissue,  also  some 
inflammatory  scar  tissue — a  combination  of  the  two  kinds  of  stasis 
"inflammatory"  and  "evolutionary." 

The  operation  performed  gives  the  patient  a  reasonable  chance 
of  being  greatly  benefited  and  perhaps  entirely  cured.  If  this 
palhative  operative  treatment  does  not  effect  a  cure,  ileocolostomy 
or  colectomy  may  be   resorted  to  later.     The  trouble   caused  by 


C 
Fig.  $b. — ^4,  Bands  attaching  pelvic  colon  to  flank;  B,  band  attaching  pelvic 
colon  to  left  ovarj^;  C,  left  ovary. 

the  involvement  in  the  bands  of  the  ovary  and  tube  will  certainly 
be  entirely  relieved.  The  patient,  apparently  much  improved, 
was  presented  before  the  New  Hampshire  Medical  Society,  May  19, 

1915- 

Case  VI. — Mrs.  C,  thirty-six  years  of  age,  one  child.  Referred 
by  Dr.  Woods  Hutchinson  and  Dr.  William  Van  Valzah  Hayes,  of 
New  York  City,  October  17,  1914.  She  had  been  progressively 
losing  flesh  and  strength,  falling  from  125  to  87  pounds.  She 
gradually  grew  worse,  until  she  became  practically  an  invalid,  with 
severe  headaches,  general  abdominal  discomfort,  marked  consti- 
pation, a  great  deal  of  nervous  depression — so  great  at  times  that 
she  wished  to  die — and  periodic  attacks  of  pain  in  the  right  side, 
simulating  appendicitis,  but  coming  on  more  frequently  at  the 
menstrual  period.     Diet  and  medical  treatment  was  of  little  avail. 
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From  the  history  and  physical  examination  the  diagnosis  of  chronic 
intestinal  stasis  was  made.  Operation,  New  York  Polyclinic 
Hospital,  October  21,  1914,  with  the  following  findings:  Cecum 
dilated   and  very  mobile,  falling  into  pelvis.     Inferior  and  outer 


Fig.  6. — A,  Parietocolic  bands,  attaching  ascending  colon  to  right  abdominal 
wall;  B,  cecum,  dilated  and  mobile;  C,  ileum  held  up,  showing  band  of  attach- 
ment to  inflamed  appendix;  D,  appendix;  E,  band  from  mesoappendix  to  right 
ovary;  F,  right  ovary. 


B 
Fig.  6(7. — A,  Parietocolic    bands   severed,  raw  surfaces  covered,  cecum  and 
ascending  colon  sutured  in  place;  B,  band  from  mesoappendix  to  ovary  severed 
and  raw  surface  covered  by  interrupted  sutures;  C,  accentuated  duodenojejunal 
angle;  D,  C  corrected. 

caccules  much  dilated,  forming  a  large  cavity  for  gas  and  feces  to 
collect.  Thinned-out  parietocolic  bands  about  ascending  colon 
(Fig.  6),  holding  it  up  in  the  false  pelvis.     The  posterior  muscle 
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band  was  anterior  with  the  descent  of  the  gut  and  its  rotation  from 
without  inward.  The  appendix  was  inflamed,  and  presented  a 
number  of  adhesions.  It  was  removed  in  the  usual  way.  There 
was  angulation  at  the  duodenojejunal  junction,  which  was  corrected 
(Fig.  6a).  From  the  mesoappendix  there  was  a  band  running 
down  into  the  pelvis,  involving  the  right  ovary,  which  was  somewhat 
fibroid  (Fig.  6).  These  bands  were  detached  and  liquid  paraffin 
freely  applied.  The  cecum  and  ascending  colon  were  anchored  in 
position  to  the  lateral  wall.  The  pelvic  colon  was  somewhat  re- 
dundant, but  the  last  kink  was  fairly  normal.  The  splenic  flexure 
was  below  the  umbilicus,  but  its  outlet  was  not  obstructed. 


Fig.  7. — A,  Extensive  adhesions  between  coils  of  small  intestine  and  omentum, 
which  were  also  adherent  to  anterior  abdominal  wall;  B,  omentum  attached  to 
ascending  colon. 

The  patient  made  an  uneventful  recovery  from  this  conservative 
operation,  and  has  steadily  improved  since.  All  symptoms  have 
disappeared,  she  now  weighs  118  pounds,  has  good  appetite,  is 
cheerful,  has  no  more  of  the  attacks  of  pain  in  the  right  side  at 
the  menstrual  period — in  short,  she  is  perfectly  well. 

Case  VII. — Mrs.  C,  forty  years  of  age,  one  child,  several  mis- 
carriages. Operation,  January  30,  191 2,  for  appendicitis.  Curetted 
on  the  same  occasion.  Fairly  well,  except  for  digestive  disturbances 
and  profuse  rnenstrual  flow,  until  the  latter  part  of  19x4.  She  then 
consulted  me  again,  complaining  of  pain  in  the  lower  abdomen  to- 
ward the  left  side,  pain  in  the  back,  extending  down  to  the  knees, 
digestive  disturbances,  and  excessive  menstrual  flow,  lasting  some- 
times for  about  twenty  days.  For  about  a  year  she  had  been  under 
treatment  for  what  her  physician  pronounced  mucous  colitis.  Fre- 
quent  vomiting   attacks   with   nausea   increasing   in   number   and 
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severity  until  ten  days  before  operation  when  nothing  could  be 
retained.  Operation,  January  13,  1915,  at  Alston's  Private  Hos- 
pital, revealed  the  following  conditions:  Extensive  adhesions  be- 
tween the  coils  of  the  small  intestine  and  omentum  and  the  anterior 
abdominal  wall  (Fig.  7),  necessitating  very  careful  opening  of  the 
peritoneum.  The  omentum  was  attached  to  the  abdominal  wall 
in  the  vicinity  of  the  median  line  below  the  umbilicus,  and  also  to 
the  ascending  colon,  from  cecum  to  hepatic  flexure.  In  the  interval 
between  these  two  lines  of  adhesions  the  omentum  was  attached  to 
the  coils  of  small  intestines,  which  were,  in  turn,  attached  to  each 
other.  There  were  extensive  adhesions  between  the  last  3  inches 
of  the  ileum  and  the  cecum,  and  between  the  ileum  and  a  cyst 


\ 

1 

■    ^ 

R 

f 

A 

A 

— 

J 

■     y 

B 

^^■l—     i<iraaiir  ■'-  - 

"^ 

Fig.  ya. — A,  Terminal  ileum  adherent  to  cecum;  B,  band  attaching  ileum  to 

right  ovary. 

of  the  right  ovary,  the  Fallopian  tube,  and  the  wall  of  the  pelvis 
(Fig.  7a).  The  uterus  was  much  enlarged,  and  contained  a  number 
of  small  subperitoneal  fibroids.  The  right  ovary  was  cystic,  measur- 
ing about  an  inch  and  a  half  in  diameter.  The  left  ovary  and  tube 
had  been  removed  at  a  previous  operation  (1912),  and  in  their 
situation  was  a  serous  cyst,  measuring  3  inches  in  diameter,  prob- 
ably parovarian.  This  was  adherent  to  the  posterior  abdominal 
wall  and  to  the  intestinal  coils  in  such  way  as  to  shut  off  the  true 
pelvis.  There  were  no  adhesions  in  the  region  of  the  gall-bladder, 
but  this  organ  contained  three  stones  about  as  large  as  the  tip  of 
a  finger.  These  were  not  interfered  with  because  of  the  extent  of 
the  operation  in  the  abdomen.  All  of  the  adhesions  were  severed. 
About  2  inches  of  the  omentum,  which  was  greatly  thickened, 
presented  so  much  raw  surface  that  it  was  amputated,  the  line  of 
division  being  separately  ligated  with  catgut  and  then  rolled  over 
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and  covered  in  with  a  continuous  silk  suture.  The  right  ovary 
and  tube,  the  body  of  the  uterus,  and  the  parovarian  cyst  were  re- 
moved ep-  masse.  Before  closing  the  abdomen  a  considerable 
quantity  of  sterilized  liquid  paraflan  was  distributed  over  the  raw 
surfaces  left  by  breaking  up  adhesions  which  were  too  extensive 
to  be  covered  by  suturing. 

The  patient  made  an  uneventful  recovery,  and  has  continued  to 
improve,  until  she  has  been  practically  restored  to  health. 

Lane  has  reported  cases  which,  in  his  opinion,  estabhsh  the  ex- 
istence of  a  causal  relationship  between  chronic  intestinal  stasis  and 
diseases  of  the  liver,  gall-bladder,  and  pancreas.  Many  diseases 
of  the  liver,  he  holds,  may  result  from  infections  of  the  ducts,  its 
tissues  being  devitalized  by  the  large  amount  of  toxins  in  the  blood 
which  nourishes  them.  This  appears  to  be  a  reasonable  hypothesis, 
and  if  it  be  true,  the  prevention  and  cure  of  chronic  intestinal  stasis 
forms  an  important  part  of  the  prevention  and  cure  of  diseases  of 
these  organs,  including,  in  Lane's  opinion,  visceral  cancer.  The 
following  cases  are  suggestive  in  this  connection. 


Fig.  8. — .-1,  Long  appendix,  attached  to  left;  B,  enlarged  glands  in  mesoap- 
pendix;  C,  ileum  help  up.  If  allowed  to  fall,  as  when  the  individual  is  in  the 
upright  position,  it  would  form  an  "appendiceal  tie" — the  appendix  would  form 
the  fixed  point  causing  an  ileal  kink,  with  resulting  ileal  stasis. 

Case  VIII. — C,  male,  aged  nine.  Referred  by  Dr.  S.  S.  Bedient, 
Little  Valley,  N.  Y.,  August  6,  191 2.  Two  years  before  the  patient 
had  begun  to  have  periodic  attacks  of  severe  pain  in  the  left  side, 
high  up  under  the  ribs,  with  prolonged  vomiting,  sometimes  lasting 
for  hours,  after  a  full  movement  of  the  bowels.  Several  physicians 
and  surgeons  were  consulted,  and  various  diagnoses  were  made — 
Addison's  disease,  toxemia,  Bright's  disease,  uremic  poisoning, 
stoppage  of  gall-duct.     Careful  dietary  and  hygienic  regime,  recom- 
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mended  by  one  of  the  physicians  consulted,  was  rigidly  carried  out 
for  two  years,  with  no  results.  Physical  examination  revealed 
distinct  tenderness  at  the  left  hypochondrium;  slight  enlargement  of 
the  left  kidney;  some  dilatation  of  the  stomach;  distention  of  colon 
at  splenic  flexure.  Urine  contained  albumin  and  few  casts.  Ex- 
ploratory laparotomy,  at  Chautauqua  Lodge,  August  17,  191 2,  with 
the  following  findings:  Stomach  dilated;  a  few  short  adhesions 
about  pylorus.  Appendix  the  seat  of  chronic  inflammation;  enlarge- 
ment of  a  chain  of  small  glands  from  appendix  down  to  mesoap- 
pendix  and  up  under  mesentery  (Fig.  8).  Appendix  attached  over 
to  left  side,  almost  to  splenic  flexure  of  colon.  Ileum  and  duodenum 
dilated.  Ileal  kink,  with  backward  pressure  on  gall-duct,  and  pan- 
creas, as  evidenced  by  congestion.  Appendix  removed,  adhesions 
severed,  peritoneum  sutured  and  cut  surfaces  covered  with  liquid 
paraffin.  Recovery  uneventful,  discharged  in  two  weeks  with 
urine  normal.  March,  1915,  doctor  reports  patient  as  well  since 
discharge  and  urine  normal. 
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Fig.  9. — ^^4,  Hepatic  flexure,  accentuated  by  bands;  B,  parietocolic  band;  C, 
prolapsed  transverse  colon;  D,  cecum,  elongated  and  pouch-like;  E,  appendix 
adherent  to  cecum  and  fixed  loop  of  ileum. 

Case  IX. — R.,  female,  fifty-nine  years  of  age,  unmarried.  Re- 
ferred by  Dr.  A.  P.  Lensmann,  Seattle,  Wash.,  November  6,  1914. 
A  long  history  of  chronic  constipation,  abdominal  pains,  sometimes 
acute  and  severe,  backache,  cold  hands  and  feet,  loss  of  weight  and 
strength;  practically  a  chronic  invalid.  Consulted  several  physi- 
cians, and  was  given  nonsurgical  treatment  for  duodenal  ulcer. 
From  the  history  and  physical  examination,  reinforced  by  Ront- 
genoscopic  examination,  the  diagnosis  of  chronic  intestinal  stasis 
was  made.  Operation,  December  8,  1914,  at  the  New  York  Poly- 
clinic Hospital.     The  following  conditions  were  found:    On  explora- 
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tion,  before  disturbing  the  viscera,   the  greater  curvature  of  the 
stomach  was  found  to  be  at  the  level  of  the  pelvic  brim  and  the 


Fig.  ga. — A,  Cecum;   B,  ileum  and  attached  appendix;   C,  ileopelvic  band  and 

ileal  kink. 


Fig.  gb. — A,  Adhesions  of  small  bowel  to  undersurface  of  transverse  meso- 
colon at  site  of  inflammatory  mass,  evidently  result  of  ulceration;  B,  band  at- 
taching last  kink  of  pelvic  colon  to  flank,  causing  accentuation  of  kink;  C, 
redundant  pelvic  colon. 

pylorus  at  the  level  of  the  umbilicus.     The  scar  of  an  old  ulcer  was 
plainly  felt  on  the  posterior  wall  of  the  first  portion  of  the  duodenum, 
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resting  on  the  head  of  the  pancreas.  The  duodenum  was  dilated 
and  sacculated  slightly.  The  duodenojejunal  angle  was  accen- 
tuated by  an  adventitious  band  of  adhesions  i  inch  wide,  fibrous, 
and  thickened  at  the  inferior  margin.  A  loop  of  terminal  ileum  was 
firmly  anchored  over  the  brim  of  the  true  pelvis  by  three  connected 
bands  converging  toward  the  infundibulopelvic  ligament.  The 
cecum  presented  itself  as  a  4-inch,  elongated  pouch,  rotated  in 
three-quarters  of  a  circle  on  its  long  axis  (Fig.  9).  The  appendix 
was  atrophic  and  adherent  to  a  cecal  pouch  and  to  the  fixed  loop 
of  the  ileum  (Figs.  9  and  90).  The  ascending  colon  was  angulated 
by  a  band  of  adhesions  attached  to  the  right  lateral  wall  of  the 
abdomen  midway  between  the  ileocecal  valve  and  the  hepatic  flexure 
(Fig.  9).  The  transverse  colon  was  flabby,  pale  in  color,  and  pro- 
lapsed into  the  pelvis  (Fig.  9).  The  splenic  flexure  of  the  colon  was 
suspended  about  3  inches  below  the  average  point  of  fixation. 
The  last  kink  of  the  pelvic  colon  was  markedly  accentuated  by  strong 
fibrous  bands  (Fig.  gb),  and  was  redundant.  Ileocolostomy  with 
colectomy  was  performed. 

Twelve  days  after  operation  the  patient  developed  typhoid  fever, 
which  lasted  about  three  weeks.  Small  abscess  formed  in  the  upper 
part  of  the  wound  weakening  the  wall,  otherwise  convalescence 
uneventful.  Condition  August  31,  1915,  greatly  improved,  and 
steadily  gaining.     Small  abdominal  hernia  to  be  attended  to  later. 


Fig.   10. — -A  and  B,  Adhesion  of  gall-bladder  (.4)  and  duodenum  {B)  to  abdom- 
inal wall  at  site  of  old  scar. 

Case  X. — Mrs.  I.,  forty-three  years  of  age.  Referred  by  Dr. 
William  Van  Valzah  Hayes,  New  York  City.  Admitted  to  the 
New  York  Polyclinic  Hospital,  February,  191 5.  According  to 
the  history,  eight  years  before  she  had  had  abdominal  pain,  nausea, 
and  vomiting,  coming  on  after  eating;  no  jaundice.  Was  operated 
on  for  gall-stones,  several  stones  being  removed.     She  recovered 
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from  this  operation,  but  three  weeks  later  had  a  return  of  pain 
and  was  again  operated  upon,  this  time  for  renal  stones.  None 
were  found,  but  a  floating  kidney,  right  side,  was  discovered.  She 
still  complained  of  nausea  and  vomiting,  with  large  quantities  of 
mucus.  Two  months  before  admission  to  the  hospital  the  symptoms 
became  so  severe  that  she  again  sought  relief.  Jaundice  of  marked 
degree  had  developed.  The  diagnosis  of  chronic  pancreatitis, 
obstructive  jaundice,  gall-stones,  and  chronic  intestinal  stasis  made 
from  the  history  and  physical  signs.  Operation,  February  23,  191 5. 
The  following  conditions  were  found:  The  liver  was  adherent  to  the 
costal  cartilage  of  the  ninth  rib  and  to  the  scar  of  a  former  operation 
(extrarectal  incision)  (Fig.  loj.  The  gall-bladder  was  adherent 
to  the  liver,  duodenum,  great  omentum,  and  the  old  scar.  It  had 
evidently  been  drained  at  the  former  operation.  With  great  diffi- 
culty it  was  separated  from  the  wound  and  from  the  liver,  and  the 


-  A 


Fig.  10a. — .4,  Stomach;  B,  dilated  duodenum  before  and  after  operation;  C, 
gall-bladder;  D,  band  of  adhesion  between  edge  of  great  omentum,  gall-bladder, 
and  head  of  pancreas;  E,  cholecystduodenostomy  performed. 

liver  from  the  scar.  The  gall-bladder  was  not  opened,  but  the  omen- 
tum was  separated  and  pushed  downward,  and  the  gall-bladder 
dissected  free  down  to  its  duct.  A  mass  was  felt  at  the  head  of  the 
pancreas,  nodular  in  character,  extending  through  the  entire  pan- 
creas, but  more  marked  at  the  head.  The  spleen  was  somewhat 
enlarged,  and  there  were  adhesions  of  the  great  omentum  to  the 
left  side,  in  the  neighborhood  of  the  costocolic  ligament.  About 
an  inch  beyond  the  pylorus  was  an  acute  angulation  backward  of 
the  duodenum  (Fig.  loa),  which  was  tightly  adherent  to  the  great 
omentum  in  the  neighborhood  of  the  foramen  of  Winslow.  These 
adhesions  were  separated  and  an  extensive  raw  surface  left  on  the 
first  portion  of  the  duodenum,  which  was  covered  in  part  by  the 
gall-bladder.  The  gall-bladder  was  then  opened  and  seventeen 
stones,  the  size  of  peas,  removed.  Anastomosis  was  made  between 
the  gall-bladder  and  the  first  portion  of  the  duodenum  (Fig.  loa). 
The  entire  pancreas  was  enlarged,  the  absence  of  metastasis  suggest- 
ing inflammation  rather  than  malignancy.  The  angulation  of  the 
duodenum  was  corrected  as  far  as  possible  and  the  raw  surfaces 
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covered,  paraffin  being  then  introduced.  The  pyloric  orifice  barely 
admitted  the  tip  of  the  index-finger,  the  walls  being  thickened.  A 
piece  of  great  omentum  was  sutured  into  position  between  the  gall- 
bladder and  the  liver  and  over  the  duodenum.  Convalescence  was 
uneventful;  patient  much  improved  and  steadily  gaining  when  last 
seen,  April  29,  1915, 

A  very  frequent  concomitant  of  chronic  intestinal  stasis  is  dilata- 
tion of  the  stomach,  with  ulceration  about  the  pylorus.  The 
following  are  illustrative  cases: 

Case  XL — !Mrs.  S.,  twenty-two  years  of  age.  Referred  by  Dr. 
I.  Arthur  Stoloff,  New  York  City,  December  16,  1913.  After  the 
birth  of  her  first  child,  now  three  years  old,  the  patient  began  to 
have  severe  pains  in  the  right  side.     She  consulted  a  surgeon  who 
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Fig.  II. — A,  Stomach;  B,  adhesions  between  liver  and  stomach;  C,  adhesions 
between  liver  and  gall-bladder;  D,  Gall-bladder  adherent  to  duodenum;  E,  liver 
adherent  to  duodenum. 

operated  upon  her  for  gall-stones,  removing  a  hundred  stones. 
She  continued  to  have  pain  in  the  side,  but  not  so  severe  as  before 
the  operation.  Another  surgeon  advised  operation  for  floating 
kidney,  but  this  was  not  accepted.  When  first  seen  by  me  she 
complained  of  constant  pains  in  the  abdomen,  of  nausea  and  of 
heartburn.  On  physical  examination  it  was  found  that  the  scar 
over  the  gall-bladder  was  adherent  to  the  liver,  and  there  were 
undoubtedly  adhesions  surrounding  the  pylorus,  extending  down 
toward  the  duodenum.  There  was  distinct  tenderness  along  the 
ascending  colon.  The  right  kidney  was  slightly  movable.  Opera- 
tion, January  30,  1914,  at  the  New  York  Polyclinic  Hospital,  with 
the  following  findings:  The  stomach  and  gall-bladder  were  adherent 
to  the  anterior  abdominal  wall;  there  were  also  lines  of  adhesion 
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extending  from  the  stomach  to  the  duodenum,  gall-bladder  and 
falciform  ligament  (Fig.  ii).  These  adhesions  were  separated 
(Fig.  iia),  and  a  pad  of  fat-,  removed  from  the  left  thigh,  was  placed 
between  the  raw  surfaces  of  the  gall-bladder,  stomach  and  duodenum 
and  sutured.  Adhesions  about  the  mobile  cecum  were  severed, 
and  the  appendix  was  removed.  Recovery  uneventful.  Since  the 
operation  the  patient  has  steadily  improved,  and  is  now  well. 
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Fig.  iia. — A,    Adhesions   separated,   leaving   raw   surfaces;    B,    raw    surfaces 
covered  with  pad  of  fat  from  thigh. 

Case  XII. — Mrs.  P.,  forty-five  years  of  age.  Referred  by  Dr. 
William  Van  Valzah  Hayes,  New  York  City,  March  i,  191 5,  with 
a  history  of  ulcer  and  pyloric  stenosis,  and  with  the  recommendation 
for  operation.  Upon  this  history,  the  physical  examination,  and 
the  fluorscopic  diagnosis,  operation  was  advised,  and  performed, 
March  8,  191 5,  at  the  New  York  Skin  and  Cancer  Hospital.  The 
following  conditions  were  found:  The  great  omentum  was  adherent 
to  an  old  appendicular  scar  on  the  abdominal  wall.  A  band  from 
the  center  of  the  ascending  colon,  very  broad  and  vascular,  extending 
from  the  lateral  wall  opposite  the  crest  of  the  ileum,  leaving  the 
lower  part  of  the  ascending  colon  and  cecum  very  mobile  and  dilated. 
The  appendix  was  absent.  The  cecum  and  ascending  colon  could 
be  drawn  up  out  of  the  abdominal  cavity  and  carried  over  to  the 
left  nipple.  The  cecum  was  very  much  enlarged,  with  thickened 
walls.  Running  under  the  mesentery  of  the  terminal  ileum  were 
plainly  visible  crystallizations  of  lines  of  stress.  The  pelvic  colon 
was  very  redundant,  and  the  last  kink  was  accentuated.  This  was 
corrected.  The  stomach  was  markedly  dilated,  extending  to  the 
symphysis  pubis.  The  duodenum  was  dilated  to  the  size  of  the 
large  intestine  (Fig.    12).      SUght  kinking  at   the   duodenojejunal 
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junction.  Nonmalignant  ulcer,  the  size  of  a  silver  dollar,  on  pylorus. 
Gastroenterostomy  was  performed,  a  very  large  opening  being 
made. 

The  trans\-erse  colon  being  very  mobile,  the  hepatic  flexure  being 
well  down  in  the  flank,  the  cecum  being  a  great  cesspool  three  times 


Fig.  12. — -A,  Markedly  dilated  stomach;  B,  dilated  duodenum;  C,  obstructed 
pylorus  at  site  of  old  ulcer. 


-  A 


-  .1 


Fig.  1 2a. 


-A,  First  step  of  cecosigmoidostomy.     Pictures  shows  opening  from 
cecal  side. 


normal  size  and  occupying  the  culdesac  of  Douglas,  the  sigmoid 
being  redundant,  and  the  patient  being  in  very  poor  condition,  it 
was  determined  to  test  the  efiicacy  of  the  following  method  (Figs. 
1 2a  and  12b);  the  butt  end  of  the  cecum  was  united  to  the  pelvic 
colon  low  down  in  the  pelvis,  below  the  last  kink,  the  opening  being 
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made  large  enough  to  admit  four  fingers.  The  cecum  was  opened, 
and  when  opened  showed  a  normal  ileocecal  valve.  This  valve 
had  been  tested  carefully  and  found  to  be  competent. 

Before  complete  closure  of  the  abdomen  the  cavity  was  filled  with 
warm  normal  saline  solution.  As  soon  as  this  was  introduced  the 
pulse  showed  immediate  improvement.  Uneventful  recovery. 
Steady  gain  in  strength  and  health,  patient  feehng  better  than  for 
years. 


A 
Fig.   12b. — A,  Cecosigmoidostomy  completed.     Dilated  cecum  united  to  pelvic 
colon  below  last  kink. 

The  method  of  introducing  the  saline  solution  is  that  which  I 
have  employed  for  the  introduction  of  oxygen, (5)  and  is  shown  in 
Figs.  13,  14,  15  and  16.  By  this  method  exact  quantities  of  solution 
can  be  employed,  which  is  preferable  to  the  method  of  pouring  it 
into  the  abdominal  cavity. 

Conclusion. — The  condition  and  the  resulting  symptom-complex 
now  described  under  the  designation,  chronic  intestinal  stasis,  has 
been  established  through  the  lapse  of  time  and  the  accumulation  of 
experience.  It  is,  primarily,  a  condition  which  is  amenable  to 
dietetic,  hygienic  and  medicinal  treatment,  and  should  not,  there- 
fore, be  so  generally  considered  as  coming  entirely  wdthin  the  cate- 
gory of  a  surgical  affection.  If,  however,  through  neglect  or  im- 
proper treatment  the  individual  case  is  no  longer  amenable  to 
preventive  measures  and  those  which  come  wathin  the  province  of 
the  internist  or  gastroenterologist,  conservative  surgical  procedures 
may  be  employed,  especially  in  milder  cases.  Unfortunately,  many 
cases  progress  to  a  more  advanced  stage  before  relief  is  definitely 
sought,  and  in  such  cases  it  may  be  necessary  to  resort  to  the  more 
radical    surgical    procedures,  such  as  ileocolostomy  or  colectomy. 
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Fig.  13. — The  abdominal  wound  is  closed  except  at  the  lower  or  upper  end  as 
the  case  may  be.  where  the  free  end  of  the  tube  is  placed  within  the  abdominal 
cavity.  One  stitch  is  introduced  above  and  one  below  the  tube  and  these  are 
tied.  An  interrupted  stitch  is  placed  in  the  peritoneum  at  this  point,  ready  to 
be  tied,  and  a  purse-string  suture  is  introduced  around  the  tube  in  theperitoneum 
left  long  but  not  tied  (i). 


Fig.  14. — All  layers  of  the  abdominal  wall  are  closed  up  to  the  skin  and  the 
stitches  tied,  with  the  exception  of  those  in  juxta-position  to  the  tube,  i, 
Untied  ends  of  peritoneal  purse-string;  2,  untied  suture  through  aponeurosis 
passing  half  way  around  the  tube.     Aponeurosis  closed  with  interrupted  sutures. 
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Fig.   15. — Superficial  fascia  united,     i,  Untied  peritoneal  purse-string;     2, 
untied  aponeurosis  suture. 


Fig.  16. — Tube  withdrawn;  2,  peritoneal  purse-string  tied,  knot  beneath 
aponeurosis;  3,  aponeurosis  suture.  Figure  illustrates  practicability  of  placing 
skin  stitches  while  tube  remains  in  the  abdomen. 
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The  sequence  of  therapeutic  intervention  always  to  be  kept  in  mind 
is:  (i)  Prevention;  (2)  Conservative  Surgery;  (3)  Radical  Surgery. 
In  all  cases  in  which  surgical  treatment  is  employed,  the  after-care 
of  the  patient  is  of  the  utmost  importance.  Nature,  so  long  out- 
raged, cannot  justly  be  expected  to  resume  normal  function  at  once 
and  without  the  aid  furnished  by  regulated  diet  and  habits  of  life, 
artificial  support  to  the  weakened  abdominal  muscles  and  viscera, 
and  other  measures  suited  to  the  needs  of  the  individual. 

From  the  cases  cited,  and  many  others  in  my  own  experience  and 
that  of  some  of  my  confreres,  there  is  reason  to  believe  that  chronic 
intestinal  stasis  plays  an  important  part,  either  in  initiating  or  in 
augmenting,  many  conditions  which  were  formerly  not  associated, 
from  the  etiologic  point  of  view,  with  perverted  function  of  the  gas- 
trointestinal tract.  These  far-reaching  possibilities  should  be  borne 
in  mind  by  practitioners  in  every  field  of  medicine  and  surgery. 

34  Gramercy  Place. 
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A  STUDY  OF  LIVER  FUNCTION  IN  NORMAL  PREGNANCY.* 

BY 
JEXXIXGS  C.  LITZEXBERG,  B.  S.,  M.  D.,  F.  A.  C.  S., 

Prof,  of  Obstetrics,  University  of  Minnesota, 
Minneapolis,  Minn. 

On  account  of  the  importance  which  has  been  given  to  the  liver  in 
eclampsia  and  other  toxemias  of  pregnancy,  an  investigation  of  the 
liver  function  in  the  various  toxemias  was  undertaken;  but  before 
the  work  had  gone  far  there  was  evidence  of  disturbed  liver  func- 
tion in  a  surprisingly  large  number  of,  apparently,  normal  women, 
who  presented  a  distinct  problem  with  which  this  study  will  deal. 

The  Choice  of  a  Functional  Test. — One  faces  some  difficulty  in 
selecting  a  functional  test  from  the  many  which  have  been  advo- 
cated, because  they  all  have  their  drawbacks  and  none  of  them  are 
absolutely  specific.  The  urobilinogen  and  urobilin  test  was  selected 
because  it  is  as  nearly  specific  as  any,  and  on  account  of  its  simplicity 
of  application,  it  may  be  used  in  any  clinical  laboratory;  it  does  not 
recjuire  the  elaborate  estimations  of  the  physiological  chemist  and  is, 
probably,  as  accurate  as  any  of  the  more  difficult  methods.  It  con- 
sists of  finding  urobilinogen  or  urobilin  in  the  urine.  None  of  the 
other  functional  tests  can  be  said  to  so  certainly  deal  with  functions 
which  are  specific  to  the  liver  as  the  urobilinogen  test.  The  muscles 
play  a  large  role  in  carbohydrate  metabolism,  and  Van  Slyke  says 
the  kidney  possibly  participates  in  the  conversion  of  amino  acids 
into  urea.  "The  results  of  the  tests  seem  to  be  inconsistent  with 
the  possible  exception  of  the  urobilinogen  test  which  is  positive  in 
even  mild  diseases  of  the  liver.  It  is  the  most  positive  of  all  tests 
for  liver  injury;  the  great  difficulty  with  it,  however,  is  in  determining 
the  amount  of  the  injury  by  any  satisfactory  quantitative  method." 

Technical  difficulties  interfere  with  most  of  the  tests;  giving  large 
amounts  of  carbohydrates  leads  to  nausea,  vomiting  and  diarrhea; 
considerable  chemical  training  and  equipment  are  necessary  in 
determining  nitrogenous  metabolism  while  large  quantities  of  blood 
are  needed  for  the  fibrinogen  studies. 

As  far  as  is  known  the  paradimethylaminobenzaldehyde  test  is 
specific,  because  to  no  other  than  liver  cells  has  been  ascribed  the 
ability  to  convert  urobilinogen  into  ordinary  bile  pigment,  and  Falk 
and  Saxe  concluded  that  urobilin  is  found  in  the  urine  when  there  is 
very  slight  injury  to  the  liver,     v.  Jaksch,  as  long  ago  as  1892, 

*  From  the  Laboratory  of  the  Dept.  of  Obstetrics  and  Gynecolog\',  University 
of  Minnesota. 

Presented  at  the  28th  Annual  Meeting  of  the  American  Association  of  Ob- 
stetricians and  Gynecologists,  September,  19 15. 
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averred  that  urobilinogen  in  the  urine  was  an  indication  of  liver 
disease.  Urobilinogen  does  not  occur  in  the  urine  in  health  except 
in  very  small  quantities  which  are  not  found  by  the  usual  methods. 
Since  Jaffe  in  1868  described  urobilin  in  the  urine  much  discussion 
has  taken  place  both  as  to  its  origin  and  its  clinical  significance. 
The  most  generally  accepted  view  of  the  formation  of  urobilinogen 
and  urobilin  is  that  of  Friedrich  v.  Muller  which  is  supported  by  the 
known  facts  of  hemoglobin  metabolism.  Addis  in  the  Archives  of 
Internal  Medicine,  March  15,  1915,  gives  us  the  most  recent  thought 
on  this  sub j  act  in  his  article  on  "  Hemoglobin  M  etabolism . "  "  Hemo- 
globin is  produced  and  decomposed  in  the  liver.  Hemoglobin  is 
liberated  from  the  old  red  blood  corpuscles  into  the  blood  plasma, 
is  taken  up  by  the  Kuppf er  cells  from  which  droplets  of  hemoglobin 
have  been  seen  to  pass  to  liver  cells.  This  liberation  of  hemoglobin 
from  corpuscles  is  the  first  step  in  the  process  of  hemoglobin  pigment 
decomposition.  Hemoglobin  pigment  is  set  free  and  converted  into 
bilirubin  in  the  liver. 

"  The  bilirubin  then  passes  into  the  intestines  where  it  is  converted 
by  bacterial  decomposition  into  urobilinogen,  part  of  which  may 
become  urobilin,  which  is  simply  an  oxidation  product  of  urobilino- 
gen; the  two,  from  a  physiological  standpoint,  may  be  considered  as 
one.  It  is  then  absorbed  and  goes  to  the  liver  through  the  portal 
circulation  and  in  the  liver  is  again  transformed  into  bilirubin,  if  the 
liver  functionates  normally.  In  inefficiency  of  the  liver  they  pass 
into  the  general  circulation  and  are  found  in  the  urine.  Urobilin 
or  urobilinogen  does  not  occur  in  the  urine  in  more  than  normal 
amount  in  complete  obstruction  of  the  common  duct  in  stone  and 
cancer.  Muller  gave  bile  by  the  stomach  tube  in  a  case  of  complete 
obstruction  and  immediately  the  urobilin  action  was  positive.  Also 
urobilinogen  or  urobilin  are  rarely  found  in  the  urine  of  the  new- 
born before  bacteria  appear  in  the  intestines.  In  marked  diarrhea, 
when  the  bile  is  swept  from  the  intestines  too  rapidly  to  permit  the 
influence  of  the  bacteria,  urobilin  is  absent. 

In  Ecks  artificial  fistula  and  patent  ductus  venosus,  in  both  of 
which  the  blood  of  the  intestines  goes  directly  into  the  general  circu- 
lation, urobilinuria  or  urobilinogenuria  occurs,  because  the  liver  has 
no  opportunity  to  reconvert  it.  According  to  Wilbur  and  Addis, 
"Urobilinuria  or  urobilinogenuria  is  indicative  of  the  fact  that  bile 
is  reaching  the  intestine,  and  large  amounts  of  urobilin  or  urobilino- 
gen in  the  urine  means  there  is  either  abnormal  destruction  of  red 
blood  cells  or  an  insufficiency  of  the  liver."  Therefore,  if  we  can 
exclude  conditions  in  which  there  is  increased  blood  destruction  we, 
in  all  probability,  have  an  inefficiency  of  the  liver.  This  can  usually 
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be  done,  clinically,  with  a  fair  degree  of  accuracy  and,  positively, 
by  examining  the  duodenal  contents.  A  large  amount  of  urobilin 
or  urobilinogen  in  the  stools  indicates  increased  blood  destruction. 
For  example:  In  decompensation  with  congestion  of  the  liver  the 
urobilin  and  the  urobilinogen  in  the  urine  is  increased  more  than  in 
the  duodenum,  and  just  the  opposite  occurs  in  hemolysis. 

Hegern  says  urobilin  or  urobiUnogen  in  the  urine  always  means 
liver  inefficiency  either:  (i)  Absolute  which  is  due  to  pathological 
changes  in  the  liver  or  (2)  Relative,  due  to  extraordinary  quantities 
of  blood  pigment  being  brought  to  the  liver  as  occurs  in  blood  dys- 
crasias  associated  with  marked  destruction  of  red  blood  cells,  thus 
exaggerating  the  normal  function. 

While  not  every  case  of  urobilinuria,  not  due  to  blood  destruction, 
can  be  attributed  to  disturbance  of  the  liver  function,  yet  that  is 
usually  the  case. 

According  to  v.  Muller  "  Urobilinogenuria  and  Urobilinuria  neces- 
sarily depend  on  pathological  changes  in  the  liver  or  increased  blood 
destruction."  Addis  says  "On  the  whole  clinical  evidence  is  strong 
that  urobilinogenuria  or  urobilinuria  is  associated  with  liver  dis- 
turbance if  marked  increase  in  hemoglobin  disintegration  can  be 
excluded.  When  urobilinogen  or  urobilin  appears  in  the  urine,  the 
whole  liver  is  affected  but,  not  as  a  rule,  sufficient  to  disorganize  any 
of  its  other  functions  to  a  recognizable  extent."  Various  authors 
have  found  urobilinogen  in  diseases  which  interfere  with  the  func- 
tion of  the  liver.  Munzer  found  it  in  atrophic  cirrhosis  and  Fischler 
stated  that  a  diagnosis  of  alcoholic  cirrhosis  was  incorrect,  unless 
urobiHnogen  was  found  in  the  urine;  Munzer,  Bloch  and  Fischer 
found  it  in  acute  catarrhal  jaundice  prior  to  the  appearance  of  icterus. 
It  is  also  found  in  acute  diseases  associated  with  liver  involvement, 
e.g.,  typhoid  and  pneumonia,  and  Bauer  says  it  occurs  in  almost  all 
liver  diseases. 

Technic. — It  is  not  difficult  to  detect  urobilinogen  and  urobilin 
qualitatively.  The  test  for  urobilinogen  is  made  by  adding  four  or 
five  drops  of  Ehrlich's  solution^  to  5  c.c.  of  urine  and  leaving  it  in  a 
dark  place  for  at  least  fifteen  minutes  when,  if  positive,  a  distinct 
pink  or  deep  red  color  will  appear.  To  make  sure  that  the  red  color 
is  due  to  urobilinogen  shake  with  chloroform ;  if  urobilinogen  is  present 
the  chloroform  will  become  red.  Indol  and  skatol  are  broken  up  by 
heat  and  give  the  same  reaction  as  urobilinogen,  so  one  must  not  use 

^  Ehrlich's  Solution 

Paradimethylamidobenzaldehyde 2  gm. 

Hydrochloric  acid  (con.) 15  c.c. 

Distilled  water 15  c.c. 
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heat.  To  test  for  urobilin  add  lo  c.c.  of  Schlesinger's  solution^ 
to  the  same  amount  of  urine  and  filter.  If  urobilin  is  present  a  green 
fluorescence  will  be  seen  which  is  best  brought  out  by  throwing  con- 
densed light  through  the  fluid  by  a  lense  or  flask  of  water.  A  suc- 
cessful method  of  absolute  quantitative  determination  of  these 
exceedingly  labile  substances  has  not  yet  been  found.  Connor  and 
Roper,  in  1908,  made  approximate  measurements  of  the  amount  of 
urobilin  in  the  urine  by  noting  the  number  of  dilutions  required  to 
obliterate  the  urobilin  band  in  the  spectroscope.  This  method, 
however,  left  the  urobilinogen  undetermined,  because  of  the  impos- 
sibility of  converting  all  of  it  into  urobilin  without  loss. 

Wilbur  and  Addis  conceived  the  idea  of  estimating  the  two  to- 
gether by  the  spectroscope  method  which,  though  not  giving  an  exact 
quantitative  determination,  yields  an  approximate  result  of  great 
clinical  value.  After  adding  Ehrlich's  solution  urobilinogen  and 
urobilin  each  show  an  absorption  band  in  the  spectroscope;  one 
between  D  and  E  and  the  other  between  B  and  F.  They  describe 
their  method  as  follows:  "The  only  way  the  quantity  of  urobilino- 
gen can  be  determined,  except  gravimetrically,  is  by  the  spectro- 
scope through  the  absorption  bands  of  the  pigment  produced  by  its 
reaction  with  Ehrlich's  solution.  To  10  c.c.  of  urine  is  added  an 
equal  amount  of  Schlesinger's  solution  and  filtered.  This  will  con- 
tain all  the  urobilin  and  urobilinogen  of  the  urine  except  a  negligible 
amount  absorbed  in  the  precipitate. 

To  ID  c.c.  of  the  filtrate  is  added  i  c.c  of  Ehrlich's  solution,  this  gives 
enough  acid  to  bring  out  the  urobilin  band  more  clearly  and,  at  the 
same  time,  brings  out  the  urobilinogen  band  so  that  the  dilution  values 
of  both  urobilin  and  urobilinogen  can  be  estimated  in  the  same 
filtrate.  After  adding  Ehrlich's  solution  it  is  allowed  to  stand  for 
fifteen  minutes  to  allow  the  urobilinogen  reaction  to  take  place.  The 
filtrate  is  then  diluted  with  distilled  water  till  the  two  absorption 
bands  disappear,  which  will  be  at  different  dilutions.  The  time  of 
disappearance  of  each  is  noted.  The  dilution  required  gives  the 
value  for  5  c.c.  of  urine;  10  c.c.  having  been  taken  only  half  of  which 
was  urine.  If  the  dilution  figure  is  multiplied  by  the  number  of  5 
c.c.  quantitatives  in  the  twenty-four-hour  urine,  the  number  of  dilu- 
tions which  would  have  been  necessary  if  all  of  the  urobilin  and 
urobilinogen  of  the  twenty-four-hour  specimen  had  been  concen- 
trated into  5  c.c. 

I  present  herewith  a  table  in  which  the  essential  features  only  of 
each  case  showing  a  positive  reaction  are  given. 

^  Schlesinger's  solution  is  a  supersaturated  solution  of  zinc  acetate  in  absolute 
alcohol. 


232      litzenberg:  lwer  function  in  normal  pregnancy 


Case 
No. 

Age 

Months;       Urobil- 
Para     gesta-  1       inogen                   Complications                          Remarks 
tion    ,      urobilin 

P3       ■  32 

IV 

8 

'                                                   '     death. 

6955 

20 

I 

9 

+  Trace      ;  Systolic      murmur      over     Delivered  7-20-15. 
1    whole    heart    area,    not 
1    transmitted,  albuminuria, 
j     pus.                                         1 

6596         22       I 


P4       28 

II             8^ 

+          ] 

6437     23 

9 

+  Trace      ' 

Delivered  4-15-15. 

PS 

+           

Not  delivered. 

6444 

36 

9 

+            Dental  caries Delivered  4-16-15. 

Hemoglobin  56  per  cent.,     Delivered     S-16-15, 
Wassermann  +.  R.  B.  C.  4,500,000. 


6482 

22 

I 

9 

+ 

Mitral  regurg.,  kidney  of 
pregnancy,     hemoglobin 
76  per  cent. 

Compensation  Wasser- 
mann-h. 

6571 

24 

I 

+  + 

6580 

38 

+  + 

6404 

29 

9 

1 

1 

1 

+  Trace 

Mitral  regurg.,  aortic  re-     Delivered  4-19-15. 
gurg.,  hypert.,  dil'n   den- 
tal caries. 

6540 

20 

I 

9 

+  Trace 

Poorly  nourished,   chron.     R.  B.  C.  700,000  Was- 
urticaria,  hemoglobin  58       sermann. 
per  cent.,  albumin  trace, 
pus. 

6923 

32 

IV 

9 

+ 

Dental  caries  mitral  regurg.  Delivered         7-15-IS, 
obesity,    hemoglobin    80      Wassermann,— 
per  cent.                                   R.  B.  C.  4,000,000. 

628s 

9 

+ 

Dental  caries Wassermann—      de- 

livered 3-1 7-15- 

6458 

31 

+ 

Mitral  regurg 1  Compensation. 

6318 

18 

I           ; 

+  Trace 

Hemoglobin  68  per  cent. . .  J  Wassermann  — . 

6341 

18 

I 

9 

+  + 

Dental  caries Wassermann—      de- 
livered 4-4-15. 

6387 

26 

9 

+ 

Dental  caries B.  P.   122,    Wasser- 
mann — . 

6414 

31 

9 

+ 

Hydramnios 

Precipitate      labor 
Wassermann -f 
4-20-15. 

6S3I 

22      I              9 

+  + 

Albumin  ft.  trace '  Wassermann  — . 

6267 

26 

+ 

Pyorrhea   mitral    regurg..     Delivered        3-20-15, 

pulse    irreg.,    heart    hy-       well       compensated, 
pert,  and  dilated,  hemo-       Wassermann  —  . 
globin  68  per  cent. 

litzenberg:  liver  function  in  normal  pregnancy     233 


^^^f   Age    Para 

Months 
gesta- 
tion 

Urobil- 
inogen 
urobilin 

Complications 

Remarks 

6936 

27 

I 

+ 

Albuminuria,  few  hyaline 
and  gran,  casts. 

Delivered  7-16-15. 

6590 

25 

V 

9 

+ 

Pyelitis,    hemoglobin,    69 
per  cent. 

Delivered  7-31- 15. 

6570 

21 

III 

9 

-f+5-ii- 
15.  0,  5 -17 
-15 

Hydramnios,  pyorrhea,         Delivered  5-23-15. 

Wassermann-h. 

P6 

32 

II 

8!^ 

+ 

6316 

20 

+ 

Dental  caries,  edema  cer- 
vix,  hemoglobin   50  per 
cent. 

6276 

34 

+ 

Hydramnios,     glycosuria, 
mitral  regurg. 

pensation. 

6979 

41 

X 

9 

+ 

Hemoglobin  60  per  cent. .. ;  Delivered,       7-25-15, 

Wassermann.  — 

P7 

30 

II 

8 

+ 

; 

6992 

28 

IV 

9 

+ 

Hemoglobin  6s  per  cent..     Delivered        7-27-15, 
alb.  V  .  ft.  trace.                       Wassermann. 

7077 

25 

I 

syi 

+ 

Wassermann.  — 

6801 

3S 

III 

9 

+ 

Ichthyosis. 

Delivered  6-21-15, 
Wassermann.  — 

684s 

36 

VII 

9 

+ 

Mitral  regurg.,   aortic  re- 
gurg., obesity. 

Delivered  6-29-15. 

P8 

26 

I 

8 

+ 

68SS 

30 

III 

9 

+  + 

livered  7-1-15. 

6688 

34 

IV 

9 

+ 

Hemoglobin  81  per  cent., 
albumin  trace. 

Delivered  5-3i-iS. 

Pi 

30 

II 

8 

+  + 

Delivered  4-13-15. 

6818 

19 

I 

9 

+ 

Mitral  regurg.,  hemoglobin 
72,  albumin  trace,  i  cast. 

Compensation  good, 
Wassermann,  —  del. 
7-14-IS. 

633  s 

22 

I 

9 

+  + 

Hemoglobin     65,     dental 
caries,  gingivitis. 

Delivered  3-29-15. 

6446 

17 

I 

9 

+  +            Heart,  all  sounds  accentu- 
ated,   gonorrhea,    hemo- 
globin 65  per  cent. 

Delivered        4-16-IS, 
complete      compen- 
sation. 

6881 

19 

I 

hospital    but    one    day, 
albumin  faint  trace. 

delivery. 
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Case 
No. 

Age 

Para 

Months 
gesta- 
tion 

Urobil- 
inogen 
urobilin 

Complications                          Remarks 

65SO 

23 

I 

SH       4-+S-7- 
15.O-5-19 
-IS 

Colloid  goiter,  mitral  re-  '■  B.    P.    108-71,     com- 
gurg.,  hemoglobin  56.            pensation,      Wasser- 
mann.  — 

6siS 

29 

II 

6 

+ 

Pulmon.  tuberc,  no  T.  B.     B.  P.  138-68.  W.  B.  C. 
found,     hemoglobin     68       7200  not  delivered  in 
per    cent.,    albumin    ft.       hospital, 
trace. 

6289 

22 

I 

9 

+ 

Dental    caries,    pyorrhea.     Compensation,    slight 
mitral     regurg.,     hemo-       dilatation       Wasser- 
globin  62  per  cent.,  albu-       mann.  — 
min  ft.  trace,   some  pus 
in  urine.                                1 

P2 

32 

II 

m 

+ 

Normal ' 

6332 

34 

9 

+ 

pital. 

6382 

23 

-{-            Hemoglobin  68 :  Delivered  4—15-15. 

Pis     1 

I         1_ 

+ 



6626 

18 

I 

9 

+ 

Dental    caries,    pyorrhea, 
colloid  goiter,  albumin  ft. 
trace. 

Hemoglobin     86     per 
cent.,  R.  B.  C.  4,300,- 
000,  not  delivered  in 
hospital. 

6896 

28 

IV 

9 

-1--|-            Hemoglobin  77  percent.,     Wassermann,    —    del. 
albumin  ft.  trace.                     7-16-15.  sapremia. 

6441       31 

1      9 

! 

+ 

Pyorrhea,  hemoglobin  70      Delivered     7-1-15, 
per  cent.                                    R.  B.  C.  4,100,000. 

6891       22 

II       9 

+ 

Dental  caries,  alb.  v.  ft.     Delivered        7-IS-15. 
trace.                                            Wassermann.  — 

6972 

21 

I 

9 

+ 

Hemoglobin  58  per  cent.       Delivered        7-23-iS. 
sapremia,       Wasser- 
mann.— 

7120 

18 

I 

9 

+ 

7095 

26 

III 

9 

+  + 

7134 

27 

I 

9 

+  +          1  Mitral  regurg Compensation. 

P9 

40 

III 

7 

+ 

None i 

Pio 

32 

II 

6         i           + 

1 

None 

PlI 

28 

V            6                     +            Contracted  pelvis Never  had  living  child. 

P12 

34 

I 

7 

-|-          j  Hydramnios Premature  delivery. 

P13 

32 

II 

4 

+            Headaches B.  P.  120. 

P14 

25 

I 

6 

-|-            None 
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SUMMARY. 

Nonpregnant  cases  examined 71 

Cases  showing  positive  reaction 00 

Per  cent,  positive  reaction 00 

Pregnant  cases  examined 200 

Cases  showing  positive  reaction 62 

Per  cent,  positive  reaction 31 

Cases  which  might  account  for  the  reaction  by  other  con- 
ditions than  pregnancy 12 

Net  reactions  probably  due  to  pregnancy 50 

Per  cent,  net  reactions 25 

This  study  is  based  upon  the  examination  of  the  urine  of  271  cases; 
200  of  which  were  women  apparently  normally  pregnant  and  seventy- 
one  were  healthy  nonpregnant  women.  It  is  hardly  necessary  to 
try  to  prove  that  urobilinogen  or  urobilin  are  not  present  in  the 
urine  of  healthy  individuals.  This  has  been  established  by  many 
observers  after  the  examination  of  hundreds  of  cases  and,  it  is  ac- 
cepted as  a  fact,  that  these  substances  do  not  occur  in  the  urine  in 
amounts  which  give  a  reaction  with  the  ordinary  methods,  such  as  the 
one  employed  here.  Nevertheless,  the  urine  of  seventy-one  healthy 
women  was  examined  and  in  no  case  was  urobilinogen  or  urobilin 
found. 

In  the  200  cases  of  so-called  normal  pregnancy  sixty-two  gave  the 
reaction  for  urobilinogen  or  urobilin.  This  gives  us  the  surprising 
proportion  of  31  per  cent.  Now,  if  we  accept  the  statements  of  those 
who  have  studied  these  substances  in  other  fields,  that  urobilinogen 
or  urobilin  in  the  urine  means  either  increased  blood  destruction  or 
inefi&ciency  of  the  liver,  we  must  come  to  the  conclusion  that,  in  the 
absence  of  blood  dyscrasia,  there  must  be  interference  with  the  func- 
tion of  the  liver  during  pregnancy,  and,  on  account  of  it,  unless  the 
woman  has  some  disease  which  causes  functional  disturbance  of  the 
organ,  such  as  congestion  of  the  liver  in  cardiac  decompensation. 

In  none  of  the  cases  was  there  evidence  of  blood  dyscrasia,  although 
some  of  the  patients  were  quite  anemic;  however,  simple  anemia  is 
not  accompanied  by  urobilinuria,  as  is  the  case  in  the  pernicious  va- 
riety. There  being  no  great  destruction  of  blood  we  have  only  to 
deal  with  disturbed  function  of  the  liver;  and  if  the  patient  has  no 
complicating  disease  which  alters  the  function  of  the  liver  we 
will  be  justified  in  coming  to  the  conclusion  that  the  inefficiency^is 
due  to  the  pregnancy  itself. 

In  analyzing  the  cases,  shown  in  the  accompanying  table,  we  find 
no  complications  which  are  known  to  be  accompanied  by  reduced 
liver  function  except,  possibly,  eleven  cases  of  valvular  heart  lesions 
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and  one  of  infection  of  the  urinary  tract  with  high  fever.  In  cardiac 
disease  urobiHnuria  is  not  present  unless  there  be  decompensation. 
In  none  of  these  cases  was  there  marked  clinical  evidence  of  decom- 
pensation; however,  it  is  not  always  possible  to  know  exactly  when 
decompensation  begins,  so  there  might  be  beginning  failure  of  the 
heart  to  do  its  whole  work  and  a  resulting  congestion  of  the  liver  with 
altered  function.  There  were  two  cases  with  slight  dilatation  as  well 
as  hypertrophy  in  which  there  would  be  even  more  likelihood  of  heart 
weakness. 

On  account  of  the  possibility,  if  not  probability,  of  these  eleven 
cases  of  heart  lesion  being  attended  by  a  congested  liver  and  result- 
ant decreased  function,  perhaps  we  should  exclude  them  as  well  as 
the  one  case  of  infection  with  high  fever. 

This  would  leave  fifty  cases  in  which  the  interference  with  the 
functions  of  the  liver  could  be  accounted  for  only  by  the  pregnancy 
itself.  This  still  leaves  us  25  per  cent,  of  disturbed  liver  function 
during  pregnancy  attributable  to  no  other  cause  than  the  pregnant 
condition.  Just  why  pregnancy  should  cause  interference  with  the 
function  of  the  liver,  future  investigation  must  tell  us;  however,  it 
may  not  be  out  of  place  to  suggest  the  possibilities:  The  first  one 
that  comes  to  mind  is  the  congestion  of  the  liver  possibly  caused  by 
the  enlarging  uterus.  This  is  favored  by  the  fact  that  the  urobiHn- 
uria occurs  more  often  in  the  latter  months  of  pregnancy,  increasing 
in  frequency  as  the  end  of  term  approaches.  The  earliest  I  have 
observed  was  in  the  fourth  month,  in  which,  of  course,  the  size  of  the 
uterus  was  not  responsible.  If  the  liver  is  congested  late  in  preg- 
nancy, this  theory  is  strongly  supported  by  the  well-established  fact 
that  the  congestion  of  the  liver  and  urobilinuria  in  cardiac  decompen- 
sation increase  or  decrease,  synchronously,  as  the  compensation 
grows  or  fails.  If  on  the  other  hand,  the  liver  is  always  congested  in 
late  pregnancy,  why  do  we  not  always  find  urobilinuria.  We  are  yet 
in  the  realm  of  theory.  The  effect  of  toxins  on  the  liver  suggests  the 
possibility  of  toxemia  as  a  cause  of  the  altered  function. 

While  this  series  of  200  cases  is  small,  they  are  enough  to  prove 
that  urobilinogen  and  urobilin  are  found  in  the  urine  of  pregnant 
women  in  a  large  percentage  of  cases  and  their  presence  is  due, 
in  all  probabiUty,  to  disturbed  liver  function.  It  also  suggests  that 
there  may  be  a  "liver  of  pregnancy"  as  well  as  a  "kidney  of  preg- 
nancy." In  nine  of  the  cases  the  quantity  of  urobilin  and  urobilinogen 
was  estimated  according  to  the  Wilbur  and  Addis  method  of  dilu- 
tion to  the  point  of  disappearance  of  the  absorption  bands,  of  each 
substance,  in  the  spectroscope. 
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Case  No. 

Amount  of 
dilution. 

Number  of 
dilutions 

Dilution,  value 
per  liter 

6531 

60  C.C. 

12 

2400 

6341 

90  C.C. 

18 

3600 

6458 

60  C.C. 

12 

2400 

6540 

50  C.C. 

10 

2000 

6444 

85  C.C. 

17 

3400 

P5 

25  C.C. 

s 

1000 

6437 

140  C.C. 

28 

5600 

6446 

30  C.C. 

6 

1200 

P  I 

so  C.C, 

10 

2000 

CONCLUSIONS. 

I.  Urobilinogen  and  urobilin  do  not  appear  in  the  urine  of  healthy 
individuals  except  in  quantities  too  small  to  detect  by  ordinary 
methods. 

2.  Urobilinogen  or  urobilin  in  the  urine  usually  mean  increased 
blood  destruction  or  inejBiciency  of  the  liver,  although  there  may  be 
other  causes. 

3.  UrobiUnogenuria  and  urobilinuria  occur  in  a  large  percentage 
of  pregnant  women;  31  per  cent,  in  this  series. 

4.  Excluding  cases  which  might  be  due  to  other  causes  than 
pregnancy  there  are  25  per  cent,  distinctly  attributable  to  pregnancy, 
suggesting  the  possibility  of  a  "liver  of  pregnancy." 

5.  This  is,  probably,  due  to  deficient  liver  function. 

6.  The  causes  are  unknown,  but  it  is  probably  due  to  congestion  of 
the  liver  or  toxemia. 

I  wish  to  acknowledge  my  indebtness  to  Drs.  J.  P.  Schneider  and 
W.  C.  Johnson  of  the  University  of  Minnesota  hospital  for  valuable 
help. 
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COMPENSATORY    (VICARIOUS,    ECTOPIC)    MENSTRUA- 
TION: XENOMENIA;  MEMMES  DEVIL* 

BY 
WILLIAM  H.  CONDIT,  B.  S.,  M.  D., 

Instructor  in  Obstetrics  and  Gynecology,  University  of  Minnesota, 
Minneapolis,  Minn. 

Regardless  of  the  fact  that,  such  well-known  observers  and 
students  as  J.  Mathew  Duncan,  Sir  Lawson  Tait  and  others,  ques- 
tion the  existence  of  such  a  thing  as  vicarious  menstruation,  we 
are  compelled  to  acknowledge  that  there  often  occurs  a  peculiar 
physiological  or  pathological  phenomenon,  as  mysterious  as,  or 
perhaps  more  perplexing  than,  what  is  known  as  the  normal 
menstruation  function.  Duncan  in  1884  in  a  lecture  before  the 
London  Society  said:  "It  is  high  time  to  give  up  the  whole  disease 
as  a  tissue  of  error  if  not  of  absurdity."  "I  have  all  my  life  been 
on  the  lookout  for  a  case  of  vicarious  menstruation,  but  I  have 
never  seen  an  example  and  never  expect  to." 

Tait  said:  "I  do  not  absolutely  deny  that  there  is  no  such  thing 
as  vicarious  menstruation,  but  I  do  deny  the  propriety  of  exam- 
iners at  the  University  of  London  or  any  where  else  asking  the  com- 
monest cause  of  epistaxis  and  receiving  the  answer  of  vicarious 
menstruation  with  approval."  He  added  that  Dr.  Wilks  and 
himself  had  after  diligent  search  been  unable  to  establish  such  a 
case,  and  the  first  really  scientific  story  of  the  kind  he  had  heard  was 
the  case  related  by  Dr.  Fenwick. 

These  antagonistic  views  are  consistent  with  the  older  views  on 
the  subject  of  the  physiology  or  etiology  of  menstruation,  namely, 
that,  at  this  period  turgescence  of  the  blood-vessels  is  limited  to  the 
pelvic  viscera  alone.  Evidence  has,  however,  been  adduced  to  show 
that  general  vascular  disturbance  of  the  whole  organism  accompanies 
each  period.  It  only  remains  to  be  proven  whether  the  phenomenon 
termed  vicarious  menstruation  is  a  compensating,  or  accompanying 
manifestation  of  normal  menstruation  presenting  in  some  form, 
either  hidden  or  in  evidence  externally;  or  whether  it  be  a  separate 
independent  effort  of  the  physical  economy  operating  as  a  substitute 
for  the  normal  flow  from  the  uterus. 

*  Read  before  the  Minnesota  State  IMedical  Association  at  Rochester  Minn- 
esota, October  ist,  1915. 
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The  word  "compensatory"  was  suggested  to  the  author  as 
a  suitable  term  applicable  to,  and  descriptive  of,  the  conduct  of  a 
case  now  under  observation  for  eight  years,  the  history  of  which 
is  as  follows: 

Clinical  History. — Patient,  female,  aged  twenty-five,  seamstress; 
height  5  feet  7  inches,  weight  125;  physique,  unusually  robust;  figure 
plump  and  well  formed;  with  negative  history  of  any  fevers  or 
illness  previous  to  the  attack  that  resulted  in  the  pelvic  condition 
requiring  surgical  treatment.  Two  years  previous  to  the  operation 
patient  was  the  victim  of  a  criminal  abortion  that  resulted  in  a 
virulent  infection  of  endometrium,  metrium  and  uterine  adnexa 
from  which  she  suffered  continuously  up  to  time  of  consultation  for 
surgical  relief.  On  April  24,  1907,  the  writer  performed  a  hys- 
terectomy and  bilateral  oophorectomy  and  salpingectomy.  The 
question  arose  at  the  operation  of  the  advisability  of  attempting 
to  save  a  portion  of  one  ovary,  but  owdng  to  the  general  dissemina- 
tion of  the  infective  process  throughout  the  pelvis,  it  was  decided 
to  remove  everything  as  completely  as  possible. 

An  elevation  of  temperature  on  the  fourth  day  after  operation 
and  the  formation  of  an  abscess  between  the  cervical  stump  and 
peritoneal  covering  of  the  stump,  demonstrated  that  it  was  wise 
to  remove  all  the  infected  tissue  within  the  peritoneal  cavity. 
Evacuation  of  the  extraperitoneal  abscess  through  the  cervical 
canal  gave  immediate  relief  and  the  patient's  convalescence  was 
thereafter  uncomplicated. 

Further  developments  demonstrated  that  either  we  were  un- 
successful in  removing  every  microscopic  portion  of  the  ovarian 
tissue  or  else  the  patient  was  blessed  with  a  supernumerary  ovary 
or  some  glandular  structure  that  provided  the  necessary  men- 
strual stimulation.  Fifteen  days  following  operation  (patient's 
regular  menstrual  time)  she  was  attacked  with  all  the  premenstrual 
symptoms  and  sensations  that  had  characterized  her  previously 
normal  menstrual  periods  and  suffered  from  a  hemorrhage  into  a 
nevus  the  size  of  a  split  pea  situated  over  the  left  ninth  intercostal 
space.  The  tumor  attained  the  size  of  a  hen's  egg  and  there  occurred 
a  considerable  ecchymosis  in  the  skin  about  the  nevus.  In  four 
days  the  tumor  diminished  one-half  in  size  and  soon  the  skin  ec- 
chymosis disappeared.  No  blood  escaped  from  the  tumor  or 
skin. 

This  phenomenon  was  repeated  regularly,  every  twenty-eight 
to  thirty-four  days,  for  twenty-one  months,  each  hemorrhage  caus- 
ing an  additional  amount  of  infiltration,  although  the  maximum 
size  at  each  menstruation  always  reduced  a  certain  amount  as  the 
attack  subsided.  The  patient  was  repeatedly  advised  to  consent 
to  removal  of  the  mass  as  it  grew  more  and  more  to  resemble  a 
melanotic  sarcoma.  The  deposit  of  hemoglobin,  the  pressure  and 
resulting  fibrous  infiltration  had  developed  a  tumor  as  large  as  a 
child's  head  and  resembled  very  much  a  mammary  gland,  the  site 
of  the  nevus  corresponding  to  the  nipple. 
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Operation  was  refused  in  spite  of  the  fear  entertained  of  a  rupture 
and  hemorrhage  and  of  the  development  of  melanosis. 

On  Dec.  9,  1909,  the  tumor  ruptured  during  one  of  the  menstrual 
periods  accompanied  by  an  alarming  venous  hemorrhage.  The 
writer  excised  the  tumor  mass  and  was  pleasantly  surprised  to 
find  the  nevus  did  not  communicate  with  the  intercostal  vessel 
as  was  anticipated,  but  was  supplied  from  skin  vessels  only.  Heal- 
ing by  first  intention  followed  and  no  further  manifestations  in 
the  immediate  location  occurred.  Microscopic  findings  were  nega- 
tive for  melanosis.  The  tumor  substance  was  composed  of  dilated 
blood-vessels,  many  ruptured  with  contents  extravasated  into 
the  surrounding  tissue.  The  extravasation  extended  into  the 
stratum  corneum,  where  are  noted  areas  of  old  blood  resembling 
very  closely  pigmentated  areas.  The  vascular  loops  of  the  papilla 
of  the  corium  are  much  dilated  and  in  many  places  the  fibro-elastic 
tissue  is  split  and  separated  by  the  extravasating  blood  forming 
channels  that  resemble  new  blood-vessels. 

At  the  time  of  the  next  regular  menstrual  period  the  left  mammary 
gland,  began  swelling  until  it  reached  twice  its  normal  size  and  pre- 
sented a  very  alarming  and  curious  picture  as  the  skin  became  gen- 
erally ecchymotic  as  to  present  a  complete  blue-black  mamma. 
The  repeated  attacks  upon  this  breast,  became  very  alarming,  were 
attended  by  severe  pain  in  the  mammary  gland  and  axillary  glands 
and  were  preceded  by  the  usual  premenstrual  symptoms.  At 
this  time  the  patient's  weight  was  170  pounds  and  she  was  in  ex- 
cellent health  having  gained  50  pounds  since  operation  three  years 
previously.  The  changes  which  took  place  in  the  repeated  attacks 
on  this  gland  resembled  very  closely  that  which  occurred  in  the 
nevus;  the  gland  subsiding  almost  to  normal  between  the  periods. 
The  surprising  feature  was  the  fact  that  there  never  appeared  any 
secretion  of  any  kind  from  the  nipple;  secretion  of  milk,  blood  or 
serum  from  the  mammary,  is  not  an  uncommon  occurrence  at  men- 
struation; many  such  cases  are  reported  and  a  few  where  a  discharge 
occurs  from  the  nipple  at  each  coitus. 

After  one  year  of  regular  menstrual  manifestation  in  this  gland, 
the  attacks  became  less  frequent  and  regular,  abandoning  this 
area  of  attack  two  years  after  the  first  one,  leaving  no  marked  per- 
manent infiltration,  the  gland  at  present  writing  being  practically 
the  same  size  and  appearance  as  the  right.  We  hoped  after  six 
years  of  this  mysterious  demonstration,  relief  had  come,  when  the 
patient  was  seized  with  one  of  her  so-called  "brain  storms,"  and 
an  extensive  subcutaneous  hemorrhage  occurred  into  the  extensor 
surfaces  of  both  legs,  accompanied  by  pain  and  extreme  ecchymosis 
from  the  inguinal  region  to  the  knees.  This  ecchymosis  was  ten 
days  in  disappearing.  A  similar  attack  followed  in  one  leg  thirty- 
four  days  after  and  was  repeated  at  irregular  intervals  for  several 
months.  The  last  attack  occurred  in  July,  1914,  seven  years  and 
three  months  following  her  operation  and  involved  the  posterior 
surface  of  her  right  leg  from  the  gluteal  fold  to  the  ankle,  being  most 
marked  over  the  popliteal  space. 
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Discussion. — The  writer  has  followed  this  unique  case  with  a 
great  deal  of  interest  and  has  attempted  a  report  and  review  of  all 
the  cases  on  record  of  so-called  vicarious  menstruation,  which  in 
any  way  resemble  the  case  herein  reported.  The  word  vicarious, 
according  to  the  Century  and  Webster's  dictionary  means:  "Sub- 
stitution; taking  the  place  of;  assumption  of  the  function  of  one  organ 
by  another," 

The  phenomenon,  known  as  vicarious  menstruation,  which 
is  manifested  by  the  escape  of  blood  or  other  secretion  from  some 
part  of  the  human  organism  at  the  time  of  the  menstrual  flow,  other 
than  from  the  uterus,  has  often  been  recorded.  It  was  not  the  in- 
tention of  the  writer  to  coin  or  invent  another  mysterious  term, 
for  a  cloak  to  cover  this  anomalous  phenomenon,  but  in  the  review 
and  study  of  the  subject,  it  seemed  most  cases  reported  under  the 
various  names  ectopic,  vicarious,  menses  devii  and  xenomenia, 
occurred  as  an  accompanying  secretion  to  menstruation  from  the 
uterus,  that  is,  the  uterus  was  still  present  and  either  regularly  or 
irregularly  functioning.  In  the  case  above  reported,  no  uterine 
tissue  was  left,  the  cervical  canal  surgically  remaining,  was  after- 
ward destroyed  by  a  suppurative  process.  It  seems  that  in  this 
particular  case,  the  process  was  simply  a  struggle  on  the  part  of 
the  physiological  organism  to  compensate  for  the  loss  of  the  uterus. 

Laycock  remarks  (Nervous  Diseases  of  Women,  1840):  "From 
the  time  of  Hippocrates  cases  of  hemorrhages  from  the  skin  have 
been  reported  as  instances  of  vicarious  menstruation."  The 
earliest  intelligent  reference  to  this  affection,  now  on  record,  is  by 
Aretaeus  the  Cappadociam,  Pechlinus  (Latin),  1691^  who  reports  a 
case  of  a  young  girl  aged  sixteen,  who  became  totally  blind,  which  he 
attributed  to  a  difficulty  in  menstruation  with  which  she  was 
afflicted.  Treatment  instituted  which  established  her  normal  flow 
cured  her  blindness. 

Foreign  literature  especially,  is  very  prolific  with  theories  ad- 
vanced on  the  cause  of  menstruation,  and  this  has  been  a  favorite 
subject  of  many  French  and  German  theses,  but  none  ever  stood 
the  different  storms  of  scientific  research  and  criticism.  The  process 
of  menstruation,  which  occurs  in  the  healthy  female  every  twenty- 
seven  to  twenty-eight  days  and  lasts  at  an  average  of  three  to  five 
days,  is  the  expression  of  a  periodically  recurring,  wavelike  ascend- 
ing and  descending  change  in  the  entire  physiological  functions  of  a 
woman.  According  to  Hitschmans  and  Adler's  observations,  the 
uterus  passes  through  four  distinct  changes  or  stages  every  twenty- 
eight  days:  (i)  the  resting  stage  of  fourteen  days;  (2)  the  premen- 
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strual  stage  of  six  or  seven  days;  (3)  menstrual  stage  of  three  to 
five  days;  and  (4)  the  postmenstrual  period  of  four  to  six  days. 

Goddman  described  the  process  of  the  premenstrual  stage  as 
follows:  A  gradually  increasing  hyperemia  of  the  entire  circu- 
latory system,  especially  marked  in  the  genital  organs,  this  pre- 
menstrual congestion,  develops  during  the  later  part  of  the  ascent. 
The  mucous  membrane  of  the  uterus  swells,  the  vessels  become  filled 
to  bursting  and  an  interstitial  edema  occurs.  The  single  cell  of 
the  stroma  also  increases  in  size,  forming  a  pseudodecidua,  a 
voluminous  extravasation  of  red  blood  corpuscles  follows,  partly  by 
diapedesis,  partly  by  rhexis;  these  red  blood  cells  collect  especially 
underneath  the  cortical  epithelium  as  small  extravasations  of 
blood.  The  epithelial  layer  thus  detached  ruptures  in  isolated 
places  and  transmits  the  blood  to  the  surface.  Here  it  is  mixed 
with  the  uterine  secretion  which  forms  abundantly  during  con- 
gestion, and  also  with  the  secretion  from  the  cervical  glands  and 
vagina,  during  its  passage  to  the  exterior.  The  epithelial  layer 
which  becomes  detached  during  the  extravasation  of  blood  does  not 
perish,  but  reattaches  itself  to  a  very  great  extent  and  the  few  shed 
cells  are  quickly  replaced.  The  process  of  menstruation  is  not  a 
self-dependent  one,  but  absolutely  dependent  upon  the  process  of 
ovulation  for  the  former  becomes  forever  extinct  if  ovulation 
ceases,  as  in  the  climacteric  or  complete  bilateral  oophorectomy. 
On  the  other  hand,  ovulation  is  entirely  independent  of  menstruation 
for  the  former  has  been  proven  to  exist  after  the  latter  ceases,  illus- 
trated by  pregnancies  during  lactation  and  absence  of  menstruation, 
even  as  late  as  three  years  following  the  last  flow  preceding  the  cli- 
macteric period.  The  only  point  to  refute  the  latter  statement,  is  the 
question  of  the  maximum  life  of  an  ovum,  which,  however,  has  not 
been  demonstrated  to  be  years.  There  exists  no  longer  any  doubt 
about  these  points.  However,  the  way  in  which  ovulation  in- 
fluences menstruation  has,  up  to  the  present  time,  remained  un- 
explained. Of  all  theories  adduced  Pfliiger's  was  considered  for  a 
long  time  the  most  probable  one.  According  to  his  findings,  he 
concluded  that  the  slowly  growing  follicle  is  supposed  to  exert  a 
gradually  increasing  pressure  on  the  ovarian  nerves  and  thus  by 
transmission  of  impulses  through  the  sympathetic  to  the  vasomotor 
system,  a  hyperemia  of  the  pelvic  organs  is  brought  about  until 
finally  the  irritation  ceases  with  the  rupture  of  the  follicle.  Knauer 
instituted  more  recent  experimental  investigations.  He  trans- 
planted ovaries  of  animals  into  a  laparotomy  incision.  The  ovaries 
healed  in  place  and  menstruation  remained  preserved.     Pfliiger's 
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theory  has  suffered  a  severe  jolt  through  this  later  experiment.  Of 
late,  an  internal  secretion  of  the  ovaries  acting  as  the  stimulus,  has 
been  accepted  without  strong  proofs  rendered. 

From  the  observations  and  histological  findings,  in  the  above 
reported  case,  one  is  led  to  the  conclusion  that  there  must  have  been 
some  stimulus  either  secondary  to  a  mild  ovarian  secretion  from  a 
small  portion  left  from  the  operation,  or  a  supernumerary  ovary, 
or  else  some  other  gland  structure  acted  as  the  stimulating  agent. 
The  process  taking  place  at  each  menstrual  period  of  this  individual, 
first  in  the  nevus,  shows  by  microscopic  study  to  have  been  almost 
identical  with  the  process  described  as  occurring  in  the  uterine  tissue 
with  the  one  exception,  that  the  continuity  of  the  skin  prevented 
a  free  exit  of  blood  to  the  outside  until  the  final  rupture  of  the  nevus. 
From  the  macroscopical  and  microscopical  findings  the  same  stages 
were  executed  in  the  manifestations  in  mammary  and  skin.  Namely, 
the  periodically,  recurring,  wavelike,  ascending  and  descending 
change  in  the  entire  physiological  economy,  beginning  the  first 
regular  period  following  the  removal  of  the  uterus  and  ovaries  and  a 
gradually  increasing  hyperemia  of  the  entire  circulatory  system. 
There  was  a  swelUng  of  the  intima  of  the  blood-vessels;  they  became 
filled  to  bursting  into  the  surrounding  cuticle  and  subcuticular  tissue; 
interstitial  cells,  corresponding  to  the  single  cell  of  the  uterine  stroma, 
increased  in  size  and  were  lost.  Voluminous  extravasation  of  blood 
followed,  estimated  at  times  as  much  as  250  c.c,  chiefly  by  diapedesis, 
the  blood  cells  collecting  underneath  the  cornual  layer  of  the  skin,  re- 
sulting in  a  stasis  and  ecchymosis  with  reabsorption,  instead  of  flow- 
ing freely  to  the  outside  as  does  uterine  menstruation. 

The  study  of  the  phenomena  which  occurred  in  the  case  herein 
reported,  involves  primarily  the  consideration  of  the  part  that  the 
skin  plays  in  the  normal  or  abnormal  menstrual  function.  All  the 
manifestations  in  this  case,  considered  in  sequence  of  appearance, 
were  associated  with  the  skin  and  embryonic  derivatives  of  the  skin. 
First,  we  have  the  attack  on  the  nevus  vasculosus,  the  true  etiology 
of  which  has  not  yet  been  explained,  beyond  its  consisting  of  a  pro- 
liferation of  the  vascular  elements  of  the  skin  with  or  without  pig- 
mentation. Second,  we  have  the  attack  on  the  mammary  gland, 
which  is  formed,  partly  from  the  mesoblast  and  partly  from  the  epi- 
blast.  The  first  rudiment  is  seen  about  the  third  month  in  the  form 
of  a  small  projection  inward  of  epithelial  elements  which  invade  the 
mesoblast;  from  this  similar  tracts  of  epithelial  elements  radiate; 
these  subsequently  give  rise  to  the  glandular  follicles  and  ducts. 
Third,  the  attack  on  the  skin  proper,  which  undoubtedly  was  post- 
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poned  until,  through  repeated  attacks,  the  nervous  and  vascular 
avenues  of  resistance  had  been  overcome.  The  display  in  the  nevus 
and  mammary  gland  was  doubtless  due  to  the  attack  on  the  skin 
and  its  following  the  course  of  least  vascular  resistance,  the  nevus, 
and  after  that  was  removed,  the  mammary  was  selected  as  the  area 
of  next  least  resistance.  The  writer  is  fully  convinced  from  the  study 
of  the  case  herein  reported  and  the  work  by  the  leading  investigators, 
that  the  controlHng  factor  in  the  menstrual  function  whether  normal 
or  ectopic,  is  one  of  pressure  within  the  vascular  system.  The  only 
treatment  applied  to  the  mamma  was  strapping  or  increasing  the 
external  resistance  to  the  internal  pressure.  There  may  be  various 
factors  controlling  this  pressure.  Jaeger  believes  that  the  date  of 
return  of  menstruation  following  labor  (normal  or  abnormal)  is  de- 
pendent, not  upon  the  regeneration  of  mucosa  or  on  the  involution 
of  the  uterus,  but  on  the  antagonism  which  exists  between  the  mate- 
rials elaborated  by  placenta  and  ovary.  He  cites  a  record  of  twenty- 
five  cases  curetted  for  endometritis,  64  per  cent,  had  their  men- 
strual period  on  the  expected  date. 

Freund  says:  "Letting  of  blood  from  the  arm  often  lessens  and 
very  often  puts  a  stop  to  the  menses."  "After  the  same  manner  if 
a  woman  be  plethoric  bleeding  prevents  an  abortion." 

Scanzoni,  mentions  that  bleeding  at  the  arm  extinguishes  the 
catamenia.  Just  what  particular  ferment,  or  stimulus  that  exercises 
this  mysterious  control,  has  so  far  not  been  determined. 

Raciborski,  says:  "The  organism  of  the  spontaneous  dehiscence 
produces  under  certain  circumstances,  such  a  perturbation  in  the 
nervous  system,  that  there  are  formed  in  parts  more  or  less  distant 
from  the  uterus,  congestions,  followed  by  hemorrhages  as  there  are 
in  the  normal  state;"  he  terms  this  a  sort  of  menstrual  ataxy.  He 
illustrates  his  point  by  recording  the  case  of  a  young  lady,  aged 
twenty-three,  who  during  menstruation  fell  on  her  arm.  This  was 
followed  by  complete  suppression  of  the  menstrual  flux.  Twenty- 
nine  days  afterward  this  same  arm  swelled,  became  ecchymosed 
and  covered  by  such  large  varices  that  the  limb  was  quite  de- 
formed. Later  on  the  menses  reappeared.  We  cannot  forego  the 
menstrual  phenomena  of  males  as  illustrating  this  theory  of  Raci- 
borski's,  e.g.,  regular  hemorrhages  in  males  from  bladder,  rectum, 
urethra,  and  breasts. 

Take  in  his  work  on  the  "Influence  of  Mind  on  the  Body," 
says,  that  he  considers  the  singular  phenomena  of  the  "sacred  stig- 
mata" (vicarious  menstruation)  so  far  as  they  are  genuine  and  not 
caused  by  mechanical  irritation,  arise  from  the  mind's  influence 
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on  the  capillary  circulation,  through  the  vasomotor  nerves,  and 
quotes  A.  Maury  as  supporting  his  view  in  Annals  Medico-Psy- 
chologiqiie  (1855).  Whatever  be  the  cause,  observers  generally 
concede  that  there  is  a  marked  change  in  the  blood  pressure  at 
the  menstrual  period  and  that  the  blood  pressure  is  lower  during 
menstrual  flow  than  before  or  after.  This  lowering  of  pressure 
is  obviously  not  caused  as  was  at  one  time  believed,  by  the  loss  of 
blood,  as  the  lowering  precedes  the  flow,  but  results  from  the 
hyperemia  of  the  abdominal  and  especially  the  pelvic  organs.  This 
hyperemia  again  is  caused  by  the  action  of  the  vasoregulating 
nerves  which  in  turn  are  excited  by  peripheral  stimulation  of  some 
sort.  Ricker  and  Dahlmann  take  up  a  discussion  of  the  nature  of 
this  exciting  stimulus  and  of  its  mode  of  action.  They  describe 
the  results  of  stimulating  vasoconstrictor  and  vasodilator  nerves 
and  show  that  excessive  or  continued  stimuli  tend  to  dilate  the 
vessels.  They  define  the  final  hemorrhage  of  menstruation  as  the 
result  of  the  vasodflators  becoming  more  active  than  the  con- 
strictors, and  then  both  fail  and  the  destruction  of  tissue  and  hemor- 
rhage of  menstruation  occurs.  The  exciting  cause  is  chiefly  in 
the  nervous  impulses  from  the  uterus  by  the  medium  of  the  lymph 
circulation.  The  ''Graffian  follicle  tension"  hypothesis  of  Ffltiger 
is  rejected,  and  the  "internal  secretion"  theory,  if  not  rejected, 
the  hypothesis  is  considered  not  proven.  They  also  state  that 
postoperative  menstruation  and  "  Mittelschmerz  "  are  real  menstrual 
periods.  Vicarious  menstruation  from  a  nevus  vasculosus  in  any 
situation  on  the  body  is  of  very  rare  occurrence.  In  reviewing  all 
the  literature  on  the  subject  since  the  time  of  Pechlinus  in  1691, 
the  writer  finds  the  following  cases  reported.  However,  neither  of 
these  cases  correspond  to  the  one  herein  reported,  as  the  uterus  was 
■in  situ  and  functioning  either  regularly  or  irregularly  in  each  case.' 

Bloom,  in  1897,  describes  a  case  in  a  girl,  aged  sixteen,  with  a 
congenital  nevus  on  right  side  of  the  face  extending  down  on  the 
nose  and  involving  the  upper  lip.  Nothing  exceptional  in  the 
appearance  of  the  nevus  and  no  inconvenience  was  experienced  from 
it  up  to  this  time  when  it  began  to  bleed  without  trauma  or  external 
cause.  Bleeding  began  two  days  after  appearance  of  menses  and 
lasted  until  menstruation  ceased.  Began  to  bleed  again  in  two  weeks 
for  two  days.  A  small  teat-like  projection  appeared  resembling  a 
nipple  at  the  site  of  the  previous  bleeding.  This  teat  was  ligated 
and  in  five  days  dropped  off.  In  a  short  time  another  large  pro- 
jection appeared  at  the  site  of  the  original  one.  Case  was  still 
under  observation  at  time  of  report. 

J.  Gerson  de  Cunha  {Tr.  Med.  Phys.  Soc,  Bombay,  1870  The 
patient's  age  was  thirty-five,  mother  of  seven  children,  periods 
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always  painful  and  irregular  in  quantity.  Severe  hemorrhages 
followed  her  confinements.  She  has  a  capillary  nevus,  the  size  of  a 
pea  on  her  right  forearm  close  to  the  wrist-joint,  it  is  congenital  and 
not  increased  in  size  recently.  Two  years  previous  to  consulting 
a  physician,  menses  became  scanty,  nevus  began  to  smart,  pain  and 
bled  in  a  stream;  the  bleeding  would  continue  four  to  five  days.  This 
tumor  continued  to  ooze  at  every  menstrual  epoch,  after  pregnancy 
ensued,  both  during  gestation  and  lactation.  The  hemorrhage  was 
always  accompanied  with  the  ordinary  constitutional  symptoms. 
After  delivery,  periodical  uterine  menstruation  was  re-established, 
with  only  occasional  oozing  from  the  nevus,  which  gradually  di- 
minished and  soon  the  tumor  disappeared. 

There  are  numerous  cases  of  menstruation  from  the  mammary 
gland  reported,  but  the  writer  was  unable  to  find  one  to  parallel 
the  case  reported  where  the  hemorrhage  was  into  and  never  fro7n 
the  gland.  There  are  few  woman  who  escape  some  menstrual 
manifestation  in  the  mammary  gland  at  this  period;  either  swelling 
with  or  without  discharge  from  the  nipple;  pain  with  or  without 
enlargement;  nervous  stimuli,  which  they  are  unable  to  describe 
and  which  are  at  times  very  unpleasant  and,  finally,  discharges  from 
the  gland  of  varied  character,  e.g.,  clear  water  fluid,  milky,  or 
bloody;  or  it  may  be  water  or  milk  slightly  stained  with  blood. 

Some  writers  (Laycock,  1840)  argue  that  the  skin  manifestations 
are  doubtless  a  remnant  of  the  animal  skin  secretions  which  are 
provided  for  attracting  the  male  in  the  rutting  season.  These  odors 
are  always  some  modifications  of  the  musk  odor.  Male  moths  and 
butterflies  distinguish  the  female  by  her  odor.  Jurine  observed 
that  by  the  use  of  a  certain  female  moth,  male  moths  were  attracted 
and  would  fly  into  an  open  window,  losing  all  sense  of  fear  and  may 
be  readily  taken  by  the  hand.  Hunters  make  use  of  these  generative 
odors  to  lure  animals  to  slaughter.  Even  burglars  use  them  to 
tame  house  or  watch  dogs. 

In  man  the  principal  seat  of  this  odor  is  the  axilla  and  is  not 
given  oft"  before  puberty.  It  is  most  powerful  in  individuals  who 
are  continent  and  in  some  is  a  very  pleasant  odor,  and  doubtless 
there  would  seldom  be  the  unpleasant  odor  often  noted  if  due 
attention  was  paid  to  cleanliness.  Vicarious  menstruation  from 
the  sweat  glands  or  hematidrosis  is  not  an  uncommon  occurrence. 
Tilbury  Fox,  says  it  generally  occurs  in  hypochondriacs.  Foote 
reports  thirty-eight  cases.  He  found  it  most  common  in  women 
at  the  age  of  twenty-two  and  twice  as  frequent  in  unmarried  as 
married  women. 

Newman  observed  that  it  was  onlv  an  extravasation  of  blood 
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into  the  sweat  glands.  M.  Parrot  that  the  blood  comes  from 
the  sudoriparous  glands  and  that  it  is  extravasated  by  diapedesis 
under  influence  of  augmented  pressure  in  the  venules  and  capillaries 
of  those  glands. 

The  following  is  an  interesting  case  reported  by  Bartlett  from 
the  English  Zoo  Gardens:  A  hippopotamus,  was  in  labor  with  the 
delivery  of  her  young  for  four  days.  During  her  labor  she  poured 
out  blood  from  the  skin  which  rolled  off  her  in  large  drops. 

The  ectodermic  phenomena  witnessed  at  the  menstrual  periods 
show  that,  not  only  in  women  but  in  the  lower  animals,  e.g.,  the 
brilliant  plumage  of  birds,  the  chromatic  changes  in  breeding  fish, 
the  sexual  ornamentation  and  pigmentation  of  the  sexual  and  anal 
regions  of  monkeys,  at  the  time  of  heat,  there  is  a  marked  deter- 
mination of  blood  toward  the  skin,  and  that  it  is  probable  that 
under  the  stimulus  of  the  menstrual  nisus  active  congestion  of 
special  parts  of  the  skin  or  endoderm  ensue.  This  congestion  or 
turgescence  is  especially  marked  in  the  distal  extremities  as,  the 
hands,  feet  and  face  and  the  mammae.  From  this  fact  we  have 
the  term,  "sacred  stigmata,"  used  by  the  ancients,  and  one  so 
menstruating  was  regarded  by  them  as  the  natural  intimation 
of  a  sacred  prophetess.  This  term,  "sacred  stigmata"  grew  from 
the  religious  mythology,  vicarious  flow  of  blood  appearing  from  the 
parts  of  the  body,  where  Christ  was  wounded  when  crucified  on  the 
cross.  A  similar  sacred  mythology  obtains  to-day  among  some  of 
the  tribes. of  the  North  American  Indians  of  which  an  account  is 
given  by  Jules  Renau.  This  skin  congestion  appears  two  or  three 
days  before  the  beginning  of  the  flow  and  is  at  its  height  when  the 
flow  is  due;  following  the  establishing  of  the  flow,  this  skin  turges- 
cence subsides.  Another  very  important  element  in  this  vascular 
act,  is  the  remarkable  modification  which  takes  place  in  the  com- 
position of  the  blood. 

There  is  a  notable  disintegration  of  the  older  red  cells,  which  is 
accompanied  by  a  great  increase  in  the  new  red  cells,  which  Haymen 
calls  the  formation  of  hematoblasts.  This  condition  is  almost  iden- 
tical with  that  which  takes  place  at  the  birth  of  the  fetus,  where  the 
old  fetal  cells  rapidly  die  and  are  replaced  by  a  profuse  development 
of  hematoblasts.  There  is  also  a  relative,  though  not  an  actual, 
increase  in  the  number  of  white  cells  at  the  early  stage  of  menstrual 
hematolysis.  At  this  time  the  organism  will  appreciate  a  state  of 
depression  and  general  malaise  and  may  even  experience  an  eleva- 
tion of  temperature.  Hansen  reports  extensive  research  to  deter- 
mine the  fluctuations  in  temperature  connected  with  menstruation 
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and  pregnancy.  He  found  menstruation  brings  a  temperature  wave 
arising  high  just  before  the  menses  and  faUing  below  normal  after- 
ward, beginning  to  rise  again  about  two  weeks  before  the  date  of  the 
following  menstruation.  The  premenstrual  rise  in  temperature 
„  starts  to  decline  one  or  two  days  before  the  onset  of  the  menses. 
The  type  in  all  the  women  was  alike.  The  heart  beat  is  more  firm, 
there  is  an  increase  in  the  amount  of  librin  in  the  blood.  This  phe- 
nomenon will  be  quickly  followed  by  a  fresh  infusion  of  \dtality  and 
the  individual  experiences  a  new  lease  of  life,  so  to  speak.  These 
changes  favor,  first,  escape  of  blood  under  the  stress  of  increased 
tension,  at  the  places  of  least  resistance  (this  normally  being  the 
surface  of  the  uterine  mucosa),  but  also  may  involve  any  other  part 
of  the  ectoderm  or  endoderm  whose  vitality  is  impaired,  e.g.,  ulcers 
on  the  legs  or  in  the  stomach;  second,  the  profound  alteration  in  the 
chemical  and  microscopic  condition  of  the  blood  will  readily  permit 
of  the  oozing  of  hematolytic  blood  from  places  whose  nutrition  is 
impaired,  as  Cohnheim  has  shown.  This  is  termed  ''diapedesis." 
These  points  are  markedly  illustrated  in  the  case  reported,  the 
weakest  point  in  the  physical  economy  of  the  individual  was  first 
the  nevis  vasculosus  which,  being  replaced  by  scar  tissue  had  an 
increased  resistance,  and  the  next  weakened  part  was  evidently  the 
left  mammary,  which  soon  developed  a  resistance  sufficient  to  com- 
bat the  efforts  of  the  menstrual  functions  or  agents  (whatever  they 
may  be)  and  the  next  point  of  attack  was  the  subcutaneous  tissue, 
yet  the  cutaneous  tissue  had  at  all  times  suflacient  reinforcements  at 
hand  to  prevent  actual  "diapedesis,"  through  the  skin  substance. 

These,  then,  are  two  important  governing  factors,  increased  vas- 
cular tension  and  disintegration  of  blood  elements,  which  in  the  pres- 
ence of  structural  lesions  or  weakness  in  certain  parts  of  the  body, 
favors  the  eruption  of  blood  therefrom. 

Dr.  William  Roberts  (Reynolds,  Sys.  of  ]Med.,  vol.  v,  p.  457)  says 
that  several  cases  are  on  record  where  a  periodic  discharge  of  blood 
with  the  urine  seemed  to  be  substituted  for  the  menstrual  flow. 
Chopart  cites  the  curious  case  of  a  soldier,  aged  nineteen,  who  had  a 
monthly  discharge  of  bloody  urine,  accompanied  by  all  the  symp- 
toms of  menstrual  flux.  Rayner  mentions  two  similar  instances. 
Alfred  Wiltshire  says  he  has  witnessed  discharges  from  the  following 
localities,  the  nipples,  ulcers  on  the  legs  (which  may  heal  and  be 
quite  skinned  over  during  the  intervals  of  menstruation,  but  which 
break  down  under  the  stress  of  the  menstrual  nisus),  ulcers  of  stom- 
ach, nose,  eyes,  ears,  lung,  bowel  (especially  hemorrhoidal  forms), 
varicose  ulcers;  notably,  from  nails,  feet,  bladder,  kidneys,  skin. 
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into  periuterine  tissues,  forming  hematoceles  or  hematomata  into 
stumps  of  amputated  fingers  or  limbs,  stumps  of  ovarian  pedicle, 
into  vulva  in  the  form  of  thrombi,  into  retina,  and  conjunctivae,  also 
the  tongue  and  gums.  Puech  who  wrote  a  memoir  on  the  subject 
of  vicarious  menstruation  collected  200  cases,  but  not  one  among 
these  corresponded  to  the  case  herein  reported,  nor  have  I  been  able 
to  find  report  of  a  parallel  case.  His  report  includes  menstruation 
into  eyeball,  from  eyelids,  nose,  throat,  lungs,  stomach,  bowel, 
bladder,  ulcers  of  legs,  scars,  sweat  glands,  and  stumps  of  ampu- 
tated extremities. 

Treatment. — The  establishment  of  a  physiological  safety  valve,  so 
to  speak,  offers  the  only  rational  cure  in  these  conditions,  and  that 
is  not  always  possible,  yet  ought  to  be  diligently  sought  for.  Wilt- 
shire lays  great  stress  on  relief  of  arterial  tension  by  actual  bleeding. 
This  tension  may  be  reheved  by  the  use  of  aconite,  bromides  and 
nitrites;  check  the  tendency  of  the  blood  to  undue  hematolysis,  by 
use  of  tr.  ferri.  sesquichloride;  potassium  chloride;  quinine  and  small 
doses  of  turpentine.  Certain  animal  gland  extracts  may  give  relief. 
Many  have  suggested  search  for  and  removal  of  any  remnant  of 
ovarian  tissue  present. 

Conclusions. — By  many  menstruation  is  regarded  as  a  flow  from 
the  uterus  only  and  as  incapable  of  substitution  by  hemorrhage  from 
any  other  part  of  the  body.  Menstruation  after  hysterectomy  and 
bilateral  oophorectomy  has  been  attributed  to  incomplete  removal  of 
the  organs  in  question,  yet  upon  postmortem  examination  is  some 
such  cases,  no  vestage  of  the  functional  organs  have  been  found. 
WiUiams  (Veterinary  Obstetrics)  reports  that  he  has  noted  estrum 
(animal  menstruation)  recurring  in  an  aggravated  form  (nympho- 
mania) in  cows  where  he  was  sure  that  both  ovaries  were  removed 
completely.  Operating  a  second  time  cystic  Graafian  foUicles  were 
found  at  the  point  of  removal  of  the  ovary.  It  would  consequently 
seem  that  not  only  may  these  ova  exist  in  the  tissues,  somewhat 
outside  the  ovary,  but  when  the  gland  itself  has  been  surgically  re- 
moved, they  are  capable  of  developing  ova  sacs,  especially  in  a  cystic 
form  which  will  later  produce  all  symptoms  of  estrum,  but  probably 
have  no  living  ova  in  them.  The  conclusion  arrived  at  in  this  study 
is,  that  menstrual  abnormalities  or  irregularities  are  due  to  blood 
pressure  changes  in  the  individual,  together  with  some  atrophic  or 
pathological  changes  in  part  or  parts  where  the  hemorrhage  manifests 
itself.  In  the  particular  case  reported,  the  peculiar  demonstrations 
were  brought  about  by  the  failure  of  the  individual  physical  economy 
to  adapt  or  adjust  itself  to  the  change  brought  about  in  the  blood 
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pressure,  by  removal  of  the  part  or  parts  previously  acting  as  the 
safety  valve  of  this  particular  economy. 
636  SY>fr)iCATE  Building. 
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DISCUSSION. 

In  discussing  Dr.  Condit's  paper,  Dr.  Rothrock  said: 

While  some  observers  of  large  clinical  experience  have  been  slow 
to  admit  the  existence  of  vicarious  menstruation,  their  skepticism 
appears  to  be  based  more  on  the  term  used  to  designate  this  phe- 
nomenon than  the  actual  chnical  manifestation. 

For  that  reason  it  has  been  suggested  that  it  be  termed  vicarious 
or  ectopic  bleeding,  which  appears  to  more  exactly  express  the 
chnical  phenomenon. 

Clinically  these  hemorrhages  occur  either  synchronous  with 
uterine  menstruation  from  some  part  of  the  body,  usually  skin  or 
mucous  membrane  remote  from  the  pelvic  organs,  or  periodically  in 
the  absence  of  menstruation  as  in  the  case  reported  in  the  paper. 

The  latter  is  much  less  frequent,  the  former  being  by  no  means 
uncommon. 

The  etiology  of  this  condition  has  always  been  an  interesting 
subject  for  speculation  but  up  to  the  present,  positive  proof  of  the 
exact  cause  is  still  wanting. 

Some  of  the  synchronous  hemorrhages  are  perhaps  to  be  explained 
by  increased  blood  pressure  at  the  time  of  menstruation.     We  know 
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that  glandular  structures  of  the  body  far  removed  from  the  genital 
organs  respond  to  the  stimulus  of  rnenstruation  and  increase  their 
vascularity  at  the  time  of  or  just  preceding  menstruation. 

It  is  probable  that  internal  secretions  of  ductless  glands  play  an 
important  role  in  exciting  this  increased  activity  of  metobolism  of 
glandular  organs  of  skin  and  mucous  membranes. 

The  case  reported  in  the  paper  is  of  extreme  interest  and  is  one  of 
that  rare  t>^e  in  which  this  phenomenon  has  been  observed  in  the 
absence  of  regular  menstruation.  While  Uterature  abounds  in 
reports  of  cases  of  the  other  t>-pe,  comparatively  few  reports  are  to 
be  found  of  this  latter  type. 
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In  191 1  Dr.  Reuben  Peterson,  in  a  paper  read  before  the  American 
Gynecological  Society,  gave  an  elaborate  and  enthusiastic  brief  for 
the  surgical  treatment  of  eclampsia  with  especial  emphasis  on  the 
use  of  vaginal  Cesarean  section.  His  work  on  this  paper  included  a 
careful  study  and  compilation  of  statistics  from  a  large  number  of 
clinics  in  various  countries.  In  191 2  Dr.  E.  Gustav  Zinke  prepared 
a  critical  review  of  the  same  subject,  with  an  equally  strong  brief  for 
the  medical  or  expectant  form  of  treatment  of  this  disease. 

Dr.  Peterson,  agreeing  with  Halbertsma,  Bumm  and  others, 
taught  that  a  woman  in  antepartum  eclampsia  should  be  delivered 
immediately  after  the  first  convulsion.  Dr.  Zinke,  in  agreement  with 
Stroganof  and  others,  claimed  a  lower  death  rate  from  the  expectant 
plan  of  treatment.  In  the  analysis  of  statistics  which  he  presented. 
Dr.  Peterson  claimed  a  maternal  mortaHty  of  about  17  per  cent, 
where  there  was  prompt  delivery  and  of  about  28  per  cent,  under  the 
conservative  plan;  Dr.  Zinke,  in  his  analysis,  claimed  a  maternal 
mortality  of  only  12  per  cent,  in  cases  which  were  treated  ex- 
pectantly. In  computing  the  infant  mortality  in  Peterson's  tables 
all  children  weighing  less  than  2000  grams  and  all  children  born 
before  the  eighth  month,  or  those  kno\\'n  to  be  dead  at  the  time  of 
the  operation,  were  omitted.  With  these  exclusions  he  found  the 
infant  death  rate  to  be  23  per  cent,  in  cases  of  operative  delivery  and 
25  per  cent,  in  spontaneous  delivery.  Dr.  Zinke  gives  a  fetal  mor- 
tality of  46  per  cent,  without  stating  any  conditions. 

Both  of  these  arguments  are  interesting,  but  each  one  carries 
with  it  the  message  of  no  alternative.     One  can  but  wonder  what 

*Read  by  Title  at  the  28th  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists  held  at  Pittsburgh,  September,  1915. 
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the  effect  of  such  a  debate  must  be  on  the  profession  at  large. 
Does  not  such  a  discussion  between  radicals  tend  to  confine  rather 
than  to  broaden  our  consideration  and  treatment  of  these  cases? 
I  am  convinced  that  the  upholders  of  each  side  of  this  question  have 
misled  us,  or  rather  that  we  are  prone  to  be  misled.  Anxious  to 
present  one  element  of  their  treatment  in  its  most  favorable  light, 
they  have  so  emphasized  that  particular  point  that  the  all-im- 
portant middle  ground  has  been  more  or  less  lost  to  sight.  For 
a  long  time  I  have  felt  that  many  patients  with  eclampsia  failed  to 
survive,  not  alone  because  of  the  disease,  but  often  because  of  the 
treatment  they  received.  Strenuous  argument  over  a  difference 
of  opinion  on  some  one  feature  of  the  treatment  attaches  too  much 
importance  to  that  particular  point  and  frequently  causes  us  to 
neglect  some  of  the  other  and  equally  essential  elements  in  the  proper 
care  of  these  cases. 

The  chief  factors  in  the  determination  of  the  treatment  of  any 
disease  are  etiology  and  clinical  manifestations.  Rational  thera- 
peutics is  based  on  these  and  must  embrace  the  prophylactic,  the 
curative  and  the  restorative.  How  can  the  above-stated  principles 
of  therapeutics  be  applied  to  the  subject  of  puerperal  toxemia  and 
eclampsia  with  the  greatest  benefit?  The  answer  to  that  question 
must,  of  course,  be  more  or  less  equivocal.  In  the  light  of  our 
present  knowledge  of  the  pathology  and  symptoms  of  this  disease 
we  have  been  obliged  to  change  some  of  our  earlier  ideas  and  to 
modify,  in  many  ways,  our  methods  of  treatment.  Chloroform,  a 
widely  used  therapeutic  agent  in  the  past,  is  now  known  to  be 
exceedingly  dangerous;  it  has  probably  killed  many  patients  who 
otherwise  might  have  lived.  By  way  of  illustration  let  me  tell  you 
of  a  case  described  to  me  a  few  days  ago: 

A  primipara,  living  about  20  miles  from  a  hospital,  was  taken  with 
convulsions.  She  was  nearly  at  full  term.  The  physician  placed 
her  in  a  car  and  hurried  with  her  to  a  hospital.  On  the  way  she 
had  a  number  of  convulsions  and  was  kept  under  the  influence  of 
chloroform  till  she  reached  the  hospital.  She  was  immediately 
delivered  by  manual  dilatation  and  forceps.  Duration  of  operation 
one  hour.     The  patient  died  an  hour  later. 

Approaching  the  consideration  of  prophylaxis,  we  find  that,  al- 
though we  have  no  knowledge  of  the  particular  toxin  and  are  thus 
barred  from  using  any  specific  preventive  measure,  we  are  able  in 
nearly  all  cases  to  avoid  anything  more  than  some  slight  manifes- 
tation of  toxemia.  You  will  notice  that  I  qualify  that  statement. 
There  are  some  cases  which  are  evidently  incapable  of  maintaining 
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a  balance  of  elimination  throughout  a  pregnancy.  In  these  cases 
there  is,  in  spite  of  the  most  watchful  care,  either  eclampsia  or 
death  and  abortion  of  the  fetus  before  the  second  period  of  the 
pregnancy. 

There  are  other  cases  where  the  patient  may  have  eclampsia 
without  showing  any  evidence  of  the  preliminary  toxemia.  In  these  it 
almost  seems  as  though  there  was  a  sudden  flooding  of  the  circula- 
tion by  an  accumulation  of  toxin.  Case  ii  of  my  table  was  one  in 
point.  The  patient  was  the  wife  of  a  physician  who  was  not  only 
well  qualified  to  detect  any  evidence  of  preeclamptic  toxemia 
but  exercised  those  Cjualifications  with  remarkable  fidelity.  For  a 
considerable  portion  of  her  pregnancy  and  for  a  number  of  weeks 
before  labor  he  made  complete  analyses  of  twenty-four  hour  urine 
each  day.  Frecjuent  blood  pressure  and  cardiac  records  were  made, 
all  of  this  being  done  because  of  some  old  and  indefinite  myocardial 
trouble.  This  patient  developed  eclampsia  during  labor  and,  within 
six  hours,  had  nine  convulsions  after  which  she  made  a  satisfactory 
recovery.  The  first  evidence  of  toxemia  observed  was  a  slight  head- 
ache about  two  hours  after  the  onset  of  labor.  At  this  time  blood 
pressure  registered  127.  During  the  following  half  hour  constant 
readings  were  taken,  which  showed  a  steady  rise  until  it  reached  165 
when,  as  dilatation  was  almost  complete,  I  gave  orders  for  a  forceps 
delivery.  One  convulsion  occurred  while  she  was  being  prepared  for 
the  forceps  delivery,  blood  pressure  168. 

Generally  speaking,  our  prophylaxis  consists  in  maintaining  all 
physiological  functions  at  their  highest  efficiency,  but  we  must 
particularly  watch  those  of  digestion  and  elimination.  A  liver 
with  an  extra  load  to  carry  should  be  assisted  in  every  possible 
way,  for  the  large  and  unnecessary  amount  of  toxin  due  to  faulty 
digestion  and  improper  diet  may  be  the  deciding  factor  in  the  pro- 
duction of  eclampsia.  Further,  I  do  not  think  the  question  of 
muscular  exercise  has  been  sufificiently  considered.  Muscle  action 
gives  rise  to  fatigue  toxin  which,  in  suflficient  amount,  causes  more 
or  less  severe  reactions.  I  have  seen  patients  develop  eclampsia 
shortly  after  unusual  muscular  activity. 

In  the  presence  of  active  eclampsia,  what  measures  shall  we  use 
to  combat  so  dangerous  a  condition?  There  is,  perhaps,  no  question 
which  is  put  to  me  oftener  than  this  one:  "What  are  your  rules  for 
the  treatment  of  eclampsia?"  That  is  a  difl&cult  question  to  answer, 
for  in  spite  of  all  our  efforts  to  standardize  our  methods  it  is  still  a 
hand-made  process  and  I  have  yet  to  make  a  set  of  rules  for  any  case 
that  I  have  not  modified  more  or  less  subsequently.     In  general,  we 
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know  two  things:  First,  that  the  patient  is  suffering  from  a  poisoned 
blood  stream;  and  second,  that,  though  the  character  of  this  poison 
is  unknown,  it  depends  on  the  pregnant  condition.  We  thus  have 
two  indications  for  treatment:  neutralization  of  the  toxin  already 
present,  and  removal  of  the  cause  or  source  of  the  poison.  The 
second  proposition,  the  removal  of  the  cause  which,  of  course,  means 
the  evacuation  of  the  uterus,  is  the  one  upon  which  there  is  the 
greatest  difference  of  opinion.  Theoretically  it  is  the  ideal  form 
of  treatment.  Practically  it  is  so  in  some  cases,  but  in  many  it 
is  not. 

I  feel  that  there  are  certain  favorable  cases  in  which  the  prompt 
evacuation  of  the  uterus  forms  the  most  rational  form  of  treatment, 
operative  delivery  must  be  undertaken  with  the  greatest  caution  and 
but  I  am  equally  sure  that  there  is  a  large  number  of  cases  in  which 
then  not  before  the  patient  has  had  the  benefit  of  preliminary  treat- 
ment and  has  been  put  in  the  best  possible  condition  for  the 
operation. 

The  attending  physician  and  the  circumstances  surrounding  the 
patient  are  important  factors  in  the  choice  between  medical  and 
surgical  treatment  of  eclampsia.  The  general  practitioner  is  the 
man  who  has  these  cases.  He  it  is  who,  with  the  mid^^^fe,  does  the 
obstetrical  work  of  the  community,  and  he  as  yet  fails  to  realize  the 
great  importance  of  prenatal  supervision  of  these  women.  I  think 
you  will  agree  with  me  that  the  average  physician,  busy  with  his 
general  practice,  is  not  the  one  to  give  an  eclamptic  patient  the 
best  surgical  attention  and,  also,  that  a  patient  far  from  a  hospital 
is  not  in  a  position  to  receive  the  best  surgical  care.  On  the 
other  hand,  when  a  patient  is  in  or  not  far  from  a  hospital  or  where 
the  services  of  a  well-trained  obstetrician  may  be  readily  secured, 
the  surgical  treatment  of  eclampsia  deserves  a  large  share  of 
consideration. 

What  place  should  the  life  of  the  child  have  in  our  discussion? 
The  safety  of  the  mother  is,  of  course,  our  first  consideration,  but 
when  the  baby  is  living,  with  a  reasonable  chance  for  life,  it  is 
entitled  to  serious  consideration  if  that  consideration  can  be  given 
without  detriment  to  the  mother.  Unfortunately,  the  fetal  mor- 
tality in  puerperal  toxemia  and  eclampsia  is  very  high.  There 
are  several  reasons  for  this  chiefly,  intrauterine  asphyxia,  pre- 
mature birth  and  injury  during  delivery.  Do  the  dangers  of  in- 
trauterine asphyxia  under  the  expectant  plan  offset  the  dangers  in 
an  operative  delivery?  I  doubt  if  there  are  sufficiently  reliable 
statistics  upon  which  to  base  any  positive  conclusions  on  this  ques- 
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tion,  but  it  seems  to  me  that,  in  the  absence  of  a  highly  skilled 
obstetrician,  both  mother  and  child  have  a  better  chance  with 
conservative  rather  than  radical  treatment.  If  the  mother  is  in 
such  a  condition  that  deUvery  is  imperative  I  apprehend  that,  in 
a  large  proportion  of  cases,  she  will  not  survive  the  delivery  no 
matter  how  it  is  accomplished. 

Under  any  conditions  I  feel  that  our  first  and  most  earnest  efforts 
should  be  directed  toward  an  efficient  elimination  of  toxins.  While 
one  is  planning  and  performing  an  artificial  delivery  the  toxin  that 
has  already  accumulated  may  do  damage  which  cannot  be  repaired. 
For  this  reason  the  first  emphasis  should  be  placed  on  a  thorough 
washing  of  the  circulation.  This  may  be  done  by  catharsis,  hot 
packs,  colon  irrigations  or  by  bleeding,  but,  at  the  same  time,  a 
proper  circulatory  volume  should  be  maintained  by  water  given 
by  mouth,  or  by  the  rectum,  or  by  properly  prepared  solutions  given 
intravenously.  The  solution  of  sodium  chloride  with  sodium  car- 
bonate, Fischer's  solution,  is  probably  the  best  for  this  purpose. 

Attention  is  here  called  to  the  work  done  by  Dr.  E.  A.  Graham, 
of  Chicago,  with  agents  causing  focal  necrosis  and  hemorrhage  in  the 
liver.  His  experiments  were  made  with  chloroform  as  the  toxic  agent. 
There  is  a  great  similarity  between  the  pathological  findings  in  these 
cases  of  chemical  poisoning  and  those  in  cases  of  eclampsia  and  many 
other  severe  toxemias.  Thus  the  question  naturally  arises:  Is 
this  cellular  lysis  in  the  liver  the  final  expression  of  one  agent  or 
is  it  due  to  a  number  of  different  agents?  Do  these  various  agents, 
be  they  chemical  or  bacterial  in  their  origin,  fuse  into  a  single 
substance  in  their  breakdown  and  thus  become  the  single  agent  of 
destruction  in  the  liver;  or  do  these  several  toxins  act  in  a  similar 
manner  to  produce  the  same  liver  changes?  Dr.  Graham  has  showTi 
that  a  number  of  different  agents  such  as  chloroform,  iodoform,  and 
bromoform  give  rise  in  the  body  to  a  corresponding  halogen  acid, 
and  that  these  acids  will  produce  the  same  definite  changes  in  the 
liver,  viz.,  edema,  fat  accumulation,  multiple  hemorrhages  and 
lobular  necrosis. 

Graham  was  also  able  to  produce  the  same  morphological  condi- 
tion in  the  liver  by  the  direct  introduction  of  acid  into  the  circulation. 
His  conclusion  is  that  these  toxic  agents,  in  the  process  of  their  disso- 
ciation, produce  the  acid  which  in  turn  causes  the  liver  changes.  This 
seems  to  be  borne  out  by  further  tests  whereby  he  was  able  to  con- 
trol or  inhibit  the  changes  in  the  liver  by  the  use  of  sodium  carbonate 
in  salt  solution.  This  is  suggestive  of  the  value  which  may  attend 
the  use  of  Fischer's  solution  intravenously.     We  have  long  recog- 
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nized  the  serious  aspect  of  the  acidosis  which  is  the  final  expression 
of  these  toxemias,  and  an  agent  which  will  either  prevent  or  neutralize 
that  toxic  acidosis  must  be  of  infinite  value. 

The  further  treatment  of  these  cases  depends,  more  or  less,  on  the 
case  in  hand.  In  cases  of  unusual  severity  or  in  those  where,  for 
other  reasons, it  may  seem  advisable  to  empty  the  uterus,!  m^ake  my 
plans  for  the  operation  while  the  blood  stream  is  going  through  the 
laundry.  Whether  the  delivery  shall  be  done  rapidly,  or  labor  in- 
duced by  the  introduction  of  a  bag,  depends  on  the  nature  of  the  case. 
I  have  no  fixed  rule.  For  that  reason  the  following  list  of  cases  shows 
all  forms  of  delivery  and  a  variety  of  medical  treatment.  In  a  large 
measure  the  medical  treatment  has  consisted  of  magnesium 
sulphate,  colon  irrigations,  hot  packs,  bleeding  to  the  amount  of 
400  to  500  c.c,  followed  by  a  saline  and  alkaline  infusion  of  about 
1000  c.c. 

The  list  of  cases  is  too  short  to  be  of  great  value,  nevertheless  it 
shows  the  importance  of  a  careful  study  of  the  individual  case. 
The  results  would  not  have  been  as  satisfactory  if  I  had  treated 
every  patient  in  the  same  way.  One  must  fit  the  treatment  to  the 
patient  and  not  the  patient  to  the  treatment.  Any  plan  of  treatment 
which  does  not  take  into  consideration  all  of  the  elements  of  the  case 
at  hand  is  not  rational.  The  use  of  sedatives  such  as  chloroform, 
morphine  and  chloral  for  the  purpose  of  controlling  the  convulsions 
has  never  seemed  to  me  a  rational  procedure.  A  very  good  reason 
why  chloroform  should  not  be  used  has  now  been  discovered.  Good 
results  from  the  use  of  morphine  have  been  reported,  but  it  has 
always  seemed  to  me  that  in  its  use  we  were  working  directly  against 
the  object  we  should  be  trying  to  attain,  viz.,  elimination.  I 
know  that  there  are  many  cases  so  restless  and  maniacal  that 
they  need  sedation,  but  in  these  I  prefer  to  use  chloral  and 
bromide  with  moderate  mechanical  restraint,  and  depend  on  the 
eliminative  treatment  to  overcome  the  restlessness. 

I  must  call  attention  to  the  continued  observation  of  these  cases 
after  recovery  from  the  acute  illness.  Most  of  them  have  a  more  or 
less  pronounced  hemolysis  and  a  rather  persistent  anemia,  and  the 
renal  disturbance  is  often  of  obstinate  character.  They  should  be 
kept  under  close  observation  for  many  months.  The  physician's 
work  is  not  done  until  the  patient's  health  is  restored. 

analysis  of  table. 

In  studying  the  table  the  following  facts  are  to  be  noticed:  There 
were  twenty-one  cases  with  a  total  maternal  mortality  of  9.5  per  cent. 
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and  a  total  fetal  mortality  of  28.5  per  cent.,  or  if  the  same  exclusions 
were  made  as  in  Dr.  Petersons's  tables  the  fetal  mortality  was  only 
9.5  per  cent.  In  fourteen  cases,  or  two-thirds  of  the  whole  number, 
convulsions  developed  before  delivery,  and  in  seven  the  convulsions 
developed  after  delivery.  Of  the  fourteen  antepartum  cases,  ten 
continued  to  have  convulsions  after  delivery,  so  that  delivery  did  not 
prevent  or  stop  the  convulsions  in  80  per  cent,  of  all  cases.  There 
were  eleven  operative  deliveries  and  ten  spontaneous  ones.  One 
mother  died  after  a  spontaneous  delivery  and  one  after  a  manual 
dilatation  and  version.  Of  the  children  who  were  alive  or  viable 
at  the  time  of  delivery,  one  died  after  spontaneous  birth  and  one 
after  version,  while  the  others  were  all  stillborn  before  the  thirty- 
second  week.  In  the  operative  cases  the  delivery  was  done  in  one 
case  before  convulsions  appeared;  in  one  after  the  second  attack; 
in  one  after  the  third  seizure;  in  three  after  the  fourth  convulsion; 
in  two  after  the  fifth;  in  one  after  the  eighth,  and  in  one  after  the 
ninth.  In  all  cases  but  one  the  kidney  manifestation  was  present 
in  varying  degrees.  Hypertension  was  a  common  feature,  although 
the  cases  that  died  had  a  lower  pressure  than  the  others. 


Convulsions 

Result 
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par- 

Post- 
par- 
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Blood 
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Method  of 
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Mother 
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0 

II 
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Spontaneous     ' 

Good 

Good 

2 
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L. 

0 

12 

X 
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Good 

3 
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K. 

0 

9 

X 
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Good 

4 
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M. 

10 

0 

XX 
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Good 

Good 

5 
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N. 

9 

2 

X 
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Good 

6 

Mrs. 

P. 
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Many 
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Good 

7 

Mrs. 

C. 

0 

4 

X 
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Spontaneous 
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Good 

8 
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D. 

5 

5 
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160 
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9 
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G. 

A 

2 

X 
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Good 

10 
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Z. 

0 

I 

xxxx 
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Cesarean  section 

Good 

Good 

II 

Mrs. 

H. 

2 

7 
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Good 

12 
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W. 

0 

9 

X 

? 

Spontaneous 

Good 

Good 

13 

Mrs. 

A. 

10 

S 

X 

? 
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Good 

Stillborn 
27th  week. 

14 

Miss 

S. 

3 

0 

X 
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Good 

Good 

15 
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C. 

0 

4 

X 
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Spontaneous 

Good 
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16 
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M. 

4 

10 

XX 

? 

Bag    dilatation, 
med.  forceps 

Good 

Good 

17 
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W. 

8 

I 

X 

? 
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Good 
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29th  week, 

18 
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H. 

4 

0 

xxxx 
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Bag  dil.,  eighteen 
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Cesarean 

Good 

Good 

19 

Mrs. 

C. 

8 

2 

XXX 
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Vaginal  Cesarean 

Good 

Stillborn 
30th  week, 

20 

Mrs. 

F. 

5 

0 
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Good 

Stillborn 
28th  week. 

21 

Mrs. 

D. 

3 

2 

XX 
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Man.  dil.,  version 
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Good' 
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MINOR  SURGICAL  GYNECOLOGY.* 

BY 
C.  E.  RUTH,  M.  D.,  F.  A.  C.  S., 

Des  Moines,  Iowa. 

That  a  very  large  percentage  of  our  women  suffer  more  or  less 
permanent  damage  to  the  cervix  or  pelvic  floor  by  parturition  is  well 
known  to  all  physicians  and  it  is  tolerably  common  knowledge  now 
among  the  laity. 

The  consequences  of  such  injuries,  in  increased  liability  to  epithe- 
lioma, cystocele,  rectocele,  uterine  prolapse  and  procidentia,  as  well 
as  the  accompanying  inconvenience,  discomfort  and  often  semi,  or 
complete,  invalidism  of  the  unfortunate  patients,  are  also  well  known 
to  the  profession. 

These  conditions  force  upon  us  the  fact  that  every  such  case  is,  in 
reality,  a  surgical  one  and  is  liable  to  require  immediate  or  remote 
surgical  treatment  to  attain  the  highest  degree  of  protection,  con- 
servation and  usefulness.  To  attain  these  ends,  many  surgeons  have 
undertaken  at  once  to  repair  all  recognizable  damage  after  labor  and, 
in  the  hands  of  a  few  men,  this  has  been  highly  successful  so  far  as  the 
perineum  is  concerned,  but  not  so  with  the  cervix.  I  have  known 
but  one  man  who  was  willing  to  claim  that  he  deliberately  undertook 
to  repair  every  cervical  laceration  immediately  after  parturition 
was  completed.  It  must  not  be  forgotten  that  in  most  cases  of  cervi- 
cal laceration  the  lesion  can  scarcely,  if  at  all,  be  detected  immedi- 
ately after  delivery  as  this  tissue  is  extremely  soft  and  edematous, 
and  lessens  in  bulk  so  rapidly  during  the  first  few  days  that  any  but 
an  elastic  suture  must  become  loose  within  a  few  hours  after  being 
placed  in  position.  Its  presence,  therefore,  is  useless.  Again,  it 
has  been  noted  that  almost  all  permanent  cervical  tears  are  lateral. 
In  other  words,  the  anterior  and  posterior  lacerations  practically 
heal  spontaneously,  and  I  firmly  believe  that  the  lateral  tears  would 
heal  also  if  only  we  could  keep  our  postobstetric  cases  in  the  hori- 
zontal position  for  ten  days  to  two  weeks.  Sitting  or  standing  posi- 
tions cause  the  heayy  uterus  to  descend  into  the  pelvis,  and  as  the 
principal  supportive  attachments  of  this  organ  are  in  front  and  rear, 
the  vertical  position  causes  the  vesical  connection  to  make  traction 
upon  the  anterior  lip  of  the  cervix,  while  but  a  slight  descent  of  the 
organ  causes  the  rectal  connections  to  pull  upon  the  posterior  lip. 

*  Read  by  Title  before  the  28th  Annual  ^Meeting  of  the  American  Association 
of  Obstetricians  and  Gynecologists  at  Pittsburgh,  September,  1915. 
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Thus  the  anterior  and  posterior  cervical  lips  are  pulled  in  opposite 
directions  and  union  is  interfered  with,  or  prevented  entirely,  in 
consequence  of  the  common  laws  of  gravity  forcing  down  the  heavy 
uterus. 


Fig.  I.  Fig.  2. 

Fig.  I. — Is  particularly  to  call  attention  to  the  old  scars  across  the  anterior 
and  posterior  lips  which  have  united  leaving  the  cervix  almost  perfect  at  those 
points  while  those  placed  latterl}'  failed  to  unite  because  the  vertical  position 
assumed  in  sitting  or  standing  pulled  the  anterior  and  posterior  lips  apart  and 
prevented  union. 

Fig.  2.— Represents  the  traction  sutures  in  place  instead  of  forceps  or  tenacula 
as  much  less  in  the  way  and  also  shows  the  lines  of  incision  through  the  mucosa 
at  right  angles  to  the  surface  for  marking  out  the  size  of  the  mucous  lining  for  the 
new  cervical  canal. 

We  cannot  expect,  therefore,  that  the  general  practitioner  or 
surgeon  will,  or  should,  close  these  lacerations  immediately;  but  in 
every  case  where  a  laceration  of  the  cervix  can  be  recognized,  the 
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patient  should  be  kept  in  the  horizontal  position  for  two  weeks, 
;and  then  if  union  does  not  occur,  such  repairs  as  are  necessary  should, 
if  possible,  be  made  before  the  patient  is  allowed  to  be  up. 

What  we  have  said  regarding  the  cervix  is  almost  never  true  re- 
garding the  perineum.     It  is  never  difficult  to  recognize  tears  of  the 


Fig.  3.  Fig.  4. 

Fig.  3.— Shows  cut  being  made  at  the  bottom  of  the  laceration  through  all 
the  scar  tissue  and  to  mark  the  bottom  of  the  angle  of  denudation  to  be  made 
before  suturing  is  begun. 

Fig.  4. — Indicates  the  method  of  removing  the  area  previously  outlined  for 
denudation  prior  to  suturing.  By  this  method  it  is  very  easy  to  reproduce  a 
cervical  canal  which  is  perfect  in  its  caliber  and  mucous  lining. 

perineum  at  once,  and  there  is  small  excuse  for  a  failure  to  secure  good 
results  after  making  an  immediate  repair  of  a  perineal  laceration, 
provided  that  due  operative  care  is  exercised  in  the  approximation  of 
the  tissues,  and  that  numerous  punctures  are  made  in  the  labia  and 
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perineum    to   prevent    the   annoyance    incident     to   postoperative 
edema. 

The  prevalent  practice  twenty-five  years  ago  of  amputating  the 
cervix  in  cases  of  chronic  subinvolution  has,  happily,  been  abandoned 
by  all  of  our  leading  gynecologists,  because  it  met  no  indication, 


Fig.  5.  Fig.  6. 

Fig.  5. — Represents  the  method  of  inserting  the  inner  row  of  continuous 
sutures  to  appro.ximate  the  denuded  area  so  that  every  part  of  the  denuded 
area  shall  at  all  times  be  approximated  to  its  appropriate  raw  surface. 

Fig.  6. — Shows  deep  row  of  sutures  drawn  and  superlicial  whipover  com- 
pleted and  ready  to  tie. 


except  in  the  rare  cases  of  hypertrophic  cervical  elongation;  it  rend- 
ered the  women  sterile  in  most  cases  and,  if  pregnancy  subsequently 
did  occur,  the  cervical  orifice,  now  guarded  by  a  complete  circle  of 
nonelastic  cicatricial  tissue  was  of  a  certainty  again  torn  or  cut  in 
order  to  make  delivery  possible.  Amputation  of  the  cervix  also 
6 
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removes  a  part  absolutely  essential  to  the  support  of  the  uterus  in  its 
normal  position.  Cervical  amputation  is  easy  and  the  immediate 
effects  are  gratifying,  but  the  end  results  have  been  so  bad  that  I 
have  not  done  the  operation  for  twenty  years. 


Fig.  7.  Fig.  8. 

Fig.  7. — Shows  the  suture  completed,  all  slack  taken  up  and  a  single  knot 
securing  all.  Xo  suture  should  be  used  for  this  purpose  which  will  absorb  in 
this  tissue  in  less  than  ten  days  to  two  weeks.  Chromic  twenty-  to  thirty-day 
gut  answers  well. 

Fig.  8. — Represents  a  relaxed  vaginal  outlet  in  which  all  perineal  support  is 
gone  to  the  anus  and  the  preliminary  incision  has  been  made  at  the  muco-tegu- 
mentar>'  margin  from  one  hymenial  remnant  to  the  other. 

In  the  repair  of  a  laceration  of  the  cervix  it  is  imperative  that  all 
of  the  tissues  involved  shall  be  so  perfectly  approximated  that  the 
uterine  neck  shall,  at  corresponding  points,  represent  the  same  thick- 
ness, and  that  the  canal  be  restored  to  its  original  caliber.  If  the 
surgeon  doubts  his  ability  to  do  this  by  a  through-and-through 
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interrupted  suture,  he  should  use  a  continuous  suture  placed  in  two 
layers. 

In  preparing  the  cervix  for  suture,  if  one  is  desirous  of  getting  uni- 
formly good  results  from  any  method  of  suture  closing,  the  removal 
of  scar  tissue  and  the  paring  of  the  cervical  margins  must  be  done  so 
as  to  give  a  uniformly  adequate  and  calibrated  cervical  canal,  and 


Fig.  9.  Fig.  10. 

Fig.  9. — Is  to  indicate  the  separation  which  is  made  with  gauze  between  the 
vagina  and  rectum  to  expose  the  levator  ani. 

Fig.  10. — Shows  the  inner  borders  of  the  separated  levators  exposed  and 
sutures  in  position. 

thus  enable  the  parts  to  coaptate  easily  throughout  devoid  of  pro- 
nounced strain.  I  have  found  it  possible  to  get  the  best  results  by 
first  cutting  through  the  angle  of  the  tear  directly  upward  until  the 
resistance  of  the  cicatricial  tissue  is  past.  When  the  cut  is  thus 
completed  into  the  angle  of  the  tear,  the  anterior  and  posterior  cervi- 
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cal  lips  may  be  readily  separated  to  the  bottom  of  the  incision. 
With  the  surfaces  thus  exposed,  the  boundaries  of  the  new  cervical 
canal  are  mapped  out  by  making  two  incisions  through  the  mucosa  of 
each  lip.  These  incisions  extend  in  a  parallel  direction  from  the 
highest  point  of  the  separated  lips  and  terminate  at  the  cervical 


Fig. 


Fig.  II.  Fig.  12. 

II. — Illustrates  the  method  of  placing  the  superficial  sutures  to  appro.xi- 


mate  the  tissues  from  within  outward  layer  b}-  layer  with  a  continuous  subcutic- 
ular suture  catching  up  the  highest  point  of  separation  of  the  vaginal  Hap  so  as 
to  eliminate  all  dead  space. 

Fig.   12. — First  superficial  layer  drawn  and  levators  buried,  superficial  sutures 
placed  in  cobble-stitch  fashion  but  not  drawn. 

tips,  thus  leaving  a  strip  of  unbroken  mucosa  anteriorly  and  poste- 
riorlv,  with  which  to  form  the  new  canal.  The  remaining  mucosa 
and  any  scar  tissue  are  now  removed,  the  paring  being  done  in  such 
a  manner  as  to  make  the  two  sides  of  the  cervix  as  nearly  alike  as 
possible. 
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Starting  at  the  upper  angle  with  thirty-day  chromic  gut,  the  suture 
is  carried  first  from  without  inward  to,  but  not  through,  the  mucosa 
at  the  side  of  the  new  canal,  then  across  into  the  inner  one-half  of 
the  opposite  lip  and  made  to  continue,  approximating  the  inner  one- 
half  of  the  cervical  denudation  next  to  the  new  canal  on  one  side. 
As  the  tip  of  the  cervix  is  reached  the  last  puncture  from  within  out- 


FiG.   13. — All  sutures  have  been  drawn  and  knot  tied  and  cut  short  so  it 
disappears  in  the  wound.     Xo  suture  is  ever  allowed  to  penetrate  the  skin. 


w^ard  passes  through  the  entire  thickness  of  the  cervix;  from  the  mu- 
cosa of  the  new  canal  outward  the  same  thread  is  now  passed  in  a 
whip-over  manner,  after  all  slack  has  been  taken  up  of  each  loop 
uniting  the  inner  part,  and  when  thus  placed  the  final  puncture  is 
made  to  emerge  opposite  the  point  of  first  entry  of  the  needle. 
Adjustment  of  the  tension  of  each  loop  makes  a  perfect  approxima- 
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tion  and  but  one  knot  is  used.  The  opposite  side  is  dealt  with  in 
bilateral  tears  in  the  same  manner.  Since  using  this  method  my 
results  in  securing  smooth,  normal  cervical  repair  have  been  im- 
proved loo  per  cent.,  and  it  is,  after  three  months,  not  easy  to  detect 
any  departure  from  the  virgin  cervix  in  appearance  or  feel. 

The  repair  of  the  perineum  is  quite  a  different  proposition,  imme- 
diate repair  being  indicated  except  under  very  exceptional  circum- 
stances, of  which  the  attending  physician  must  be  the  judge.  Hav- 
ing decided  to  immediately  close  the  perineum  all  needed  provision 
must  be  made  for  careful  asepsis,  though  the  appliances  be  ever  so 
few.  Chromicgut  will  be  very  convenient,  if  at  hand;  if  not,  freshly 
boiled  silk  will  be  the  next  best  material.  Repair  should  first 
contemplate  the  closure  of  the  rent  carefully  on  the  vaginal  side, 
then  if  the  laceration  is  simple  the  deep  sutures  should  be  placed  so 
as  to  carefully  approximate  the  separated  levator  ani  muscles,  or,  at 
best,  the  operation  will  be  a  tegumentary  cosmetic  success  of  no 
practical  value. 

The  sutures  used  to  effect  approximation  of  the  perineum,  whether 
they  be  silk  or  catgut  (silkworm-gut  should  never  be  used),  should  not 
be  allowed  to  pass  through  the  skin.  The  vaginal  mucosa  must,  of 
course,  be  penetrated  in  making  the  closure  of  all  vaginal  tears;  but 
when  the  vaginal  mucosa  is  passed  in  closing  the  perineum,  no 
sutures  should  be  allowed  to  penetrate  the  skin,  for  they  will  cause 
great  and  unnecessary  pain,  will  always  cut,  and  in  many  cases  lead 
to  infection.  Failure  to  observe  this  rule  and  to  prevent  edema  of  the 
parts  by  numerous  punctures  has  caused  a  great  amount  of  needless 
suffering,  besides  favoring  infection  and  interfering  with  union. 
Should  the  laceration  be  complete,  the  most  scrupulous  care  must  be 
exercised  or  failure  will  be  almost  certain.  The  rectum  must  be 
carefully  packed  with  strips  of  gauze  to  make  contamination  of  the 
field  by  alvine  discharge  impossible.  Then  all  tags  and  uneven 
margins  must  be  removed  from  both  the  rectal  and  vaginal  margins, 
so  that  firm  even  approximation  can  be  made  which  will  represent 
tissue  with  good  vitality,  and  the  suturing  must  be  close  enough 
to  insure  a  water-tight  joint. 

The  rectal  and  vaginal  sides  must  be  closed  separately,  carefully, 
and  completely  from  above  downward,  and  the  sutures  of  catgut  on 
the  rectal  side  tied  in  the  rectum.  The  vaginal  wall  sutures  may  be 
of  silk  if  desired.  The  levator  ani  muscle  and  all  deep  perineal 
structures  must  be  united  from  within  outward,  layer  by  layer,  with 
chromic  gut  for  the  levator  ani  and  deep  perineum  but  plain  gut  for 
the  superficial  parts.     If  the  sutures  are  properly  placed,  three  or 
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four  loops  of  chromic  gut  should  suffice  to  unite  the  levator  ani.  As 
many  stitches  as  are  needed  should  be  taken  to  complete  the  approxi- 
mation of  the  tissues  external  to  the  levator.  Not  more  than  two 
knots  will  be  required  to  properly  close  the  superficial  tissue  of  any 
perineum.  The  superficial  perineal  suture  of  plain  catgut  is  placed 
in  the  cobble-stitch  manner.  When  the  work  is  done  no  knot  or  su- 
ture should  appear  at  any  point  except  in  the  cases  of  immediate  re- 
pair in  which  silk  has  been  used,  then  each  stitch  should  protrude  at 
the  suture  line. 

In  complete  lacerations  the  procedure,  after  closing  the  rectal  and 
vaginal  sides,  is  exactly  as  though  the  vaginal  and  rectal  membranes 
had  been  left  intact,  and  only  the  levator  ani  and  skin  of  the  peri- 
neum had  given  way,  except  that  the  sphincter  ani  must  be  carefully 
united.  In  closing  a  recent  laceration  with  silk,  the  sutures  are 
better  placed  on  the  figure-of-eight  plan  and  none  tied  until  all  are  in 
position.  All  must  be  removed  and  the  layer  buried  suture  plan 
cannot  be  used  with  nonabsorbable  material. 

In  complete  tears  of  the  perineum  the  sphincter  ani  must  be  secured 
with  the  greatest  care.  To  do  this  sometimes  requires  extension  of 
the  incision  or  opening  laterally  around  the  anus  until  the  ends  of  the 
muscle  are  exposed.  After  the  w^ork  of  repair  is  completed  the  gauze 
packing  must  be  carefully  removed  from  the  rectum  and  a  large 
drainage  tube  introduced  through  which  any  gas,  as  well  as  fecal 
material,  may  readily  escape.  (This  applies  only  to  complete  lacer- 
ations.) The  alvine  evacuations  must  be  kept  free  and  semifluid,  to 
prevent  the  possibility  of  the  formation  of  scybalous  masses  and  the 
strain  attending  their  expulsion.  The  tube  must  be  secured  in 
place  by  sutures. 

In  old  perineal  lacerations,  perineorrhaphy  should  be  done  when- 
ever the  perineum  resembles  the  web  between  the  thumb  and 
forefinger,  viz.,  two  layers  of  skin  without  any  muscular  tissue 
between,  and  that  without  reference  to  whether  the  mucous  mem- 
brane or  skin  has  been  torn.  In  many  cases  the  levator  ani  muscles 
have  been  entirely  separated  and  all  the  support,  given  by  the  true 
perineal  floor,  is  gone;  the  skin  portion  remains  intact,  but  fails  to 
give  adequate  support.  In  the  secondary  operations  for  perineal 
repair  the  preliminary  steps  are  different,  but  the  suturing  details  are 
the  same,  in  many  respects,  as  those  employed  in  recent  cases. 
Preparation  is  made  by  thorough  emptying  of  the  alimentary 
canal  and  flushings  completed  several  hours  before  the  time  of 
operation.  Frequent  bichloride  douches  also  are  given.  No  solid 
food  is  allowed  for   twenty-four  hours  preceding   the   operation. 
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When  all  is  ready  the  vulva,  having  been  shaved  some  hours  pre- 
viouslv,  is  painted  with  tincture  of  iodine,  the  vagina  is  treated  in 
the  same  manner,  after  all  possible  moisture  has  been  removed  from 
it  with  gauze  mops. 

The  anterior  limits  of  the  new  perineum  are  indicated  by  beetle  or 
light  mouse-tooth  forceps  fixed  upon  the  line  of  the  hymenial  rem- 
nants on  either  side,  while  with  the  knife  or  scissors  an  elliptical 
incision  is  made  around  the  crescent  of  the  posterior  vestibule,  from 
one  forcep  to  the  other,  in  the  junction  of  the  hymen  remnants  or 
vaginal  mucosa  on  one  side  and  with  the  integument  on  the  other. 
Then  with  forceps  having  a  broad  bite  the  vaginal  side  of  the 
separation  is  grasped  posteriorly,  and  with  dry  gauze  over  the  index 
finger  the  vaginal  and  rectal  walls  are  separated  rapidly  until  the 
levators  ani  are  well  exposed  on  either  side  and  of  sufficient  ex- 
tent to  give  all  needed  support.  The  guide  forceps  are  now  re- 
moved and  placed  upon  the  middle  of  the  exposed  levator  ani 
muscles  on  either  side;  they  are  temporarily  used  to  aid  in  the 
approximation  of  the  separated  perineal  floor  during  the  suturing. 
Separation  of  the  vaginal  and  rectal  walls  should  extend  but 
slightly  above  the  level  of  the  levator  ani  muscles  because  the  sup- 
port can  never  be  extended  above  this  point;  if  the  separation 
extends  much  above  their  level,  it  means  that  a  space  is  formed  in 
which  blood  and  serum  will  accumulate,  which  invites  infection, 
causes  pain  and,  at  times,  abscess  formation. 

In  approximating  the  levator  it  is  wise  to  have  all  the  space  taken 
up  by  catching  the  highest  point  of  separation  between  the  rectum 
and  vagina  with  the  needle  by  placing  one  or  more  sutures  so  as  to 
insure  obliteration  of  all  dead  space.  After  the  approximation 
of  the  levator  ani  muscles,  with  chromic  gut  the  vaginal  outlet  is 
sufficiently  narrowed — this  is  determined  by  digital  examination; 
the  superficial  perineum  is  closed,  layer  by  layer,  by  a  continu- 
ous cobble-stitch  suture  of  plain  catgut,  from  within  outward,  and 
always  from  side  to  side.  No  needle  puncture  should  be  allowed 
to  penetrate  the  skin. 

A  perineum  thus  closed  should,  when  completed,  be  united  ver- 
tically, should  show  no  raw  surfaces,  no  suture  except  possibly  the 
end  of  the  thread  from  the  last  knot  (usually  not  even  that  will 
show),  and  no  one  should,  except  on  very  close  inspection,  be  able  to 
determine  that  a  perineal  laceration  ever  existed.  Many  punctures 
of  the  labia  and  perineum  should  be  made  with  a  cutting  needle  so 
that  all  swelling  shall  be  prevented  by  ready  escape  of  serum.  Care 
should  be  used  not  to  cut  the  catgut  sutures  with  the  needle  with 
which  the  skin  is  punctured. 
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The  majority  of  patients  will  be  able  to  urinate  from  the  start  and 
thus  another  danger  is  averted,  viz.,  cystitis  from  catheterization, 
which,  in  times  gone  by,  has  left  so  sad  a  trail  after  many  of  these 
operations.  Trading  a  cervical  and  perineal  laceration  for  a  cystits 
is  often  a  very  poor  bargain.  In  the  majority  of  cases,  when  the 
work  is  properly  done,  the  patient  complains  of  no  pain,  infection 
never  follows  and,  within  three  weeks,  it  is  practically  impossible  to 
tell  that  a  laceration  ever  existed  or  that  an  operation  was  ever  done. 

Usually  we  introduce  a  suppository,  containing  i  grain  of  opium, 
into  the  rectum  and  apply  sterile  (white)  vaseline  to  the  perineum. 
Vaginal  normal  saline  douches  may  be  begun  on  the  third  day, 
given  twice  daily,  using  a  soft  rubber  catheter  as  a  tip  for  the  douche 
point.     The  douche  should  always  be  given  under  low  pressure. 

Formerly,  as  a  preliminary  step,  we  curetted  the  uterus  in  all 
cases,  but  this  practice  we  have  long  since  abandoned  as  serving  no 
useful  purpose,  because  it  possesses  an  element  of  danger  even  in  the 
hands  of  the  most  skilful  surgeon.  In  some  cases,  however,  we 
consider  it  good  practice  to  first  gently  dilate  the  cervix,  remove  all 
possible  secretion,  and  apply  tincture  of  iodine  to  the  entire  interior 
of  the  uterus. 


SPLENIC  ANEMIA  WITH  SPLENECTOMY.* 

BY 

EDMUXD  D.   CLARK.  M.  D.,  F.  A.  C.  S., 

Indianapolis,  Ind. 

The  term  splenic  anemia  was  first  used  by  Gretsel  in  1886. (i) 
The  first  systematic  description  of  the  disease  was  published  by 
Banti  in  1883.(2)  In  1894  Banti(3)  described,  in  French  and 
German  journals,  the  form  of  the  disease  characterized  by  spleno- 
megaly with  cirrhosis  of  the  liver  to  which  subsequent  writers  have 
attached  his  name.  Since  the  appearance  of  Banti's  description 
much  has  been  written  and  many  cases  reported,  yet  we  are  still  un- 
certain as  to  the  cause  of  the  disease,  as  well  as  of  the  proper 
classification  of  the  different  types. 

At  present  most  writers  divide  the  disease,  clinically,  into  three 
groups,  viz. :  Banti's  disease;  splenic  anemia,  as  described  by  Osier, (4) 
and  the  Gaucher  type.  (5)  The  latter  type  is  well  described  by 
Erdmann  and  Moorhead(6)  and  by  Brill  and  Mandelbaum.(7) 

*  Presented  at  the  28th  Annual  ^Meeting  of  the  American  Association  of  Ob- 
stetricians and  Gynecologists,  Pittsburg,  September  15th,  1915. 
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The  idea  advanced  by  Osier  is  now  generally  accepted,  that  "  the 
conditions  separately  described  in  the  literature  as  primary  spleno- 
megaly, splenic  anemia,  splenomegalic  cirrhosis  of  the  liver,  or  Banti's 
disease  are  stages  of  one  and  the  same  malady."  Lyon(8)  says: 
"primary  splenomegaly  and  splenomegaly  with  cirrhosis  of  the 
liver  (Banti's  disease)  are  regarded  as  initial  and  terminal  stages, 
respectively,  of  splenic  anemia." 

According  to  Herrick(9)  the  Gaucher  type  comprises  a  small 
number  of  cases  with  hereditary  tendency,  in  which  endothelioma- 
tous  growths  occur  in  the  spleen  and  metastasize  to  the  splenic  and 
portal  veins  and  to  the  liver.  Erdmann  and  Moorhead(io)  reported 
two  cases  and  collected  from  the  literature  fourteen  others  of  the 
Gaucher  type. 

The  cause  of  the  disease  is  unknown.  Bacteriological  examina- 
tions of  the  organs  and  animal  inoculation  have  all  proved  negative. 
The  fact  that  the  enlargement  of  the  spleen  precedes  the  anemia  is 
an  argument  in  favor  of  the  primary  disease  being  within  the  spleen. 
Another  point  in  favor  of  such  a  theory  is  the  great  improvement 
and,  in  many  cases,  cure  after  splenectomy.  Dock  and  Worthin(ii) 
suggest  that  the  anemia  may  be  caused  by  excess  of  hemolysis  occur- 
ring in  the  newly  formed  hemolymph  glands  over  that  of  the  normal 
spleen,  or  to  a  disturbance  in  the  elaboration  of  the  products  of 
blood  destruction.  It  seems  probable  from  a  study  of  the  diseased 
organs  and  the  clinical  symptoms  of  the  patient  that  the  fibrosis 
of  the  spleen,  the  anemia  and  the  final  cirrhosis  of  the  liver  may  be 
due  to  a  common  cause,  namely,  an  intoxication  of  an  unknown 
origin.  Wilson  says:(i2)  "While  these  eighteen  cases  presented 
clinical  symptoms  of  such  uniformity  as  to  compel  the  clinician  to 
group  them  together,  the  variation  in  their  morbid  anatomy  is  so 
great  that,  for  purposes  of  pathological  description,  it  becomes  neces- 
sary to  divide  them  into  classes  as  follows:  Class  A,  chronic  lympho- 
cytic hyperplasia;  class  B,  primary  proliferation  of  the  endothelium 
of  the  spleen  (Gaucher  type);  class  C,  primary  (chronic)  diffuse 
hyperplasia  of  the  spleen  (chronic  splenitis).  In  the  chronic  lympho- 
cytic hyperplasia,  Wilson  found  the  histological  picture  almost  iden- 
tical with  that  of  lymphosarcoma;  but,  inasmuch  as  the  two  cases 
he  reported  are  alive  five  and  one-half  and  seven  years  after  the 
operation,  he  thinks  it  highly  improbable  that  any  neoplastic  growth 
existed  outside  the  spleen  in  either  case  at  the  time  of  the  operation. 
He  further  says:  "I  am  inclined  to  believe  that,  while  in  their  final 
histological  aspect  they  may  become  true  neoplasms  (lymphosar- 
comata),  both  developmentally  and  clinically,   their  early  stages 
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represent  only  an  extensive  lymphocytic  hyperplasia,  with  only  a 
slight  return  of  the  cells  to  their  primitive  mesoblastic  type."  In 
Class  B,  Goucher's  type,  the  most  striking  feature  is  the  enormous 
proliferation  of  the  endothelium  of  the  veins  or  sinuses. 

A  tabulation  of  the  recorded  cases  in  the  literature  has  been  made 
by  Reuben, (13)  and  Mandelbaum's(i4)  and  Wilson's(i5)  recent 
articles  contain  a  valuable  pathological  digest  of  the  cases  regarded 
by  them  as  authentic.  Erdmann  and  Moorhead(i6)  add  two  cases 
with  careful  description  of  them.  Class  C,  primary  diffuse  hyper- 
plasia of  the  spleen,  seems  to  be  the  most  common  variety.  Wilson 
reports  thirteen  cases. 

Treatment. — AU  known  forms  of  therapy  have  hitherto  failed. 
Splenectomy  or  ligation  of  the  blood  supply  of  the  spleen  give  the 
best  results.  The  latter  should  be  used  only  where  the  removal  is 
difficult  or  hazardous  owing  to  adhesions.  A  short  time  ago,  half 
of  the  cases  of  splenectomy  died.  The  chief  reason  for  this  ill  success 
was,  probably,  due  to  the  fact  that  surgeons  did  not  know  what  cases 
of  splenic  disease  were  suitable  for  a  splenectomy,  and  in  what  cases 
the  operation  was  contraindicated.  This  question  is  not  yet  fully 
determined,  but  we  know  now  that  many  cases  of  splenic  disease 
are  unsuitable  for  splenectomy.  In  enlargements  caused  by  leu- 
kemia it  is  the  hemorrhagic  diathesis  accompanying  it  which  forbids 
splenectomy.  Besides,  leukemia  takes  its  origin  rarely  in  the  spleen, 
according  to  some  writers  never,  and  therefore  a  splenectomy  would 
be  useless.  It  is  on  account  of  this  selective  policy  that  statistics 
have  improved. 

J.  Vauverts(i7)  collected  twenty-nine  cases  of  splenectomy  for 
leukemia  with  twenty-six  deaths  and  three  cures.  Mortality  89.6 
per  cent.  One  of  the  cured  cases  was  not  a  true  leukemia,  and  in 
the  other  two  cases  the  disease  returned.  Mayo  says:(i8)  "The 
leukemic  spleen  has  been  removed  a  number  of  times  and  in  practi- 
cally all  of  the  cases  in  which  the  diagnosis  was  established,  the 
patient  died  promptly  as  the  result  of  the  operation."  Vauverts 
collected,  in  1879,  seventy-nine  cases  of  splenectomy  for  malarial 
splenomegaly.  Results:  fifty-six  cures,  twenty-three  deaths,  mor- 
tality 29.1.  Bessel  Hagen(i9)  published  statistics  of  114  cases  with 
eighty-three  cures  and  thirty-one  deaths.  (2  7 7) 

In  1901  Jonnesco(2o)  reported  twenty-eight  cases  with  twenty 
cures  and  eight  deaths.  Mayo  reports(2i)  twenty-seven  cases  with 
two  operative  deaths.  Johnson(22)  found  a  mortality  of  27.4  per 
cent,  in  708  cases.  Bragagnolo  collected,  in  1899,  119  cases  with 
the  following  results:  Until   1880,   100  per  cent,   mortality;  from 
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1881-85, 80  per  cent,  mortality;  from  1886-00, 31  per  cent,  mortality; 
from  1891-95,  17  per  cent,  mortality;  from  1896-98,  19  per  cent, 
mortality.  Mayo  says:  "The  operation  itself,  if  the  patient  be  in 
fair  condition,  should  not  have  a  mortality  of  above  10  per  cent, 
and  probably  not  above  5  per  cent.  In  our  twenty-seven  cases 
there  were  two  operative  deaths." 

Ligation  of  the  blood-vessels  for  various  forms  of  splenomegaly 
has  been  practised  but,  according  to  Steele(2  2)  (discussion  of  Harris 
and  Herzog's  paper),  the  mortality  must  be  high,  inasmuch  as  of  six 
cases  thus  operated  upon  four  died. 

Case  Report. — The  patient  is  an  American;  farmer's  daughter; 
unmarried;  aet.  twenty-five;  father  and  mother  both  living  and  in 
good  health  at  forty-eight  and  fifty  years,  respectively.  One  sister, 
two  years  her  senior,  died  at  the  age  of  four  with  some  severe 
bowel  trouble.  The  patient  was  ill  in  a  similar  way  at  the  same 
time.  The  mother  dates  the  beginning  of  her  present  trouble  from 
this  illness.  There  was  no  record  of  tumor  or  recurrent  disease  in 
the  family  history.  She  has  spent  all  her  life  on  the  farm,  doing 
housework.  Menses  first  occurred  at  fourteen  years.  They  were 
always  regular  and  normal.  As  a  child  she  had  the  severe  bowel 
disorder,  as  mentioned  above,  at  about  her  second  year.  This  ill- 
ness lasted  about  six  weeks.  She  had  bloody  stools  and  convulsions. 
One  year  later  was  again  ill  with  what  the  doctor  said  was  typhoid 
fever.  She  was  confined  to  the  bed  and  house  for  about  three  months. 
One  of  the  most  pronounced  symptoms  of  the  illness  was  a  disturbed 
stomach.  She  vomited  a  great  deal.  \'omitus  at  times  contained 
blood.  Her  mother  noticed  the  enlargement  in  her  abdomen  in  her 
eighth  year.  The  normal  curve  at  the  waist  line  was  lost  and  she 
walked  with  her  body  inclined  to  the  left  side.  The  skin  became 
harsh  and  mottled  a  year  or  two  afterward.  She  was  never  well  and 
did  not  develop  as  she  should.  She  improved  until  her  twenty-first 
year.  She  began  to  do  her  part  of  the  housework.  At  about  this 
time  her  weight  was  139  pounds. 

Present  Illness. — Two  years  before  her  admission  to  the  hospital 
she  became  weak  and  languid,  lost  her  appetite  and  vomited.  She 
says  she  had  vomited  almost  every  day  since  she  was  eight  years 
old,  but  that  at  the  beginning  of  her  present  illness  she  vomited  much 
more  frequently.  She  was  compelled  to  give  up  her  work.  Com- 
plained of  pain  over  the  tumor.  There  was  marked  shortness  of 
breath.  The  weakness  became  so  great  that  she  was  compelled  to 
take  her  bed  about  six  months  before  she  came  to  the  hospital. 

Examination  showed  a  fairly  well-nourished  woman  of  medium 
build;  weight,  125  pounds.  The  skin  showed  a  swarthy  or  brownish 
tinge,  unevenly  distributed  over  her  body.  There  were  a  number 
of  pustules  about  the  nose  and  mouth.  Flesh  was  soft  and  flabby. 
Appetite  poor.  Constipated.  She  was  unable  to  lie  fiat  upon  her 
back;  had  to  be  supported  by  a  number  of  pillows.     Complained  of 
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shortness  of  breath  and  a  sense  of  fullness  and  weight  in  the  ab- 
domen. Upon  attempting  to  walk  she  had  a  dragging  pain  in  the 
upper  left  abdomen.  She  was  almost  constantly  eructating  gas 
and,  occasionally,  would  vomit.  I  saw  no  blood  in  the  vomitus. 
She  gave  the  history,  however,  of  it  being  present  frequently,  though 
never  in  large  quantities.  She  complained  of  frequent  urination. 
She  was  compelled  to  get  up  many  times  during  the  night.  The 
urine  was  always  normal  in  appearance.  The  heart  and  lungs 
were  negative.  Temperature  98.8,  pulse  85,  respiration  20.  Abdo- 
men enlarged  with  the  greatest  fullness  to  the  left  of  the  median 
line.  Skin  dry,  harsh  and  pigmented  brown.  Liver  two  linger- 
breadths  below  the  free  margin  of  the  ribs  and  extended  upward  to 
the  loth  interspace.  The  surface  of  the  liver  was  smooth.  The 
spleen  filled  the  entire  left  abdomen.  It  extended  from  the  free 
margin  of  the  ribs  into  the  pelvis  and  projected  beyond  the  median 
line  to  the  right  side.  No  free  fluid  could  be  demonstrated.  The 
spleen  seemed  smooth  and  was  only  slightly  tender  on  palpation. 
Pelvis  normal. 

Blood  count  before  operation,  March  17,  191 2:  Red  blood  cells, 
3,150,000;  white  blood  cells  2500;  hemoglobin,  65  per  cent.  Differ- 
ential count:  Large  mononuclears,  9  per  cent.;  small  mononuclears, 
23  per  cent.,  polymorphonuclears,  64  per  cent.  The  red  cells  showed 
no  marked  variation  in  size.  There  were  no  nucleated  reds.  Poi- 
kilocytosis  moderate.     Wassermann  reaction  negative. 

Diagnosis. — Primary  splenic  anemia. 

Operation. — Splenectomy,  March  20,  191 2,  was  done  by  the  writer 
assisted  by  Dr.  John  H.  Eberwein.  Ether  anesthesia.  The  abdo- 
men was  entered  by  a  long  incision  at  the  outer  border  of  the  left 
rectus  muscle.  The  spleen  was  found  free  from  adhesions.  The 
vessels  were  secured  by  rubber-covered  clamps;  each  vessel  was  tied 
with  two  silk  ligatures  and  the  spleen  removed.  1000  c.c.  of  normal 
salt  solution  was  given  intravenously  at  the  time  of  the  operation. 
The  time  consumed  by  the  operation  was  thirty-five  mintues.  No 
blood  was  lost  during  the  operation  except  that  within  the  spleen 
itself.  The  writer  was  astounded  by  the  great  quantity  of  blood 
that  flowed  from  the  spleen  when  the  clamps  were  removed.  Enough 
blood  was  lost  in  this  manner  to  blanch  the  skin. 

Exploration  of  the  abdomen  showed  the  liver  enlarged,  but  other- 
wise normal  in  appearance.  Gall-bladder  was  normal  and  could  be 
emptied.  Appendix  normal.  Kidneys  normal  in  size  and  position. 
Stomach  enlarged  and  ptosed.  No  free  fluid  in  the  abdomen. 
The  blood  picture  improved,  at  once,  after  the  operation;  showing 
almost  an  immediate  increase  in  the  red  cells,  also  in  the  white 
cells. 

Dr.  John  H.  Eberwein  visited  the  patient  October.  16,  1914, 
more  than  two  years  and  a  half  after  the  operation,  and  found  the 
patient  greatly  improved.  She  was  doing  her  share  of  the  house- 
work. She  had  not  vomited  since  leaving  the  hospital,  but  com- 
plained of  "sour  stomach."  She  had  not  gained  in  weight;  in  fact, 
she  was  2  pounds  lighter,  but  her  muscles  were  firm  and  her  color 
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good.  The  abdominal  wall  was  lax  and  when  standing  the  lower 
half  protruded  more  than  it  should.  The  stomach  remained 
large  and  v/as  dropped  below  the  umbilicus.  The  liver  dulness 
was  normal;  the  liver  itself  could  not  be  palpated.  Her  appetite 
was  good.  Blood  examination:  Red  cells,  4,000,000;  white  cells, 
9400;  hemoglobin,  70  per  cent.  Differential  count  shows  large 
mononuclears,  6  per  cent.,  small  mononuclears,  47  per  cent.,  poly- 
morphonuclears eosinophiles,  3.  Urine  normal.  The  frequent 
micturition  was  relieved. 

Pathological  report  by  Dr.  Henry  R.  Alburger,  formerly  Professor 
of  Pathology  of  the  Indiana  University  School  of  Medicine:  Weight 
of  spleen,  5000  grams.  The  exterior  was  roughened  and  had  a 
mottled,  greenish-gray  color.  The  surface  had  the  appearance  of 
being  covered  by  an  organized  inflammatory  exudate.  It  was  impos- 
sible to  scrape  it  away,  however,  without  tearing  into  the  capsule. 
The  capsule  was  slightly  thickened  and  the  trabeculae  were  corre- 
spondingly conspicuous,  although  in  neither  case  was  there  the  amount 
of  fibrosis  that  one  would  expect  from  the  size  and  firmness  of  the 
organ  as  a  whole.  The  splenic  pulp  was  very  much  changed  from 
the  normal  on  account  of  the  large  diffuse  increase  of  the  connective 
tissue.  The  increase  was  in  the  form  of  thickening  of  the  walls  of 
the  venous  sinuses  so  that  they  were  exceedingly  prominent.  The 
connective  tissue  was  in  the  form  of  a  young  type  of  cell,  with  a 
considerable  amount  of  fibrous  intercellular  substance,  much  of 
which  was  hyaline.  The  lymphocytes  in  the  pulp  were  compara- 
tively scarce.  The  Malpighian  bodies  were  normal,  but  widely 
separated  by  the  increase  in  the  pulp  areas.  The  arterioles  were 
unchanged. 

My  interpretation  of  this  picture  is  that  there  had  been  for  a  long 
period  of  time  a  low  grade  of  inflammation,  probably  dating  back  to 
the  attack  of  typhoid  mentioned  in  the  history,  and  that  the  process 
is  a  continuous  and  progressive  chronic  interstitial  splenitis. 

Summary. — The  histopathological  picture  presented  in  this  case 
is  that  of  primary  diffuse  hyperplasia  of  the  spleen  (chronic  splenitis) . 
While  the  writer  only  claims  great  improvement,  the  patient  in  a 
recent  letter  considers  herself  cured. 

In  conclusion  I  wish  to  thank  Dr.  Eberwein  for  the  examination  of 
the  blood.  I  am  also  under  obligation  to  Dr.  Alburger  for  the  patho- 
logical study  of  the  case. 

712-15  Hume  Mansur  Building. 
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ROVSING'S  OPERATION  FOR  GASTROCOLOPTOSIS,  WITH 

A  REPORT  OF  SEVENTEEN  CASES  SUCCESSFULLY 

OPERATED  ON.* 

BY 
GASTON  TORRAXCE,  M.  D., 

Surgeon  to  the  Birmingham  Infirmary, 
Birmingham,  Ala. 

A  LARGE  number  of  patients  who  have  a  ptosis  of  the  stomach 
and  colon  exhibit  a  train  of  symptoms  of  which  constipation  is  the 
first  and  most  constant;  to  this  is  gradually  added  cardialgia,  vomit- 
ing, emaciation  and  numerous  nervous  symptoms.  Rovsing  con- 
siders these  symptoms  due  to  the  ptosis,  while  many  others  regard 
the  ptosis  as  unimportant. 

Theories. — Glenard  considered  it  due  to  some  mysterious  liver 
condition  which  caused  atrophy  and  prolapse  of  the  small  intestine, 
thereby  removing  the  support  of  the  organs  above  and  causing  a 

*  Read  by  title  at  Twenty-eighth  Annual  ]Meeting  of  A.  A.  O.  &  G.,  Sept., 
1915.  at  Pittsburgh,  Pa. 
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prolapse  of  the  liver,  stomach  and  kidneys.  This  theory  has  been 
abandoned  for  Stiller's,  which  advances  a  so-called  congenital,  uni- 
versal asthenia,  a  congenital  weakness  and  laxity  of  the  entire 
structure  of  the  body  including  the  individual  tissues. 

Rovsing  thinks  the  ptosis  in  women  is  due  (i)  to  the  misuse  of 
corsets  and  lacings;  (2)  the  changes  which  pregnancy  and  child- 
bearing  involve  in  the  intraabdominal  pressure.  He  thinks  Walkow 
and  Delitzen  are  right  in  comparing  the  small  intestines  to  an  air- 
filled  pelotte  which,  so  long  as  supported  by  the  elastic  pressure  of  a 
rigorous  muscular  abdominal  wall,  bears  up  the  subdiaphragmatic 
organs — the  stomach,  the  liver  and  the  kidneys.  After  numerous 
pregnancies  these  muscles  become  relaxed,  the  intestines  subside 
and  remove  the  support  of  the  organs  above,  which  are  dragged, 
sucked  and  drawn  downward  and  depend  somewhat  upon  the  liga- 
ments supporting  these  organs. 

Ptosis  is  frequently  found  in  women  who  were  originally  normal; 
but  the  few  cases  found  among  men,  as  a  rule,  belong  to  Stiller's 
type;  they  have  feeble  bone  and  muscular  structure,  and  have  used 
tightly  buckled  belts.  Rovsing  divides  the  cases  found  in  women 
into  two  classes:   Virginal  ptosis  and  Maternal  ptosis. 

V irginal  Gastrocoloptosis. — Symptoms. — Soon  after  puberty  begins 
corsets  are  put  on  and  the  previously  healthy  girl  begins  to  have 
persistent  constipation.  She  soon  begins  to  complain  of  weariness, 
headache  and  loathing  of  food.  Cardialgia,  in  the  form  of  severe 
pain  and  always  to  the  left  of  the  midline,  comes  on  soon  after 
taking  food.  This  pain  is  influenced  more  by  the  quantity  than  by 
the  quality  of  the  food ;  it  is  due  to  the  mass  and  weight  of  the  food 
taken.  Many  of  the  patients  take  frequent  and  small  meals  during 
twenty-four  hours.  In  many  cases  the  pain  is  followed  by  vomiting; 
and,  in  a  small  group  of  cases,  vomiting  of  a  small  part  of  each  meal 
is  observed.  For  a  time,  patients  may  appear  to  enjoy  fair  health; 
but,  if  the  vomiting  is  marked  and  they  are  afraid  to  eat  on  account 
of  the  pain,  emaciation  sets  in  and  may  become  very  marked.  The 
acidity  of  the  stomach  is,  usually,  normal;  it  may  be  absent,  or  there 
may  be  hyperacidity.  The  motor  function  is  normal  in  about  half 
the  cases,  the  stomach  enipt>-ing  itself  in  from  four  to  five  hours. 
There  is  slight  delay  in  30  to  40  per  cent,  of  the  cases  (five  to  seven 
hours). 

With  many  of  the  cases  a  series  of  symptoms  develop  gradually 
in  consequence  of  autointoxication  and  inanition,  such  as  oppression 
across  the  loins,  in  the  pelvis  and  the  abdomen,  clammy  hands  and 
feet,   palpitation   of   the   heart,   physical   depression,   with  some   a 
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mental  depression,  and  with  others  a  sensation  of  dread.  Men- 
struation becomes  irregular  and  scant  and  is  associated  with  diflfuse 
abdominal  pains.  Sometimes  the  menses  are  suppressed  and  do  not 
appear  for  years.  When  the  liver  is  pushed  down  the  stomach  must 
follow;  this  drags  on  the  esophagus,  the  gastrophrenic  ligament  and 
the  cardial  peritoneal  covering  are  stretched  to  the  extent  of  the 
ptosis. 

Rovsing  thinks  this  accounts  for  the  left-sided  pain,  which  is  al- 
most always  complained  of,  especially  during  meals,  and  when  the 
patients  are  up  and  about.  In  addition  to  this,  the  posterior  edge 
of  the  gastrohepatic  and  hepaticoduodenal  ligaments  become  length- 
ened and  dislocated,  allowing  the  transverse  colon  to  become  dis- 
placed with  the  stomach,  and  causing  acute  angles  in  the  colon  at  the 
hepatic  and  splenic  flexures  causing  a  stasis  between  these  points 
with  increasing  constipation  and  absorption. 

The  virginal  cases  suffer  more  with  pain  and  vomiting  than  the 
maternal  cases  owing  to  the  fact  that  the  upper  abdomen  becomes 
much  narrowed  and  the  stomach  and  colon  become  folded  on  them- 
selves instead  of  being  allowed  to  prolapse  freely  as  they  do  in  the 
relaxed,  flabby  abdomens  of  the  women  who  have  borne  many 
children.  The  nerves  supplying  these  organs  practically  form  a 
part  of  these  stretched  and  displaced  ligaments,  and  this  accounts 
for  the  severe  left-sided  pain  which  may  extend  along  the  esophagus 
into  the  cardiac  region.  Autointoxication  follows  the  resorption  of 
the  stagnant  feces,  and  the  stagnation  in  the  large  intestine  reacts 
on  the  small  bowel,  causing  the  feces  to  pass  through  them  more 
slowly  and,  in  some  cases,  causing  an  actual  stasis. 

Diagnosis. — The  diagnosis  is,  as  a  rule,  not  difiicult;  but  the  con- 
dition may  be  mistaken  for  ulcer  of  the  stomach,  for  colitis,  for 
nervous  disease  of  the  stomach  or  for  hysteria.  The  frequent  and 
violent  vomiting,  which  may  show  streaks  of  blood,  lead  us  to  sus- 
pect ulcer;  this  suspicion  is  strengthened  by  presence  of  constipation 
so  frequently  found  in  ulcer.  The  stomach  displacement,  as  re- 
vealed by  the  x-ray,  seems  out  of  proportion  to  the  acute  symptoms; 
and  not  until  we  take  into  consideration  the  circumscribed  space 
which  prevents  the  pressed-down  stomach  from  sinking  freely  and 
causing  it  to  be  jammed  between  the  tight  abdominal  walls,  the 
spinal  column  and  the  organs  above  which  fold  the  stomach  upon 
itself,  do  we  understand  that  this  very  condition,  in  spite  of  the 
apparently  minor  ptosis,  produces  such  acute  symptoms. 

The  differential  diagnosis  from  ulcer  is  usually  easily  made,  (i) 
The  seat  of  the  pain  is  on  the  left  side.  (2)  The  cardialgia  is  not 
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dependent  on  the  quality,  but  on  the  quantity  of  the  food  taken. 
An  ulcer  patient  suffers  pain  after  eating  rich,  sour,  spiced  foods,  no 
matter  how  small  the  quantity,  but  takes  milk  well ;  while  the  ptosis 
case  stands  all  rich  foods  as  long  as  the  quantity  taken  is  small,  but 
suffers  severe  pain  from  milk  or  other  neutral  foods  when  taken  in 
large  quantities.  (3)  The  influence  of  position:  The  symptoms  are 
always  worse  in  the  upright  position;  and  they  always  improve  or 
disappear  when  the  patient  is  confined  to  bed.  When  the  stomach 
symptoms  are  slight,  and  the  constipation  predominates,  the  condi- 
tion may  be  confounded  with  colitis;  and  when  the  constipation 
really  produces  a  colitis  with  periodically  occurring  diarrhea,  the 
confusion  becomes  greater.  But  here  we  have  a  differential  diag- 
nostic symptom  of  marked  value:  in  the  ptosis  cases  the  constipation 
is  improved  by  confinement  to  bed;  whereas  constipation  due  to 
other  causes  becomes  worse  when  the  patient  is  confined  to  the  bed. 
The  diagnosis  of  hysteria  and  nervous  diseases  of  the  stomach  is 
usually  made  in  those  cases  that  have  been  ineffectually  treated  for 
ulcer  and  constipation.  Very  rarely  the  pure  ptosis  cases  are  con- 
fused with  cancer.  This  occurs  in  those  cases  that  have  become 
much  emaciated  and  have  become  cachectic  from  the  autointoxica- 
tion arising  from  the  stagnant  condition  of  the  large  bowel. 

Complications. — Rovsing  has  found  that  the  prolapsed  stomach, 
dragging  on  the  esophagus,  interferes  with  swallowing  to  such  a 
marked  degree  in  some  cases  that  they  are  sent  to  me  for  stricture  of 
the  esophagus.  Hematemesis  may  be  marked;  this  is,  probably, 
the  result  of  swelling  and  stasis  in  the  mucous  membrane  of  the 
stomach  when  it  is  creased  and  folded.  He  also  thinks  that  many 
cases  of  hour-glass  stomach  are  due  to  this  bending  and  folding  of 
the  displaced  stomach.  He  feels  that  his  theory  is  strengthened  by 
the  fact  that  ulcers  are  found  equally  frequent  in  men  and  women, 
and  that  hour-glass  stomach  is  so  rarely  found  in  man  that  it  may  be 
called  a  woman's  disease. 

Maternal  Gastrocoloptosis. — This  form  is  found  in  women  whose 
abdomens  have  become  relaxed  and  distended  from  past  pregnancies. 
The  support  is  lost  which  was  given  the  subdiaphragmatic  organs  by 
the  tense  abdominal  muscles  pressing  on  the  air-filled  intestines. 
In  strong  women  the  ptosis  may  not  occur,  but  in  the  less  robust 
there  is  usually  a  slow  subsidence  of  the  stomach  and  colon  following 
the  first  pregnancy;  and  this,  gradually,  gets  worse.  In  maternal 
ptosis  the  stomach  symptoms,  pain  and  vomiting,  are  very  much  less 
than  in  the  virginal  ptosis,  as  the  organs  have  more  room  and  are 
not  pressed  upon  by  the  abdominal  muscles.     In  the  maternal  ptosis 
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constipation  and  its  consequences  are  the  most  prominent  symptoms. 
Autointoxication  begins  to  be  seen.  The  patient  becomes  emaciated 
and  sallow;  suffers  from  headache,  has  the  sensation  of  something 
subsiding  in  the  abdomen  and  a  feeling  of  fatigue  across  the  loins. 
The  weight  of  the  subsiding  organs  on  the  cardia  causes  a  constant 
pain  in  the  left  side  of  the  epigastrium,  and  there  may  be  difficulty  in 
swallowing.  All  symptoms  improve  when  the  patient  is  put  to  bed, 
and  return  when  the  patient  is  allowed  to  be  up  and  about. 

Treatment.- — Belts  that  raise  the  viscera  may  be  of  benefit  in  mater- 
nal ptosis;  but,  owing  to  the  stiff  abdominal  muscles,  the  belts  do 
very  little  good  in  the  cases  of  virginal  ptosis.  Rovsing  thinks  the 
operation  offers  the  best  results  in  all  cases  of  virginal  ptosis. 

Rovsing's  Operation. — An  incision  is  made  through  the  upper  part 
of  the  right  rectus  muscle.  Three  rows  of  sutures  are  introduced  on 
the  anterior  surface  of  the  stomach  parallel  with  the  lesser  curvature 
running  from  the  cardial  end  down  to  within  about  2  or  3  inches 
of  the  pylorus;  these  sutures  take  up  part  of  the  musculature  of  the 
stomach,  and  the  rows  are  about  ^^  inch  apart;  the  ends  are  left 
long,  and  are  threaded  on  a  cutting  needle  and  passed  from  within 
out  through  the  whole  thickness  of  the  abdominal  wall;  those  on  the 
left  side  emerge  close  to  the  costal  margin,  and  those  on  the  right  side 
at  a  lower  level  to  the  right  of  the  incision;  the  anterior  surface  of 
the  stomach  is  scarified  with  a  fine  needle  to  insure  adhesion  to  the 
peritoneum.  If  the  liver  is  low,  the  suspensory  ligament  is  short- 
ened, and  then  the  prolapsed  colon  is  attached  to  the  lower  border  of 
the  stomach  by  linen  sutures,  shortening  the  omentum  slightly. 
Heavy  linen  sutures  are  used  in  the  stomach  and,  after  the  abdominal 
wound  is  closed  in  layers,  the  suspension  sutures  are  tied  over  a 
piece  of  glass  or  square  tin  needle  box  covered  with  gauze.  The 
sutures  are  left  in  for  four  weeks,  when  the  patient  is  allowed  to  leave 
the  bed.  Rovsing  reports  256  cases  of  which  163  were  operated  at 
his  cKnic: 

Per  cent. 

Complete  cures 162  63 .  2 

Great  improvement ^^  12.8 

Improved 18  7.0 

Slight  improvement  or  no  change 32  12.8 

Deaths 11  4.6 

Only  three  (or  1.17  per  cent.)  of  the  eleven  deaths  were  actually 
caused  by  the  operation;  in  the  other  cases  death  was  due  to  tuber- 
culosis of  the  lungs,  pneumonia,  and  other  similar  causes. 

In  some  of  Rovsing's  cases,  where  the  upper  abdomen  was  very 
small,  he  increased  the  intraabdominal  space  by  turning  over  a  flap 


280    torrakce:  rovsing's  operation  for  gastrocoloptosis 

from  the  rectus  muscle  and  fascia  on  either  side  and  suturing  the 
flaps  instead  of  the  original  incision.  Where  there  is  marked  hepato- 
ptosis,  he  shortens  the  suspensory  ligament  of  the  liver  and  sutures 
the  liver  to  the  diaphragm.  In  four  cases  he  was  compelled  to 
resect  the  left  lobe  of  the  liver  before  he  could  successfully  perform 
Gastropexy.  In  some  cases,  he  has  found  it  necessary  to  do  a  Neph- 
ropexy, and  in  some  cases  both  kidneys  had  to  be  fixed. 

Case  I. — Unmarried  girl;  aet.  twenty;  has  always  been  delicate; 
menses  began  at  thirteen,  irregular.  Three  years  ago  she  began  to 
suffer  with  constipation,  headache,  backache,  and  pain  in  region  of 
the  appendix.  Patient  has  a  dull  pain  in  right  side  almost  con- 
stantly. Attacks  become  acute,  at  times,  and  are  accompanied  by 
fever,  nausea  and  vomiting.  Purgatives  are  constantly  taken  to 
relieve  the  bowels.  The  appendix  was  removed  two  years  ago;  but 
there  was  no  relief.  A"-ray,  after  bismuth  meal,  showed  ptosis  of 
stomach  and  colon.  Patient  has  been  confined  to  bed  almost  con- 
stantly for  several  months,  and  is  an  invalid.  Appetite  very  poor; 
complexion  muddy;  very  nervous  and  depressed;  slight  elevation  of 
temperature  almost  daily. 

Rovsing's  operation  advised.  Under  ether,  an  incision  was  made 
through  the  right  rectus  muscle  above  the  navel.  The  cecum  was 
somewhat  dilated,  and  was  narrowed  by  suturing  two  longitudinal 
bands  together.  Three  rows  of  hea\y  linen  sutures  were  introduced, 
across  the  anterior  surface  of  the  stomach,  taking  a  deep  bite  of  the 
stomach  wall  and  passing  beneath  some  of  the  larger  vessels  in 
places.  The  colon  was  sutured  to  the  lower  border  of  the  stomach 
with  heavy  catgut.  The  ends  of  the  stomach  sutures  were  then 
threaded  on  cutting  needles  and  passed  from  within  out  through  the 
whole  thickness  of  the  abdominal  wall — those  on  the  left  side  near 
the  costal  margin  and  on  a  higher  level  than  those  on  the  right.  The 
anterior  surface  of  the  stomach  was  then  scarified  with  a  needle  to 
insure  strong  adhesions  to  the  abdominal  wall.  The  abdominal 
wall  was  closed  in  layers  and  the  fixation  sutures  were  then  tied  over 
a  small  tin  needle  box  wrapped  with  gauze. 

The  deeply  placed  sutures  in  the  stomach  wall  caused  marked 
irritation.  She  was  very  nervous,  very  much  nauseated,  and  vom- 
ited constantly  for  three  or  four  days.  The  vagus  nerve  terminals 
were  evidently  caught  in  some  of  the  sutures,  causing  slowing  of 
respirations,  at  times,  to  four  or  five  per  minute.  She  was  placed  on 
a  bed  rest  and  experienced  some  relief.  After  five  or  six  days  all 
this  disturbance  cleared  up;  she  began  to  eat  well  and  gained  her 
strength  rapidly.  Within  two  weeks  the  bowels  moved  daily 
without  purgatives,  which  had  not  occurred  before  for  years.  She 
reported  recently  that  she  was  well  and  strong  and  had  not  taken  a 
dose  of  medicine  in  six  months.  Her  skin  is  clear  and  her  appetite 
good.  She  is  bright  and  happy  and  not  at  all  depressed.  Her  weight 
was  82  pounds  when  operated  upon,  and  now  weighs  120  pounds. 
Operation  two  years  ago. 

Case  II. — Male;  aet.  thirty.     Good  health  up  to  ten  years  ago, 
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when  he  became  very  constipated;  suffered  with  digestive  disturb- 
ance and  pain  in  epigastrium;  had  appendix  removed  three  months 
ago,  hoping  to  be  reUeved  of  this  and  the  constipation.  His  condi- 
tion has  been  decidedly  worse  since  this  operation;  constipation 
very  marked;  at  times  his  physician  had  to  resort  to  the  use  of  croton 
oil  to  get  bowels  to  move.  Color,  cachectic;  unable  to  eat;  when 
much  constipated,  temperature  would  be  elevated  3°  or  4°;  headache; 
pain  in  abdomen;  lost  20  or  30  pounds,  and  is  unfit  for  any  kind 
of  work.  Bismuth  meal  :j;-ray  shows  a  ptosis  of  stomach  and  colon. 
Hemoglobin  65  per  cent.,  w.b.c.  4000,  r.b.c.  4,800,000;  polymorphonu- 
clears 80  per  cent.;  Widal  negative;  Wassermann  negative. 

Operation  November,  19 13.  Rovsing's  fixation  of  stomach  and  co- 
lon. Suspensory  ligament  of  the  liver  shortened  about  i3>^  inches. 
Appetite  began  to  improve  at  once,  and  was  eating  full  diet  within 
two  weeks;  constipation  was  very  much  improved.  He  was  kept  in 
bed  four  weeks.  Gained  30  pounds  in  three  months.  His  skin 
cleared  up;  is  now  at  work;  and,  to  all  appearances,  in  perfect  health. 

Case  III. — Operation  July,  1914.  Male;  aet.  thirty-four;  city 
detective;  general  appearance  indicates  good  health.  For  past  two 
years  very  constipated;  has  pain  in  left  side  of  abdomen;  hands  and 
feet  numb;  severe  headaches,  has  attacks  every  two  or  three  weeks 
and  has,  practically,  given  up  his  work.  X-ray  with  bismuth  meal 
shows  ptosis  of  stomach  and  colon.  Under  ether,  stomach  and  colon 
elevated.  Was  more  comfortable  immediately  after  the  operation; 
kept  in  bed  four  weeks,  and  received  a  Hberal  diet.  Constipation 
disappeared  completely.  He  reports  his  health  is  fully  restored  and 
is  doing  hard  work  on  city  detective  force. 

Case  IV. — Female;  aet,  thirty- three;  two  children,  twelve  and  nine 
years  respectively.  Menses  began  at  fourteen,  and  has  not  been 
well  since.  Very  much  constipated;  backache;  digestive  disturb- 
ance; gas  and  sour  stomach;  very  nervous;  has  some  pehdc  trouble 
also.     X-ray  shows  ptosis. 

Operation. — Incision  through  rectus  muscle  opposite  navel.  Uter- 
ine ligaments  shortened  and  appendix  removed.  Stomach  and  colon 
elevated  (gastropexy).  Constipation  and  nervousness  .have  disap- 
peared. Color  is  good;  her  health  is  better  than  it  has  been  since 
she  was  a  girl. 

Case  V. — Female;  aet.  fifty;  strong  and  well  as  a  girl;  married 
nine  years;  one  child;  has  not  been  well  since.  Chief  symptoms 
nausea  and  vomiting  after  meals;  expels  about  half  of  each  meal. 
Constipation  not  marked.  Stomach  and  colon  found  to  be  prolapsed, 
and  Rovsing's  operation  was  performed. 

She  would  pull  her  dressings  off  every  day,  and  had  a  slight  infec- 
tion around  the  sutures  used  to  suspend  the  stomach;  but  these 
healed,  and  results  were  quite  satisfactory.  She  remained  in  the 
hospital  about  two  months,  appetite  improved,  gained  some  flesh, 
and  her  condition  was  decidedly  better  when  she  left  the  hospital. 

Case  VI. — Married  woman;  aet.  forty;  very  relaxed  abdominal 
walls;  has  been  in  bad  health  for  four  or  five  years;  some  constipa- 
tion, nausea  and  vomiting;  vague  abdominal  pains,  more  marked  in 
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right  side,  considerable  emaciation;  very  nervous;  somewhat  hys- 
terical. Appendix  was  removed  about  a  year  previously,  and  her 
condition  has  been  worse  since  then. 

Rovsing's  Operation. — Stomach,  colon  and  liver  very  low.  Suspen- 
sory Ugament  of  Hver  shortened  about  aj^^  inches.  Upper  surface 
of  Uver  scarified  to  encourage  adhesions  with  the  diaphragm.  Su- 
tures removed,  and  patient  discharged  from  hospital  very  much 
improved  at  the  end  of  four  weeks. 

Case  VII.- — School  girl;  aet.  eighteen;  has  not  been  well  since 
entering  high  school  three  and  a  half  years  ago.  Complains  of  pain 
in  right  side;  of  backaches,  headaches,  constipation,  nausea,  and 
cardialgia;  has  lost  15  or  20  pounds  in  the  past  year.  Sallow  com- 
plexion; mitral  systolic  murmur.  Skiagraph  shows  marked  ptosis 
of  the  stomach  and  colon.  Rovsing's  operation.  Patient  made  a 
rapid  recovery  and  gained  20  pounds  in  six  months.  Constipation 
completely  relieved;  complexion  clear  and  fresh,  and  all  nervous 
symptoms  have  disappeared. 

Case  VIII.- — -Female;  aet.  thirty-six;  one  child  sixteen  years  old. 
Trouble  began  ten  years  ago.  Suffers  from  indigestion,  smothering 
spells,  constipation  (bowels  never  move  without  purgatives),  and  is 
very  nervous.  Color  bad,  very  toxic;  lost  30  pounds  in  six  months; 
appendix  removed  two  years  ago;  general  condition  much  worse 
during  past  year.  jNIentally  affected.  Complains  of  pain  in  left  side 
along  esophagus.  She  is  a  small,  slender  woman  (virginal  type). 
Skiagram  showed  marked  ptosis  of  the  stomach  and  colon.  Rovsing's 
operation  was  performed  under  gas-oxygen.  High  rectus  incision. 
Adhesions  of  the  omentum  to  the  appendix  scar.  Liver  very  low; 
author's  "round  Ugament"  operation  was  done  to  shorten  the  sus- 
pensory ligament;  cecum  infolded.  Rapid  recovery  showed  marked 
improvement  within  two  weeks ;  she  was  given  full  diet.  Constipation 
cured,  complexion  normal  and  all  nervous  symptoms  have  been 
relieved.  Patient  has  gained  40  pounds  in  five  months  and  says  she 
feels  perfectly  well. 

Case  IX.— Miscarriage  two  years  ago,  followed  by  infection. 
Operation  eight  months  ago  when  pus  tubes  and  appendix  removed; 
has  been  much  worse  since  this  operation;  is  very  constipated;  con- 
stant belching;  very  nervous;  pain  in  epigastrium  and  back;  nausea. 
Skiagram  shows  a  much  dilated  stomach  and  ptosis  of  the  organ 
and  to  within  an  inch  of  the  symphysis  pubis.  A  third  of  meal  is 
found  in  stomach  after  six  hours.  Rovsing's  operation.  Liver 
very  low;  author's  "round  ligament"  operation  performed  to  elevate 
the  liver;  cecum  infolded.  The  wound  became  infected,  but  healed 
by  granulation  without  hernia.  Patient  is  well  and  strong  five 
months  after  the  operation.  She  is  completely  relieved  of  the  con- 
stipation and  other  stomach  symptoms,  and  has  gained  weight. 
This  patient  is  a  full-blooded  negress  and  is  the  only  case  I  have 
seen  in  the  black  race. 

Case  X. — Female;  aet.  twenty-five;  nausea  and  vomiting  almost 
daily  for  five  years;  very  constipated;  very  nervous  and  hysterical; 
complexion  good;  fairly  w^ell  nourished.     Much  worse  for  the  past 
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few  months;  has  been  kept  in  bed  for  two  weeks  and  continues  to 
vomit.  Test  meal  shows  absence  of  HCl.  Appendix  was  removed 
several  years  ago.  Rovsing's  operation  was  performed  under  gas- 
oxygen  anesthesia.  Ptosis  of  stomach  not  marked.  Colon  very 
long  and  very  low.  The  colon  was  sutured  to  the  stomach,  and  the 
stomach  was  fixed  in  the  usual  way  to  support  the  colon.  Sigmoid 
very  long  and  large.  Baldy- Webster  operation.  All  nervous  symp- 
toms have  disappeared;  nausea  and  vomiting  has  been  relieved,  and 
patient  is  back  at  work  keeping  books  for  a  large  retail  house,  four 
months  after  operation.  She  seems  strong  and  well  but  is  somewhat 
constipated  because  of  the  elongated  sigmoid. 

Case  XI.^ — -Female;  aet.  twenty-one.  Has  been  troubled  with 
nausea  and  vomiting  since  menstruation  began  at  the  age  of  fourteen. 
Vomits  evening  meal  almost  daily;  cardialgia;  emaciation  and  color 
bad.  Skiagram  shows  colon  and  stomach  below  the  brim  of  the 
pelvis.  Rovsing's  operation  and  appendectomy.  Four  months 
after  operation  all  symptoms  of  constipation  and  vomiting  were 
relieved.  Her  complexion  is  clear  and  ruddy.  She  eats  anything 
she  wishes  and  is  gaining  strength  and  weight. 

Case  XII. — Female;  aet.  thirty-six;  one  child,  eight  years  old;  no 
abdominal  relaxation;  very  constipated;  has  always  had  headaches; 
is  extremely  nervous,  and  worse  since  birth  of  child.  Pain  more 
marked  over  cecal  region.  Fluoroscopic  examination  shows  stomach 
well  below  brim  of  the  pelvis;  cecum  dilated  and  colon  very  low. 
Under  gas-oxygen  Rovsing's  operation  and  appendectomy;  cecum 
pleated  over;  patient  made  rapid  recovery.  Headaches  and  con- 
stipation completely  relieved  five  months  after  operation;  gained 
25  pounds  and  is  practically  free  from  nervous  symptoms  and  feels 
well. 

Case  XIII. — Female;  aet.  sixty.  Practically  bed-ridden  for  ten 
years;  constipation  marked;  left-sided  abdominal  pain;  left  kidney 
was  removed  three  years  ago;  much  worse  since  the  operation.  Ab- 
domen extremely  tender.  Skiagraph  shows  stomach  and  colon 
filling  the  pelvis.  Rovsing's  operation.  Author's  "  round  ligament" 
operation  was  done  to  elevate  the  liver.  Left  lobe  of  the  liver  very 
low  and  was  sutured  to  the  diaphragm  by  through-and-through 
sutures  of  chromic  catgut.  Constipation  completely  relieved;  com- 
plexion good;  has  gained  20  pounds,  and  is  very  much  improved  five 
months  after  operation. 

Case  XIV. — Female;  aet.  thirty;  principle  symptoms — pain, 
nausea,  vomiting  and  constipation.  Rovsing's  operation.  Stomach 
and  colon  were  both  very  low.  She  has  gained  considerable  flesh 
since  the  operation  and  is  relieved  of  the  constipation;  but  as  only 
a  few  months  have  elapsed  since  the  operation,  we  look  for  much 
more  improvement. 

Case  XV. — Female;  aet.  thirty-two.  Symptoms:  marked  consti- 
pation, pain  in  left  side,  nausea  and  vomiting,  loss  of  weight,  marked 
nervousness  and  cachexia.  Four  months  pregnan.  Skiagrams  show 
a  marked  ptosis  of  the  stomach  and  colon.  Rovsing's  operation 
with  author's  "round  ligament"  operation  for  the  elevation  of  the 
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liver  and  removal  of  the  appendix.  Four  months  after  operation 
she  has  gained  40  pounds.  Is  completely  reUeved  of  the  constipation 
and  all  nervous  symptoms,  and  is  not  disturbed  by  the  pregnancy. 

Case  XVI. — Female;  aet.  thirty;  has  suffered  with  constipation, 
sick  headaches,  nausea  and  vomiting  for  a  number  of  years;  Rovsing's 
operation  appendectomy  and  the  cecum  pleated  over.  Two  months 
and  a  half  after  operation  she  has  been  relieved  of  the  constipation, 
headache,  nausea  and  vomiting.  She  is  taking  on  some  flesh  and 
is  rapidly  regaining  her  normal  condition. 

Case  XVII. — Female;  aet.  forty-five.  Symptoms  began  two  and 
a  half  years  ago  -^dth  indigestion,  severe  left-sided  pain,  marked 
constipation  and  some  emaciation.  A^-ray  picture  shows  a  ptosis 
of  the  stomach  with  a  suggestion  of  an  hour-glass  contraction. 
Rovsing's  operation  with  some  repair  of  a  pelvic  condition  was  per- 
formed. She  is  relieved  of  the  constipation  and  the  other  symptoms 
are  improving,  but  the  operation  is  of  too  recent  date  to  show  the 
full  benefit  to  be  derived  from  it. 


WOUND  DRESSINGS.* 

BY 
DOUGLAS  H.  STEWART,  M.  D.,  F.  A.  C.  S., 

New  York. 

In  order  to  study  wound  healing,  the  writer  of  this  paper  took, 
charge  of  a  surgical  clinic  which  furnished  a  minimum  of  twenty 
septic  patients  per  day  with  as  many  additional  ones  as  he  could 
attend  in  the  time  at  his  disposal.  Unhealed  laparotomies  and 
other  operative  wounds,  gangrene,  burns,  lacerations,  contusions, 
punctures,  incisions,  railroad,  machinery  and  traffic  accidents  and 
their  consequences  would  make  up  most  of  the  list  of  cases.  A 
battlefield,  after  a  cavalry  charge,  would  give  a  fair  picture  of 
the  state  of  things  which  was  encountered.  For  there  the  least 
injuries  would  be  those  inflicted  by  the  saber  and  rifle,  but  human 
flesh  would  be  smashed  out  of  semblance  by  the  flying  and  con- 
taminated hoofs  of  the  troophorses,  or  would  be  crushed  and 
poisoned  by  the  mud-befouled  rim  of  the  rolling  wheel  of  the  light 
artillery,  and  of  the  ammunition  wagon. 

Many  septic  cases  came  together,  because  experience  with  non 
adherent  bandages  resulted  in  one  appreciative  patient  bringing 
some  injured  friend  with  him  on  his  return  to  the  clinic.  To 
quote  a  nurse  "The  nonstickers  became  stickers,"  meaning  that 
the  patients  remained  under  observation  until  recovery  was  com- 
plete. Those  who  did  wander,  as  such  people  invariably  do,  only 
required  to  have  an  adherent  dressing  torn  ofl"  an  unhealed  wound 

*Read  by  title  at  the  2Sth  Annual  Meeting  of  the  A.  A.  O.  &  G.  at  Pitts- 
burg, Sept.,  1915. 
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in  some  other  clinic,  or  elsewhere,  and  they  came  back  without 
hesitation. 

Boils  and  carbuncles  furnished  three  essentials  for  study,  viz., 
infection,  suppuration  and  necrosis.  To  make  two  boils  grow  where 
one  grew  before,  or  to  make  a  ring  of  satellites  about  a  center,  one 
had  but  to  scratch  the  adjacent  skin,  cover  with  a  flaxseed  poultice 
and  leave  the  rest  to  nature.  They  proved  to  be  excellent  examples 
of  local  pyogenia,  which  was  aggravated  or  endurable  according  to 
a  bad  or  good  bodily  state.  A  number  of  able  surgeons  have  con- 
sidered that  the  application  of  a  chemical  antiseptic  to  an  infected 
wound  is  of  small  value;  to  this  I  agree,  at  least  to  this  extent: 
In  my  experiments  any  antiseptic  which  would  not  arrest  a  boil  was 
not  considered  worth  trying  in  the  depths  of  an  infected  wound, 
and  its  laboratory  antiseptic  index  proved  to  be  but  a  poor  guide  to 
its  clinical  employment,  if  its  application  irritated,  and  thus  has- 
tened, the  course  of  a  boil.  To  quote  one  of  the  House  Staff:  "If 
you  get  a  boil  with  your  antiseptics  you  get  it  quick,  or  you  don't 
get  it."  His  meaning  is  quite  correct.  Anyone  who  is  treating  an 
infection  is  either  making  it  better  or  worse. 

Consumers  of  large  quantities  of  cheese  almost  invariably  went 
to  the  bad,  when  they  left  the  hospital  for  home.  Both  boils  and 
wounds  seemed  to  resent  this  article  of  diet.  Its  heavy  charge  of 
nitrogen,  or  something  else,  acted  disadvantageous^  despite  all 
and  numerous  favorable  reports  upon  its  great  food  value.  Lemon 
juice  and  orange  juice  were  beneficial  both  locally  and  internally. 
Mineral  acids,  calcium  sulphide,  etc.,  gradually  were  supplanted 
by  the  old-fashioned  syrup  hypophosphite  compound  cum  ferro, 
and  this  appeared  to  deserve  the  high  repute  in  which  it  was 
held  by  our  forefathers.  When  lemon  juice  with  soda  bicarbonate 
(or  citrate  of  soda  plus  carbonic  acid)  stopped  a  boil  after  bichloride 
had  scored  a  failure,  then  one  was  shocked,  and  the  idea  was  brought 
home  that  possibly  the  "Antiseptic  Index,"  as  compiled  from  the 
findings  of  the  test-tube  and  Petri  dish,  might  read  backward  when 
tried  at  the  bar  of  clinical  experiment  and  upon  septic  human 
flesh. 

If  the  patient  must  return  to  a  tenement  house  environment, 
before  recovery  is  absolute,  then  the  nearer  the  operator's  incision 
approaches  the  vertical,  the  better.  Infected  Pfannenstiel  incisions 
proved  slow  of  healing.  Celluloid  linen  irritated  tissues  much  more 
than  plain  material.  Large  sizes  of  catgut  were  a  nuisance.  The 
Pagenstecher  ligature  could  usually  be  lifted  up,  the  loop  cut  and 
the  whole  pulled  out,  but  the  catgut,  when  macerated,  would  fre- 
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quently  leave  unobtainable  pieces  behind.  One  woman  said  that 
the  silkworm-gut  stitches  in  her  cervix  had  been  there  for  a  year. 
They  were  removed  and  apparently  had  not  caused  any  trouble. 
Union  was  good.  Two  laparotomies  cast  out  silk  stitches  months 
after  an  apparent  healing.  Finer  or  firmer  cicatrices  could  not 
reasonably  be  expected.  Wounds  with  their  blood-vessels  ligated 
with  catgut  and  the  whole  closed  with  silk  in  every  instance  showed 
deep  infection  first  and,  presumably,  it  started  in  the  catgut,  but 
whether  the  catgut  was  plain  or  antiseptic  there  was  no  way  of 
determining. 

Tracing  the  source  of  things  with  patients  coming  from  different 
hospitals,  cities  and  states  proved  futile  and  was  early  abandoned. 
This  paper  gives  findings,  merely.  The  use  of  absorbent  suture 
material  is  something  each  operator  must  settle  for  himself.  I 
am  using  catgut,  but  am  also  looking  for  the  arrival  of  a  day  when  its 
use  will  be  abandoned,  possibly  with  the  same  rapidity  which 
marked  its  adoption.  If  linen  thread  is  treated  by  frying  at  340°  F. 
or  over,  or  small-sized  catgut  is  immersed  in  biniodid  of  mercury, 
iodin,  glycerin,  and  alcohol  for  thirty  or  forty  days,  there  is  no  fear 
of  their  containing  germs.  It  may  be  easily  anticipated  that  those 
germs  which  can  withstand  boiling,  in  spore  form,  do  not  stand  an 
additional  130°  of  heat.  All  stitch  fistulae  and  postoperative  herniae 
followed  the  use  of  catgut,  the  all  but  universal  use  of  which  rendered 
contrast  with  other  material  impossible. 

Three  things  tended  to  prevent  primary  union:  i.  Stitch  traction 
with  more  or  less  necrosis.  2.  Irritation,  including  the  caustic  and 
tanning  powers  of  iodin.  3,  Healing  tissues  are  embryonic  and 
fair  game  for  infection  or  malignancy. 

As  to  the  first.  It  is  hard  to  understand  why  someone  has  not 
used  Dr.  Alfred  H.  Gould's  reverse  mattress  stitch  to  close  fascia 
or  aponeurosis  (see  Operations  on  the  Intestines,  page  85,  for 
description).  The  needle  is  inserted  twice  toward  the  incision  and 
twice  away  from  it.  The  result  is  a  sort  of  square  purse  string  that 
will  not  pucker,  but  pulls  flat.  In  other  words,  it  is  a  perfect  rein- 
forcement to  the  central  stitches.  In  regard  to  No.  2.  Let  anyone 
make  two  cuts  or  incisions,  paint  one  with  tincture  of  iodin  and  the 
other  with  boiled  water.  Barring  infection,  that  person  will 
discover  that  the  iodin  test  does  very  well,  indeed,  if  it  only 
takes  twice  as  long  to  heal  as  the  other.  Iodin  tanning  is  some- 
thing like  the  mechanical  device  called  the  pulley — speed  is  sacrificed 
for  efficiency.  Suppose  water  containing  20  per  cent,  of  glycerin 
be  used  to  dilute  the  tincture  of  iodin  to  '^ioi  the  latter  in  §  i  of  the 
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mixture,  then  we  find  the  tissues  no  longer  becoming  stiff  and  friable 
after  its  application.  Suppose,  again,  that  we  have  added  calomel 
one  part  to  tincture  of  iodin  looo  parts.  Just  what  the  chemical 
result  is,  is  a  matter  of  difference  of  opinion  on  account  of  the  pres- 
ence of  potassium  iodid.  It  has  been  called  a  biniodid  of  mercury, 
a  tetraiodid,  etc.,  but  the  germicidal  power  is  increased  tenfold 
for  clinical  or  wound  work  and  twentyfold  for  laboratory  or  test- 
tube  work.  This  does  not  mean  that  it  is  inefficient  in  weaker 
solutions,  because  it  is  efiicient,  but  the  figures  are  easy  and  con- 
venient to  use.  Let  the  skin  wound  be  filled  with  the  aforesaid 
solution  just  before  fastening  the  subcutaneous  stitch.  Then 
fasten  that  stitch,  wash  all  off  with  a  saturated  solution  of  perborate 
of  soda  and  make  the  outlook  for  primary  union  excellent. 

Some  wounds  refuse  to  heal  until  peroxid  cleansing  is  discontinued. 
The  offending  element  in  the  commercial  solution  of  peroxid  appears 
to  be  sulphuric  acid,  a  preservative  addition.  At  least  dry  red- 
edged  wounds  are  sequential  upon  the  application  of  dilute  sulphuric, 
and  absent  when  the  H2O2  solution  is  neutralized  with  bicarbonate 
of  soda. 

Patients,  said  to  be  95  per  cent,  well  when  sent  home  from  various 
hospitals,  had  applied  iodin  or  peroxid,  or  both,  for  various  periods 
up  to  ninety  days  and  then  they  came  into  my  hands  with  skin 
tanned  or  destroyed,  with  the  depths  of  their  wounds  furnishing  a 
purulent  discharge  or  with  gaping  cuts  filled  with  fungoid  granula- 
tions. Prima  facie  appearances  warranted  the  query:  "If  no 
antiseptic  had  been  employed  would  the  ultimate  results  not  have 
been  better?"  It  is  easy  to  fill  a  wound  with  the  peroxid  solution 
and,  upon  a  probe  introduced  right  through  the  bubbling  mass, 
obtain  vigorous  cultures.  The  solution  is  only  a  cleanser  and,  if 
neutralized  just  before  using,  does  not  do  much  damage.  But 
ask  any  genitourinary  man  what  a  pleasant  time  he  has  in  cleaning 
up  after  a  general  practitioner  has  thoroughly  and  persistently  used 
H2O2  in  the  male  urethra.  Ask  him  which  has  made  that  urethra 
the  sorer,  the  remedy  or  the  infection? 

A  chemist,  engaged  in  the  manufacture  of  bleaching  materials, 
brought  to  my  ofl&ce  everything  he  required  to  make  peroxid.  We 
spent  three  evenings  in  our  endeavors  to  sterilize  our  purposely 
contaminated  hands.  We  did  not  find  an  appreciable  difference 
between  tests  and  controls  when  our  cultures  were  developed.  But 
we  did  run  the  strengths  of  our  solutions  up  to  the  limits  of  our  skin 
tolerance;  the  bleaching  power  was  good,  the  antiseptic  influence 
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nil.  Cleaning  up  an  iodin-painted  wound  with  H2O2  does  make  for 
healing  by  washing  away  the  excess  of  iodin,  not  otherwise. 

As  to  statement  No.  3.  Immediate  union  is,  probably,  impossible 
of  acquirement,  but  the  chances  of  its  occurrence  are  increased  if 
the  dresser  is  as  careful  in  his  technic  as  was  the  operator.  Lymph 
coagulated  by  iodin  may  form  a  shield,  but  not  a  union  any  more 
than  lymph,  entangled  in  the  meshes  of  gauze  and  then  torn  off,  can 
make  a  true  seal  for  any  wound.  Attempts  at  asepsis  which  are 
not  backed  up  by  a  trained  and  disciplined  staff  working  with 
intelligence,  in  a  favorable  environment,  are  delusions,  snares  and 
myths.  Antisepsis  may  be  brought  about  by  clumsy  or  careless 
fingers.  Asepsis  never  can  be  unless  by  pure  chance.  In  short, 
the  precautions  of  the  dresser  must  never  fall  below  the  level  of  the 
operating-room  standard;  or  if  they  do  so  fall,  asepsis  should  be 
abandoned  and  antisepsis  initiated. 

Packages  of  wipes  of  the  usual  size  may  be  fried  for  twenty 
minutes,  laid  on  a  sterile  tray  and  only  unwrapped  after  the  opera- 
tion is  completed  and  the  final  wound  cleansing  with  perborate  of 
soda  is  begun.  Then  any  number  of  such  sterile  (175°  C.)  wipes 
may  be  placed  in  contact  with  and  about  the  closed  and  cleaned 
incision.  Powders,  such  as  thymol  iodid  (aristol),  are  neither 
necessary  nor  objectionable,  and  the  wound  may  be  left  undisturbed 
until  the  eleventh  day;  or,  inasmuch  as  the  fried  gauze  does  not 
stick  nor  its  removal  tear  off  the  scab,  the  dressings  may  be 
removed  and  the  wound  dressed  with  the  iodin,  calomel,  glycerin 
solution  on  the  third,  fifth,  seventh,  ninth  and  eleventh  days.  The 
former  is  good,  though  called  the  ''lazy  man's  way;"  the  latter 
gives  equal  results  because  of  the  nonadherent  bandage.  Choice 
seems  a  matter  of  indifference  and  union  is  obtained  with  either 
method.  Because  iodin  is  widely  used,  I  wish  to  know  the  best  way 
to  use  iodin,  but  far  be  it  from  me  to  blow  a  trumpet  for  iodin.  Nor 
do  I  expect  anyone  to  admit  that  his  results  are  any  better  to-day 
than  they  were  in  his  pre-iodin  days.  The  men  who  are  using  iodin 
are  so  wedded  to  it  that  the  suggestion  of  any  other  substance  might 
involve  a  neglect  of  the  powerful  factor  of  personal  equation,  which 
makes  a  first-class  man,  using  a  familiar  but  second-class  method, 
more  than  equal  to  a  second-class  man  employing  unskilfully  a  first- 
class  method.  Perhaps  the  answer  to  all  such  questions  may  be 
found,  as  suggested  elsewhere,  in  experimentation  with  boils  rather 
than  with  test-tubes. 

A  mere  surface  disinfection  and  healing  may  permit  the  disad- 
vantage of  an  unchecked  germ  propagation  in  the  depths  of  a  wound. 
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A  nonfistuloid  and  altogether  better  condition  of  affairs  would  be 
obtained  by  maintaining  an  open  wound  from  the  very  start. 
Chemistry  is  not  our  only  guide.  Dr.  Sexton  had  any  number 
of  infected  vaccinations  in  the  Willard  Parker  Hospital  and  found 
the  local  application  of  bacterins  the  very  best  method  of  treatment. 
This  works  well  upon  septic  wounds,  but  the  cost  prevented  my 
making  more  than  a  few  dozen  applications  (exact  number,  seventy- 
five). 

Alantoin  is  wonderful  as  a  wound  healer  even  though  not  at  all 
a  chemical  antiseptic.  Its  employment  is  simply  a  putting  of  the 
active  principle  of  embryonic  tissue  upon  embryonic  tissues.  It 
acts  as  though  it  made  the  wound  furnish  its  own  antibodies  and 
thus  clean  itself.  Strange  to  say,  irritation  or  its  absence  does  not 
sum  up  the  whole  matter,  for  i  to  3000  of  nitrate  of  silver  either 
in  kaolin  or  water  is  an  irritant  antiseptic  and  yet,  at  the  same 
time,  a  stimulator  of  the  healing  processes. 

Summary. — Fried  ligatures,  drains,  pads,  etc.,  do  not  adhere  to 
wounds. 

The  nonadhesion  allows  of  unlimited  wound  inspection  and  fosters 
healing. 

The  best  way  to  treat  wounds  may  be  easily  discovered  by 
experimentation  with  boils. 

If  one  wishes  to  use  iodin,  add  calomel  i  to  1000  to  the  tincture 
and  5  i  of  this  mixture  and  an  equal  part  of  glycerin  to  5  i  of  water. 
This  will  prevent  tanning  and  will  permit  penetration  of  the  tissues. 

If  the  patient  has  iodin  idiosyncrasy,  or  if '  for  any  reason 
the  wound  does  not  do  well,  then  abandon  iodin  at  once  and  sub- 
stitute I  to  5000  nitrate  of  silver  or  anything  else  that  you  deem  its 
equal. 

There  is  just  as  much  difference  in  the  wound  healing  of  two 
different  patients  as  there  is  in  two  pneumonias,  two  typhoids,  or 
two  gouts. 

Routine  treatment  may  be  all  right,  but  frequently  it  is  not; 
therefore,  if  the  patient  is  to  use  H2O2  plus  iodin,  the  results  to  be 
anticipated  from  his,  or  her,  own  personal  application  are  either  good 
or  deplorable;  there  seems  to  be  no  middle  course. 

128  West  Eighty-sixth  Street. 

Addenda. — This  paper  has  been  cut  to  less  than  half  of  its  original 
length  and  there  is  an  impression  that  possibly  the  most  valuable 
part  has  been  pruned  away.  Special  reference  is  made  to  three 
cases  of  iodin  idiosyncrasy  which  are  here  omitted.     It  is  enough  to 
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say  about  this  rare  condition  that  it  does  not  at  all  resemble  the 
iodism  of  the  iodids  (potash  and  soda);  it  is  usually  mistaken  for 
surgical  scarlet  fever;  it  does  not  appear  to  attack  the  throat,  hands 
or  feet  even  while  the  exfoliation  upon  arms,  legs  and  body  is  marked, 
and  it  followed  the  application  of  the  U.  S.  P.  tincture  of  iodin  to 
an  abdominal  incision .     Differentiation  lies  between  iodin  and  scarlet. 


A   QUANTITATIVE   TEST   OF   THE   ABDERHALDEN   RE- 
ACTION. 

BY 

DONALD  D.  VAN  SLYKE,  PH.D.,  J.  R.  LOSEE,  M.D.,  AND 
MIRIAM  VINOGRAD-VILLCHUR, 

Hospital  of  the  Rockefeller  Institute  and  the  Lying-in  Hospital,  New  York. 
(With  one  illustration.) 

Despite  the  tremendous  amount  of  work  which  has  been  Inspired 
by  Abderhalden's  idea  of  protective  ferments,  there  has  as  yet  been 
no  indication  of  an  approach  to  universal  agreement  concerning  its 
specificity  or  utility  for  diagnostic  purposes.  The  value  of  the  Abder- 
halden reaction  even  for  the  detection  of  pregnancy,  to  say  nothing 
of  the  diagnosis  of  less  readily  defined  pathological  conditions,  is  as 
much  a  matter  of  contention  at  present  as  when  attempts  to  utilize 
the  reaction  first  became  general.  This  appears  due  to  the  fact  that 
the  reaction  has  usually  been  performed  by  Abderhalden's  "  dialysis 
method,"'  the  description  of  which  is  already  very  well  known. 
The  fact  that  the  method  is  not  quantitative,  and  that  even  after 
the  procedure  has  been  successfully  carried  through  all  the  pre- 
liminary details  the  final  decision  as  to  whether  the  result  is  positive 
or  negative  is  based  on  the  matching  of  colors,  leaves  the  result 
peculiarly  open  to  subjective  influence  on  the  part  of  the  manipu- 
lator. Other  methods  for  detecting  the  occurrence  of  proteolysis, 
such  as  Abderhalden's  polariscope  method  and  various  modifications 
of  the  ''noncoagulable  nitrogen"  method  have  been  used  to  a  less 
extent,  but  have  not  yet  yielded  a  decision  as  to  the  value  of  the 
reaction. 

The  present  work  was  undertaken  in  the  hope  of  providing  a 
quantitative  method  sufficiently  accurate,  simple,  and  specific  for 
proteolysis,  to  make  the  results  definite  and  free  from  subjective 
influence.  In  attempting  to  do  this,  we  have  confined  ourselves  to 
a  study  of  the  pregnant  compared  with  normal  sera,  because  with 
these  one  should  expect  the  most  clear-cut  and  reliable  results,  and, 
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furthermore,  because    there    is    no   opportunity  for  error  in  final 
confirmation  of  the  diagnosis. 

PREPARATION  AND  TESTING  OF  PLACENTAL  SUBSTRATE. 

We  have  utilized  placentas  prepared  in  three  different  ways. 
First,  according  to  Abderhalden's  directions  in  every  possible  detail: 
Second,  prepared  practically  the  same  as  (i),  but  dried  at  room  tem- 
perature and  0.5  mm.  pressure,  pulverized,  and  preserved  dry  in 
sterile  bottles.  Third,  according  to  the  method  recently  recom- 
mended by  Pregl  as  an  improvement  on  Abderhalden's.  The  Pregl 
method,  like  No.  2,  yields  dry  pulverized  material.  AU  the  placentas 
were  prepared  with  the  strictest  regard  to  the  prescribed  precautions. 
They  were  brought  directly  from  the  operating  room  to  the  labora- 
tory of  the  Lying-in  Hospital,  and  the  removal  of  blood  by  washing 
was  begun  while  they  were  still  warm.  The  washing  and  boiling  out 
of  the  tissues  were  carried  out  as  described  by  Abderhalden  and 
Pregl  respectively,  and  the  tissues  were  finally  obtained  perfectly 
white  and  free  from  blood.  They  were  also  free  from  soluble 
products  containing  amino-nitrogen,  as  was  determined  by  incu- 
bating them  for  sixteen  hours  with  distilled  water  and  testing  the 
water  for  amino-nitrogen.  This  test  was  made  repeatedly  during 
the  periods  through  which  the  placentae  were  preserved. 

The  steriHty,  both  of  the  substrates  and  of  all  the  operations 
connected  with  the  reaction  was  repeatedly  controlled  by  plating 
serum  which  had  been  digested  with  the  substrate  in  the  usual 
manner.  The  Pregl  placentae,  as  well  as  those  prepared  according 
to  Abderhalden,  met  the  tests  described  above.  In  the  Pregl  sub- 
strates a  large  amount  of  the  epithelial  tissue  was  lost  as  a  result  of 
the  harsh  mechanical  treatment  and  consequently  smaller  amounts 
of  digestion  products  with  both  normal  and  pregnant  sera  were 
obtained  than  with  Abderhalden  placentae.  The  significance  of  the 
results  was  the  same  with  both  classes  of  substrates,  however. 

METHOD  FOR  THE  MEASUREMENT  OF  PROTEOLYSIS. 

As  a  standard  method  for  measurement  of  serum  protease  the 
amino-nitrogen  determination  seemed  to  us  particularly  promising 
for  the  following  reasons:  First,  it  is  quantitative  and  permits  ac- 
curate results  with  a  small  amount  of  material.  Second,  it  is  specific 
for  proteolysis. 

The  determination  is  based  on  the  reaction  of  amino-groups  with 
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nitrous  acid,  whereby  the  amino-nitrogen  is  converted  into  ele- 
mentary nitrogen  gas: 

RNHo  +  HNOo  =  ROHN+'  +  H2O 

The  amount  of  nitrogen  gas  obtained  from  the  action  of  nitrous  acid 
becomes  the  direct  measure  of  the  amount  of  nitrogen  present  in 
the  form  of  free  NH2  groups,  and  the  volume  of  the  nitrogen  gas  thus 
formed  can  be  determined  with  ease  and  accuracy  by  means  of  an 
apparatus  devised  by  one  of  us.  Undigested  proteins  contain  very 
little  of  their  nitrogen  in  the  form  of  free  amino-groups,  while  com- 
pletely digested  proteins,  being  converted  into  amino-acids,  have  most 
of  their  nitrogen  in  this  form.  The  change  of  the  nonamino-nitrogen 
of  proteins  into  amino-nitrogen  is  therefore  characteristic  of  protein 
digestion,  and  the  extent  of  this  change  affords  a  direct  and  quanti- 
tative measure  of  the  extent  to  which  protein  digestion  occurs. 
The  method,  since  its  publication  in  1910,  has  been  used  successfully 
in  studies  of  protein  digestion  by  various  investigators. 

The  technic  which  was  finally  settled  upon  after  much  experimen- 
tation consisted,  briefly  stated,  in  (i)  incubating  for  sixteen  hours 
placental  tissue  with  2  c.c.  of  serum,  as  described  by  Abderhalden, 
serum  being  incubated  alone  as  a  control;  (2)  removing  the  un- 
digested proteins  by  coagulation  wdth  Michaelis  and  Rona's  colloidal 
iron  method;  and  (3)  determining  the  amino-nitrogen  in  the  filtrate. 
The  extent  to  which  the  volume  of  nitrogen  gas  obtained  after  incu- 
bation of  serum  -\-  placenta  surpassed  that  obtained  after  incubation 
of  serum  alone,  gave  the  direct  measure  of  the  degree  to  which  protein 
digestion  had  occurred  from  the  action  of  the  serum  of  the  placenta. 

As  nearly  as  possible  the  same  amount  of  placental  tissue  (an 
amount  equivalent  to  o.i  gram  of  dried  tissue)  was  used  in  all  cases. 
The  utmost  care  was  taken  to  avoid  bacterial  contamination,  and 
error  from  this  source  was  repeatedly  ruled  out  by  plating  the  con- 
tents of  control  tubes  with  negative  results.  The  chemical  manipu- 
lations were  simple,  clear-cut,  and  quantitative.  Duplicate  controls 
always  gave  closely  agreeing  results,  and  the  increases  in  nitrogen 
have  measured. 

CONCLUSIONS. 

Practically  every  serum,  whether  from  a  pregnant  or  a  nonpreg- 
nant individual,  showed  a  definitely  measurable  degree  of  digestion 
when  incubated  with  placental  tissue.  As  will  be  seen  by  reference 
to  the  accompanying  figure,  the  range  of  individual  variation  in 
proteolytic  activity  was  wide.     The  results  obtained  with  normal 
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sera  cover  in  each  case  a  range  which  includes  most  of  the  results 
from  pregnant  sera.  There  is  a  tendency  for  results  from  the  latter 
to  average  somewhat  higher  than  those  from  nonpregnant  sera, 
and  this  fact  may  have  led  some  investigators,  influenced  by  the 
strong  claims  made  for  the  specificity  of  the  reaction  and  inclined  to 
accept  the  statement  that  whatever  failures  they  encountered  must 
be  due  to  errors  in  technic,  to  believe  that  the  Abderhalden  reaction 
might,  in  the  hands  of  experienced  manipulators,  be  of  at  least  some 


X 

X  x; 

t. 
c  X  : 

<       X 

; 

X  X 

X 

1     •- 

• 

• 

-» 

• 

I 

'lar 

p,nt 

n,  -1 

4 

? 

J 

? 

:      : 

:? 

%    I 

X    X 

X     X 

X 

X 

X    > 

(XX 
<x     > 

X 

: 

•  • 

• 

•  • 
• 

• 

1 

Mar 

f>Tlt 

a-l 

•i- 

f   ■■ 

h 

? 

f 

: 

X 

■ 

:  XX 

X    ) 

X 

X 

X 

XX 

X 

• 
• 

• 
• 

• 

» 

Mfi  r 

c.  n1 

■,  rl,-1 

i- 

? 

?     ] 

■    T-1 

:?    : 

X. 

-X 

■> 

;x    > 

XX 

X-    ) 

:x>3<> 

:  X 

X 

X 

•  •■ 

•-• 

• 

4 

• 

'Iflf 

p.  n 

■,fl     1 

^ 

? 

1 

'■I 

? 

? 

CO.  of  Nitrogen >■ 

Ftg.   I. 
Explanation  of  Figure. 
The  figure  presents  graphically  the  extent  of  digestion  observed  with  the 
different  sera  and  substrates.     The  abscissae  represent  values  of  the  difference, 
(c.c.  of  N2  from  2  c.c.  serum  incubated  with  placenta) —  (c.c.  N2  from  2  c.c. 
serum  incubated  alone),  i.e.,  the  abscissae  give  in  terms  of  amino  nitrogen  the 
extent  of  protein  digestion  caused  by  the  interaction  of  serum  and  placenta. 
Results  from  normal  male  sera  are  indicated  by 
Results  from  normal  female  sera  are  indicated  by  $ 
Results  from  pregnant  sera  are  indicated  by    X 
The  results  obtained  with  each  placenta  are  grouped  between  a  pair  of  hori- 
zontal lines,  each  circle  or  cross  representing  the  result  obtained  with  the  serum 
of  one  individual  acting  on  the  placenta  indicated. 


assistance  in  diagnosis.  Our  results  appear  to  exclude  that  possi- 
bility. As  will  be  seen  from  the  Figure,  the  individual  variations  of 
both  pregnant  and  nonpregnant  sera  make  the  results  from  both 
overlap  so  completely  as  to  render  the  utilization  of  the  reaction, 
even  with  a  quantitative  technic,  absolutely  impracticable  for  either 
positive  or  negative  diagnosis,  even  of  pregnancy. 

This  conclusion  has  been  forced  upon  us  after  a  year  of  work  in 
s 
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which  the  utmost  care  was  used  to  follow  every  precaution  that  could 
help  to  insure  bacterial  sterility  and  quantitative  chemical  accuracy 
in  every  stage  of  the  technic. 

The  accompanying  figure  gives  tj'pical  results  obtained  with  four 
placentas  prepared  according  to  Abderhalden,  and  shows  the  entire 
lack  of  consistent  difference  between  pregnant  and  nonpregnant  sera. 


NEURITIS  IN  PREGNANCY. 

BY 
FRANKLIN  B.  McCARTY,  M.  D., 

Chicago. 

Peripheral  neuritis  occurring  during  pregnancy  may  develop 
before  or  after  labor,  and  may  be  local,  involving  a  single  nerve,  or 
multiple,  involving  a  number  of  nerves.  It  varies  in  severit}^  from 
a  simple  disturbance  of  sensibiHty  to  complete  anesthesia,  paralysis 
and  muscular  atrophy.  The  less  marked  degree  of  involvement 
characterizes  the  cases  occurring  during  the  early  months  of  preg- 
nancy, whereas  the  more  extensive  processes  may  occur  at  any  stage 
of  gestation  or  of  the  puerperium. 

Etiology.- — Neuritis  in  general  may  be  of  either  central  or  periph- 
eral origin  and  it  is  the  latter  type,  which  is  commonly  associated 
with  the  pregnant  state.  The  causes  of  such  a  peripheral  neuritis 
are  many  and  they  vary  ^\dth  the  time  of  onset  of  the  condition. 
Cases  which  develop  after  delivery  are  most  often  due  either  to 
trauma  from  pressure  of  the  fetal  head,  involving  the  branches  of  the 
sacral  plexus,  to  pressure  in  the  popliteal  space  from  prolonged  acute 
flexion  of  the  knees  or  from  the  use  of  leg  holders,  or  they  are  found 
in  patients  suffering  from  puerperal  sepsis  or  marked  puerperal 
cachexia. 

During  the  course  of  gestation  and  before  dehvery  the  frequent 
association  of  neuritis  with  hj^eremesis  gravidarum  or  some  of  the 
various  other  manifestations  of  toxemia  of  pregnancy  points  to  the 
probable  causal  effect  of  toxins  circulating  in  the  body.  Similarly 
alcohol  may  produce  a  type  of  neuritis  such  as  is  found  in  the  non- 
pregnant state,  instances  having  been  reported  where  such  conditions 
have  cleared  up  immediately  after  delivery  or  after  the  termination 
of  pregnancy. 

Syphilis,  profound  anemia,  general  debility,  exposure  to  cold,  and 
local  pressure  or  irritation  may  also  be  factors. 

Frequently  none  of  these  conditions  are  present  and  such  cases  con- 
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stitute  the  group  of  so-called  idiopathic  origin.  These  are  supposed 
to  be  due  to  a  disturbance  of  metabolism  resulting  in  the  absorption 
and  circulation  of  toxic  substances  throughout  the  body.  Intestinal 
stasis  may  well  be  considered  in  many  cases,  although  direct  evidence 
of  the  presence  of  such  a  condition  is  lacking  in  cases  which  have  been 
reported.  The  occurrence  of  such  a  process  is  suggested  by  the  fre- 
quent finding  of  indican  in  the  urine.  In  a  case  observed  by  the 
writer  the  presence  of  visceral  ptosis  with  a  moderate  degree  of  stasis 
had  been  previously  determined  at  laparotomy  and  the  degree  of 
stasis  had  been  markedly  increased  prior  to  the  onset  of  neuritis. 

These  cases  of  idiopathic  origin  resemble  greatly  the  neuritis  and 
paralysis  caused  by  reflex  irritation,  to  which  attention  was  called 
by  Brown  Sequard  who  quoted  instances,  of  genitourinary  disease 
especially,  which  were  accompanied  by  paralysis  in  various  regions 
of  the  body.  Similarly,  uterine  disease,  such  as  cervical  erosions  or 
uterine  displacements  have  been  complicated  by  paralysis  which  dis- 
appeared after  correction  of  the  pelvic  disease.  That  such  cases  are 
found  in  most  instances  to  be  associated  with  genitourinary  disease 
in  either  sex  would  seem  to  imply  that  the  explanation  may  be  found 
in  the  rich  supply  to  those  parts  of  nerve  fibers  from  the  sympathetic 
system.  In  addition  to  true  neuritis  there  occur  various  sorts  of 
neuralgia  and  paresthesia  associated  particularly  with  the  onset  of 
pregnancy.  Most  of  these  disturbances  are  without  real  foundation 
and  are  attributed  to  the  mental  state  of  the  individual.  Sometimes, 
however,  true  neuritis  does  occur  at  that  time. 

Pathology. — Owing  to  the  infrequency  of  death  in  this  condition, 
reports  of  pathological  findings  are  few  and  such  observations  as  are 
available  are  necessarily  instances  of  neuritis  of  the  most  severe  type. 
The  nerves  probably  undergo  the  same  changes  as  are  found  in  similar 
types  of  neuritis  in  the  nonpregnant  individual. 

Korsakow  and  Serbski  reported  a  fatal  case  of  the  multiple  variety 
in  which  there  was  found  parenchymatous  neuritis  of  the  nerves  to 
the  extremities,  with  changes  in  the  lumbar  and  sacral  plexuses  and 
in  some  of  the  cranial  nerves.  There  was  also  an  increase  of 
neuroglia  in  the  columns  of  GoU  and  in  the  lateral  columns  of  the 
cord. 

Stewart  reported  a  case  which  began  in  the  seventh  month  of 
pregnancy  and  continued  until  the  fourth  month  after  delivery 
when  death  ensued  from  paralysis  of  the  diaphragm.  Autopsy 
showed  parenchymatous  neuritis  of  the  vagus  and  phrenic  nerves 
and  the  nerves  of  the  extremities,  with  changes  also  in  the  anterior 
horns  and  posterior  columns  of  the  cord. 
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Lindemann  demonstrated  in  his  case  that  the  nerve  lesions  were 
associated  with  degenerative  changes  in  the  liver  and  kidneys. 

Parenchymatous  changes  occur  probably  in  a  comparatively  small 
proportion  of  cases,  corresponding  very  likely  to  those  cases  in  which 
electrical  examination  shows  reaction  of  degeneration. 

Symptoms. — ^Local  or  multiple  neuritis  may  occur  either  before 
or  after  labor,  and  according  to  the  time  of  onset  it  may  be  classed 
as  conceptional,  gestational  or  puerperal. 

CONCEPTIONAL    NEURITIS. 

Patients  frequently  complain  of  vague  disturbances  of  sensation 
such  as  numbness,  tingling,  or  even  acute  pain  at  about  the  time  of 
conception,  and  it  is  a  popular  notion  that  such  conditions  are  to 
be  expected  at  that  time.  How  many  of  these  changes  are  due  to 
real  disease  and  how  many  to  the  mental  attitude  of  the  patient  it  is 
impossible  to  determine,  but  the  latter  is  unquestionably  the  essential 
factor  in  most  cases.  A  state  of  expectancy  or  anticipation  places 
the  mind  in  a  receptive  mood  and  the  individual  becomes  sus- 
ceptible to  misinterpretations  of  ordinary  sensations.  Paresthesia  or 
neuralgia  is  certainly  much  more  frequent  at  this  time  than  is  true 
neuritis  or  paralysis,  but  the  latter  is  occasionally  observed,  as  in  the 
following  case  where  paralysis  was  apparently  coincident  with  the 
beginning  of  pregnancy. 

Case. — Mrs.  P.,  aged  twenty-seven.  Married  two  years,  no 
previous  pregnancy.  No  family  or  past  history  of  nervous  disease. 
One  year  ago  an  appendectomy  was  done.  Operation  revealed  a 
chronically  inflamed  adherent  appendix  with  marked  ptosis  of 
transverse  colon  and  cecum.  Periods  always  regular,  last  began 
ten  days  ago.  Present  illness  began  as  a  dull  aching  pain  in  the 
region  of  the  glenoid  fossa  and  became  steadily  more  severe.  There 
was  no  pain  on  motion  of  the  jaws  but  there  was  slight  tenderness 
about  the  articulation  of  the  jaw.  The  mouth  or  teeth  showed  no 
evidence  of  disease  and  the  examination  of  the  ears  was  negative. 
Reflexes  were  normal  and  general  physical  examination  was  nega- 
tive. Urinalysis  showed  no  abnormality  save  the  presence  of 
indican. 

Five  or  six  days  later  the  patient  noticed  some  difficulty  in  con- 
trolling the  muscles  of  the  right  side  of  the  face,  particularly  when 
eating.  The  whole  right  side  of  the  face  became  extremely  sen- 
sitive to  touch  and  to  cold,  and  two  days  later  this  was  followed 
by  total  anesthesia  and  typical  facial  paralysis.  The  face  was 
kept  warm  and  the  eye  irrigated  frequently  with  boric  acid  solution. 

Paralysis  continued  for  two  weeks,  after  which  time  the  muscles 
began  to  contract  again,   and   the  face  acquired  its  natural  ex- 
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pression  and  function  two  weeks  later.  Five  weeks  after  the  onset 
of  pain  the  paralysis  had  entirely  disappeared.  At  this  time  the 
patient  noticed  that  the  breasts  were  slightly  enlarged  and  painful, 
and  inquiry  elicited  the  fact  that  the  catamenia  were  over  due  for 
the  first  time  that  she  could  remember.  Vaginal  examination 
showed  enlargement  of  the  fundus  with  a  soft  cervix,  and  a  tenta- 
tive diagnosis  of  pregnancy  was  made  and  confirmed  later.  Preg- 
nancy proceeded  without  further  event  and  with  no  evidence  of 
toxemia. 

GESTATIONAL   NEURITIS. 

jMultiple  neuritis  is  more  common  than  a  local  process  during 
pregnancy,  and  it  may  occur  either  in  the  early  or  later  months, 
due  usually  to  pressure  of  the  descending  head  on  the  fibers  of  the 
sacral  plexus.  When  not  due  to  pressure  there  is  frequently  evi- 
dence of  toxemia  or  renal  disease.  It  has  been  stated  that  the 
cranial  nerves  are  rarely  affected  before  delivery  and  that  such 
cases  as  are  occasionally  seen  may  be  of  central  rather  than  peripheral 
origin. 

Mild  cases  show  paresthesia  or  hyperesthesia  with  no  paralysis, 
and  recovery  occurs  before  delivery.  More  severe  types  occur, 
with  paralysis  and  anesthesia  first  in  the  legs,  later  perhaps  in  the 
arms  also,  and  recovery  may  be  delayed  for  some  time  after  labor. 

Mental  changes  together  with  muscular  paralysis,  as  described 
by  Korsakoff,  form  a  considerable  proportion  of  these  cases. 

PUERPERAL   NEURITIS. 

Local  paralysis  is  much  more  frequent  after  labor,  even  in  those 
cases  which  cannot  in  any  way  be  attributed  to  direct  pressure 
on  nerve  trunks.  Pressure  paralyses  affect  most  often  the  sciatic 
and  peroneal  nerves  and  occur  especially  in  elderly  primipara  or 
after  a  complicated  labor.  Pelvic  inflammation  with  massive 
exudate  may  also  exert  pressure  on  the  nerves  in  the  pelvis  and 
result  in  neuritis.  Aside  from  such  mechanical  causes  a  definite 
local  neuritis  occurs,  involving  most  frequently  the  median  and 
ulnar  nerves.  The  anterior  crural,  obturator  and  occasionally 
one  of  the  cranial  nerves  may  be  affected.  Koester  reported 
a  case  in  which  the  axillary  and  musculocutaneous  nerves  were 
involved,  and  Nothnagel  reported  a  paralysis  of  the  deltoid,  serratus 
and  pectoralis  muscles.  Many  of  the  cases  reported  have  occurred 
in  patients  who  have  shown  evidence  of  puerperal  sepsis. 

LOCAL   NEURITIS. 

The  onset  is  sudden,  with  or  without  fever  and  with  few  con- 
stitutional symptoms.     The  process  varies  from  simple  paresthesia 
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to  complete  paralysis  and  anesthesia.  Severe  pain  of  a  stabbing 
or  boring  character  is  an  early  symptom.  The  area  of  distribution 
of  the  affected  nerve  becomes  sensitive  to  touch  and  perhaps  to 
changes  in  temperature.  This  is  followed  by  decreased  sensibility 
and  impaired  muscular  action.  The  skin  may  become  reddened 
and  hot  and  the  nerve  itself  may  be  sensitive  to  pressure  and  even 
somewhat  thickened.  After  a  variable  time,  usually  brief,  sensa- 
tion is  entirely  lost  and  paralysis  becomes  complete.  This  paralysis 
may  be  transient  or  may  result  in  real  atrophy  and  permanent 
impairment  of  sensibility. 

Electrical  reactions  vary,  as  in  ordinary  neuritis,  with  the  ex- 
tent of  involvement  of  the  nerve  and  the  nature  of  the  lesion.  The 
prospect  of  repair  and  recovery  is  indicated  by  a  careful  electrical 
examination.  In  mild  cases  there  is  no  change  in  muscle  or  nerve 
reaction,  whereas  in  severe  cases  a  typical  reaction  of  degeneration 
appears. 

The  nerves  of  special  sense  are  rarely  involved  in  a  peripheral 
neuritis  not  due  to  local  irritation  or  pressure,  but  cases  have  been 
reported  where  ocular  paralysis,  hemiopia,  amblyopia,  and  deafness 
have  occurred.  Edgar  states  that  neuritis  locaUzed  in  the  facial 
nerve  is  extremely  rare  and  is  usually  due  to  profound  anemia. 
Saenger  has  reported  one  case  of  bilateral  facial  paralysis.  These 
cases  are  to  be  carefully  distinguished  from  neuritis  of  central 
origin,  due  to  hemiplegia,  anemia,  thrombosis,  cerebral  hemorrhage 
or  paraplegia. 

MULTIPLE   NEURITIS. 

Attacks  of  multiple  neuritis  appear  spontaneously  during  preg- 
nancy, usually  in  the  middle  or  latter  months,  and  may  be  accom- 
panied by  marked  general  reaction.  The  onset,  with  headache, 
anorexia  and  fever,  may  suggest  acute  infection.  Tingling  of 
the  hands  and  legs  with  tenderness  along  the  course  of  the  nerve 
follows,  and  this  may  shortly  afterward  be  succeeded  by  sensa- 
tions of  numbness  or  anesthesia  with  loss  of  muscular  power.  Pain 
may  be  severe  or  slight  even  with  extensive  paralysis.  Mild  cases 
may  develop  only  stiffness  of  the  limbs  and  increased  sensitiveness 
of  skin  surfaces,  whereas  severe  cases  may  go  on  to  muscular  de- 
generation with  complete  paralysis  or  even  to  death. 

Recovery  is  slow  in  proportion  to  the  extent  and  severity  of  the 
process,  and  the  condition  often  persists  until  after  delivery. 

Diagnosis. — In  a  well-marked  case  diagnosis  is  easily  made  from 
the  history  of  tingling  or  sharp  pain,  followed  by  numbness  or  anes- 
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thesia  and  paralysis  of  the  muscles  supplied  by  one  or  several  nerves. 
Similar  nerve  changes  due  to  mechanical  factors,  to  intercurrent 
infection  or  toxemia,  or  to  central  nerve  lesions  should  be  dis- 
tinguished, and  in  any  case  a  focus  of  local  irritation  should  be 
sought. 

Mechanical  conditions  producing  neuritis  include  pressure  of 
exudate  in  pelvic  inflammatory  disease,  which  probably  includes 
many  of  the  so-called  idiopathic  cases  associated  with  fever  or  other 
evidence  of  infection;  pressure  of  the  fetal  head  late  in  pregnancy  or 
during  labor;  and  direct  pressure  of  apparatus  used  to  maintain 
flexion  of  the  legs  during  delivery.  Two  other  conditions  simulate 
neuritis:  rupture  of  the  symphysis  pubis  and  separation  of  the 
sacroiliac  synchondrosis.  Both  of  these  conditions  produce  muscular 
disability  due  to  acute  pain.  There  is  no  real  nerve  injury  in  either 
instance. 

SyphiUs,  alcoholism,  local  infection  all  produce  neuritis  and  re- 
covery may  be  delayed  until  pregnancy  is  terminated,  as  in  a  case 
of  alcoholic  neuritis  reported  by  Le  Page  and  Lawton. 

Neuritis  of  central  origin  is  often  associated  wdth  toxemia  of  preg- 
nancy. The  lesions  may  be  cerebral  as  in  septic  thrombosis,  edema 
of  the  brain,  cerebral  hemorrhage  or  cerebral  anemia.  In  ocular 
paralysis,  especially,  it  is  well  to  bear  in  mind  the  probability  of 
central  origin.  Spinal  paraplegia  is  only  coincident,  except  in  con- 
junction with  toxemic  conditions.  Bilateral  sacral  neuritis  result- 
ing from  pelvic  inflammation  may  simulate  myelitis,  from  which  it  is 
distinguished  by  the  absence  of  sphincter  paralysis. 

Prognosis.- — Death  occurs  rarely,  especially  so  when  there  is  no 
central  involvement.  In  general  the  prognosis  is  better  in  local 
than  in  general  neuritis,  the  latter  more  often  resulting  in  permanent 
paralysis  and  muscular  atrophy.  The  process  is  especially  severe 
in  cases  suffering  from  obstinate  vomiting,  and  septic  cases  show  a 
tendency  to  early  atrophy.  Mental  changes  in  connection  with 
neuritis  give  a  poor  outlook.  Lesions  appearing  during  pregnancy 
and  which  do  not  disappear  in  three  or  four  weeks  may  persist  until 
shortly  before  or  after  delivery. 

Recurrences  are  unusual,  although  Gowers  reported  a  case  of  a 
woman  who  had  puerperal  ulnar  neuritis  after  two  confinements. 
Relapses  occur  more  often,  but  in  such  cases  an  undiscovered  focus 
of  irritation  should  be  sought. 

When  caused  by  mechanical  factors  the  prognosis  is  good  if  the 
condition  is  due  to  pressure  applied  for  a  short  time,  but  recovery 
is  slow  in  cases  of  extensive  pelvic  inflammation  when  pressure  of  the 
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exudate  is  continued  for  some  time.     In  the  latter  case  the  process 
may  extend  until  it  involves  the  whole  sacral  plexus. 

Treatment  varies  with  the  nature  and  extent  of  the  process. 
An  attempt  should  be  made  to  eliminate  all  sources  of  irritation  or 
toxemia.  Mild  cases  clear  up  in  two  to  three  weeks  without  treat- 
ment. In  more  obstinate  cases  massage  and  electrical  stimulation 
may  be  advisable,  but  many  cases  will  recover  only  after  delivery. 
In  these  cases  treatment  is  directed  toward  prevention  of  muscle 
degeneration  until  such  time  as  dehvery  occurs. 

summary. 

1.  Local  or  multiple  neuritis  may  occur  during  early  or  late  gesta- 
tion or  during  the  puerperium. 

2.  ]\Iultiple  neuritis  is  more  serious  and  is  met  usually  before  de- 
livery, local  neuritis  after  delivery. 

3.  Such  neuritis  may  show  none  of  the  causes  usually  associated 
with  neuritis  in  the  nonpregnant  individual. 

4.  It  resembles  the  neuritis  and  paralysis  often  found  in  association 
with  pelvic  or  genitourinary  disease. 

5.  The  prognosis  is  favorable,  although  the  condition  may  persist 
until  after  delivery. 

1042  Argyle  Street. 


DIAPHRAGMATIC  HERNIA.* 

BY 

G.  BROWX  MILLER,  M.  D., 

Washington,  D.  C. 

The  occurrence  of  a  diaphragmatic  hernia  is  of  sufficient  rarity 
to  warrant  the  report  of  a  case  seen  by  me  two  years  ago.  The 
interest  which  this  case  aroused  caused  me  to  look  the  subject  up 
and  this  short  paper  is  the  result. 

The  case  report  is  as  follows:  About  one  o'clock,  p.  m.,  August  16, 
1913, 1  was  called  by  her  family  physician  to  see  Mrs.  J.  S.,  a  Jewess, 
fifty  years  of  age,  and  was  told  that  the  patient  was  suffering  with 
an  attack  of  gall-stones,  accompanied  by  symptoms  of  intestinal 
obstruction.  The  attack  was  in  many  respects  similar  to  previous 
gall-stone  attacks  from  which  she  had  suffered.  These  attacks  had 
been  occurring  for  a  number  of  years,  and  she  had  been  treated  by 

*  Read  before  the  Washington  Obstetrical  and  Gynecological  Society. 
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several  physicians,  here  and  abroad,  for  them.  The  previous  sum- 
mer she  had  taken  the  cure  at  Karlsbad  for  the  symptoms  from  which 
she  suffered,  under  the  supposition  that  the  attacks  were  gall-stone 
colic. 

The  illness  in  question  came  on  Saturday  night,  August  24,  with 
nausea,  vomiting  and  severe  pain  in  the  region  of  the  stomach.  It 
was  thought  to  be  one  of  her  usual  attacks,  and  it  was  not  until  the 
following  night  that  she  sent  for  her  physician,  who,  to  relieve  her 
pain,  gave  her  morphine.  This  gave  her  some  relief  from  the  pain, 
and  she  slept,  but  remarked  that  she  could  do  so  only  when  her 
head  was  very  high.  She  grew  worse  during  the  following  day  and 
had  suflfered  so  much  pain,  that  she  had  received  }^  grain  of  mor- 
phine hypodermatically  just  before  my  arrival  at  the  house.  When 
seen  by  me  she  was  slightly  cyanosed  and  lying  with  her  head  high. 
Her  pulse  was  130,  weak  and  irregular,  her  temperature  was  normal, 
her  tongue  was  coated,  and  she  was  somewhat  dyspneic.  She  was 
nauseated  and  retching,  but  could  not  vomit.  Her  bowels  had 
moved  two  days  previously  after  Epsom  salts.  Upon  examining 
the  abdomen,  I  found  the  upper  portion  of  it  markedly  distended, 
especially  to  the  left  side.  The  ribs  were  displaced  upward  and  the 
appearance  was  that  of  a  large  tumor  in  the  region  of  the  stomach. 
The  abdomen  below  the  umbilicus  was  not  noticeably  distended. 
Percussion  over  the  tumor  showed  it  to  be  tympanitic,  the  tympany 
extending  very  high;  the  upper  limits  were,  however,  not  mapped 
out.     The  tumor  was  markedly  tense  to  palpation. 

The  picture  presented  was  to  my  mind  that  of  a  marked  distention 
of  the  stomach  and  perhaps  of  a  mass  of  small  intestines,  probably 
the  result  of  a  volvulus. 

The  heart  and  lungs  were  not  examined  by  me  and,  as  the  patient 
seemed  so  ill  and  suffering  from  an  intestinal  obstruction  of  some 
kind,  I  urged  an  immediate  operation.  She  was  sent  to  the  Garfield 
Hospital  and  was  operated  upon  about  five  o'clock  the  same  after- 
noon. I  made  a  median  incision  from  the  ensiform  cartilage  to  the 
navel,  exposing  a  purplish  mass  which  proved  to  be  the  stomach. 
Just  at  this  point  the  patient,  who  was  very  lightly  under  ether 
anesthesia,  ceased  breathing,  grew  livid  in  color,  and  in  spite  of  all 
efforts  at  resuscitation,  died.  It  was  noted  at  the  time  that  in  spite 
of  artificial  respiration,  no  air  entered  the  lungs.  After  it  was  certain 
that  the  patient  was  dead,  I  continued  my  exploration  to  determine 
the  nature  of  the  condition.  The  distended  stomach  filled  the  whole 
of  the  upper  part  of  the  middle  and  left  abdomen,  and  finding  it 
difficult  to  ascertain  the  cause  of  the  obstruction  without  first  empty- 
ing it,  I  incised  the  stomach,  allowing  the  escape  of  a  large  quantity 
of  gas,  fluid  and  undigested  food  (estimated  at  about  2  gallons). 
My  hand  was  then  inserted  into  the  stomach  to  find  the  pylorus  and 
determine  the  cause  of  obstruction.  To  my  surprise,  I  could  not 
find  the  pyloric  opening,  and  upon  further  investigation,  I  discovered 
an  opening  in  the  diaphragm  through  which  the  closed  fist  would  go. 
Still  inside  the  stomach,  my  hand  was  pushed  through  the  hernial 
opening  up  into  the  left  pleural  cavity  to  the  root  of  the  left  lung, 
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which  was  collapsed  and  pushed  to  the  left  and  upward.  The  heart 
was  pushed  to  the  right.  At  least  half  of  the  tremendously  dis- 
tended stomach  lay  above  the  diaphragm,  and  this  portion  of  the 
viscus  was  also  filled  -with  gas,  fluid  and  undigested  food.  I  next 
went  to  the  duodenum  to  inspect  the  pylorus,  and  found  that  the 
pyloric  end  of  the  stomach  had  been  carried  up  into  the  pleural 
cavity,  and  the  constriction  thus  produced  had  caused  the  obstruc- 
tion. There  was  no  growth  or  narrowing  of  the  orifice  at  the  pylorus. 
The  edge  of  the  hernial  opening  was  about  3  cm.  to  the  left,  and  the 
same  distance  posterior  to  the  esophageal  opening  and  in  the  left 
central  tendon  of  the  diaphragm.  The  edges  of  the  opening  were 
smooth  and  sharp,  and  I  could  not  tell  whether  or  not  it  was  congen- 
ital, but  it  was  probably  so.  There  were  no  gall-stones  and  no  ad- 
hesions about  the  bile  passages.  The  stomach  wall  was  hemorrhagic 
and  of  a  dull  dark  red  color  and  punctured  and  tore  quite  easily. 
The  intestines  looked  normal.     No  autopsy  was  allowed. 

In  view  of  what  was  found  at  the  operation,  it  seems  probable 
that  the  patient  had  suffered  with  the  hernia  for  years.  There  being 
no  gall-stones  and  nothing  about  the  pylorus  and  bile  ducts  to  cause 
the  pain  and  vomiting,  it  seems  more  than  likely  that  the  attacks 
from  which  she  had  suffered  and  been  treated,  had  been  those  caused 
by  the  slipping  of  a  portion  of  the  stomach  through  the  opening. 
The  fatal  issue  of  the  last  attack  was  caused  by  the  constriction  of 
the  pylorus  and  hastened  by  the  anesthetic. 

In  view  of  the  comparative  rarity  of  the  condition,  it  may  be  well 
to  go  somewhat  into  the  etiology,  symptoms,  diagnosis  and  treat- 
ment of  this  form  of  hernia. 

Etiology. — Diaphragmatic  hernias  are  divided  into  the  true  and 
false.  The  former  has  as  a  sac,  the  peritoneal  and  pleural  coats  of 
the  diaphragm,  and  results  from  the  dilatation  of  one  of  the  several 
openings  in  the  diaphragm  through  which  pass  the  esophagus,  the 
vena  cava,  the  aorta,  the  azygos  veins  and  splanchnic  nerves,  or  the 
small  gaps  in  the  muscle  closed  only  by  peritoneum  and  pleura. 
One  of  these  gaps  on  either  side  in  front,  which  is  constant,  is 
known  as  the  foramen  of  Morgagni,  while  the  one  behind,  between 
the  lumbar  and  costal  portions  of  the  diaphragm,  is  known  as  the 
foramen  of  Bochdoleki.  By  far  the  larger  number  of  the  hernias 
have  no  sac  and  are  due  either  to  trauma  or  are  the  result  of  a  con- 
genital defect  in  the  diaphragm.     These  are  called  false  hernias. 

Traumatic  hernias  are  apparently  the  least  common  and  are 
usually  the  result  of  a  stab  or  gunshot  wound,  or  indirect  violence 
causing  an  increased  intraabdominal  pressure  with  the  resulting  rup- 
ture of  the  diaphragm.  This  class  is  subdivided  into  the  compound 
and  subcutaneous.  In  the  compound  there  is  an  external  opening 
and  the  condition  can  generally  be  recognized  by  the  position  and 
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direction  of  the  wound  or  the  protrusion  of  some  of  the  viscera. 
The  subcutaneous  variety  presents  no  external  opening  and  results 
from  some  crushing  injury,  as,  for  example,  workmen  buried  in 
landslides,  etc.  According  to  Scudder,  about  looo  cases  of  diaphag- 
matic  hernia  have  been  reported.  The  largest  collection  of  cases 
(Grosser  and  Thoma)  consisted  of  433,  of  which  232  were  congenital, 
and  181  were  acquired.  Of  the  congenital  variety,  only  thirty  were 
true  hernias,  and  of  the  acquired,  only  ten.  The  great  majority  of 
cases  of  diaphragmatic  hernia  occur  in  the  left  side,  due  mainly  to 
the  protection  afiforded  by  the  liver  to  the  right  side.  Hernias  into 
the  pericardial  sac  have  been  reported.  Right-sided  hernias  have, 
as  a  rule,  been  small  and  contained  a  small  knob  of  the  liver,  although 
the  stomach  has  been  found  in  the  right  side  of  the  chest. 

The  size  of  the  opening  in  the  diaphragm  varies  greatly,  as  does 
the  extent  to  which  the  abdominal  organs  participate  in  the  hernia. 
A  case  was  reported  from  the  Mayo's  Clinic,  in  which  there  was  a 
congenital  absence  of  the  diaphragm  and  lung  on  the  left  side,  and 
in  which  the  tremendously  dilated  stomach  filled  the  left  cavity  of 
the  chest,  as  well  as  most  of  the  abdomen.  The  rent  or  wound  in  the 
diaphragm  in  traumatic  cases  and  the  defect  in  congenital  cases 
may  be  small,  or  very  extensive.  Cases  are  reported  in  which  the 
stomach,  spleen,  and  portions  of  the  small  and  large  intestines  have 
been  found  in  the  costal  cavity. 

The  symptoms  caused  by  diaphragmatic  hernia  vary  greatly  in 
different  cases,  and  this  can  be  readily  seen  by  comparison  of  the 
lesions  present  in  these  cases.  In  those  individuals  where  there  has 
been  a  gradual  development  of  the  hernia,  where  the  sac  is  small, 
and  where  there  is  no  strangulation,  the  symptoms  may  be  obscure 
and  misleading.  Dyspepsia,  vomiting,  sour  eructation,  epigastric 
pain  and  constipation  may  be  the  chief  symptoms.  These  may 
extend  over  a  number  of  years.  In  those  cases  where  a  considerable 
portion  of  the  stomach,  or  the  stomach  and  other  abdominal  viscera 
lie  above  the  diaphragm,  the  patient  will  complain  of  dysphagia, 
dyspnea,  etc.,  in  addition  to  the  symptoms  already  mentioned.  In 
traumatic  cases  or  where  strangulation  has  occurred,  there  are,  in 
addition,  the  symptoms  depending  upon  the  condition.  Shock, 
difficulty  in  swallowing,  retching  but  inability  to  vomit,  may  be 
prominent  symptoms  in  strangulation. 

The  difl&culties  in  correctly  diagnosing  the  condition  may  be  real- 
ized when  the  statement  of  Scudder  is  taken  into  consideration. 
He  says  that  there  has  been  about  fifty-three  operations  done  for 
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diaphragmatic  hernia,  and  in  only  six  of  these  was  there  a  correct 
diagnosis  made.  He  adds  another,  m.aking  seven  cases  out  of  fifty- 
four.  Giffin,  from  the  Mayo  Clinic,  in  the  A  nnals  of  Surgery  (March, 
191 2),  says  that  about  650  cases  of  diaphragmatic  hernia  have 
been  reported  and  that  it  would  seem  that  only  fifteen  of  them  were 
correctly  diagnosed  during  life.  With  the  aid  of  the  .r-ray,  the  bis- 
muth meal,  and  the  stomach  tube,  the  probability  is  that  in  the 
future  a  considerably  larger  proportion  of  cases  will  be  correctly 
diagnosed  and  operated  upon. 

The  diagnosis  will  depend  upon  the  symptoms,  the  physical  ex- 
amination, and  the  .r-ray  pictures.  The  symptoms  have  already 
been  dwelt  upon.  Dextrocardia  is  a  very  valuable  sign,  for  as  most 
of  these  hernias  occur  upon  the  left  side,  the  heart  is,  in  consequence, 
pushed  to  the  right.  The  very  high  extension  of  the  tympany  is 
likewdse  a  valuable  sign.  Finally  the  radiographic  and  fluoroscopic 
findings  are,  especially  in  the  chronic  cases,  invaluable.  In  using 
the  .x--ray  in  conjunction  with  the  bismuth  meal,  the  whole  or  a  por- 
tion of  the  stomach,  or  even  a  part  of  the  intestines  may  be  seen 
above  the  diaphragm.  In  some  of  the  pictures  the  leaded  stomach 
tube  is  seen  entering  the  chest  cavity  through  the  opening  in  the 
diaphragm.  Giffin  and  others  lay  stress  upon  watching  the  ex- 
cursions of  the  diaphragm  with  the  fluoroscope.  The  conditions 
with  which  diaphragmatic  hernia  is  most  likely  to  be  confounded 
are  ^'eventration  of  the  diaphragm''  and  pneumothorax.  Eventration 
of  the  diaphragm  is  a  term  badly  applied  to  the  idiopathic  abnormally 
high  position  of  the  diaphragm  on  one  side.  It  seems  to  offer  more 
difficulties  in  being  differentiated  from  diaphragmatic  hernia,  than 
does  any  other  disease.  The  .r-ray,  however,  should  solve  the  prob- 
lem in  many  of  these  cases.  Finally,  it  is  forced  upon  one  in  reading 
the  history  of  the  cases,  that  the  chief  real  difficulties  in  correctly 
diagnosing  these  cases  are  due  to  the  acute  symptoms  and  serious 
condition  of  the  patient,  who  in  most  instances  succumbs  rapidly 
to  the  malady,  or  else  to  the  unpreparedness  of  the  physician,  who 
perhaps  has  never  seen  a  similar  case,  and,  in  consequence,  is  not 
upon  the  lookout  for  the  condition  and  hence  fails  to  recognize  it. 

I  must  confess  that  in  my  case  the  thought  of  a  diaphragmatic  hernia 
never  occurred  to  me.  The  history  of  gall-stone  attacks,  the  symp- 
toms of  an  intestinal  obstruction,  the  tympanitic  tumor  occupying 
the  region  of  the  stomach,  made  me  think  that  I  was  dealing  with 
some  obstruction  involving  the  stomach,  probably  a  volvulus.  I 
noted  the  lividity,  the  dyspnea,  the  bulging  of  the  costal  margin, 
the  tympany  which  extended  very  high,  but  thought  these  signs  due 
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to  the  enormously  distended  stomach.  Had  I  previously  seen  a 
similar  case,  I  would  probably  have  suspected  the  true  condition, 
noted  the  dextrocardia,  and  possibly  the  collapsed  lung.  The 
patient  was  practically  in  a  dying  condition,  due,  as  I  thought,  to 
the  obstruction,  and  sufficient  time  was  not  given  to  the  study  of 
the  case.  In  this  case,  the  patient  would  probably  have  died  before 
the  diagnosis  could  have  been  made  by  the  methods  now  so  much 
lauded,  i.e.,  the  use  of  the  .r-ray.  While  the  skiagraph  of  the  patient 
after  taking  the  bismuth  might  have  shown  that  some  of  it  had 
passed  above  the  diaphragm,  it  must  be  borne  in  mind  that  the 
capacity  of  the  portion  of  the  dilated  stomach  which  lay  below  this 
structure  was  very  great,  that  the  obstruction  at  the  diaphragmatic 
opening  was  considerable,  and  that  there  was  a  complete  obstruction 
at  the  pylorus.  Hence  it  would  seem  likely  that  the  bismuth  would 
have  remained  below  the  diaphragm  and  have  revealed  little  or 
nothing  of  the  true  condition. 

The  following  is  a  case  which  was  correctly  diagnosed.  I  will 
copy  from  the  report  of  a  case  by  Giffin  the  findings  on  examination 
of  the  chest,  "on  physical  examination,  a  dull  tympany  was  noted 
over  the  left  side  of  the  chest,  downward  from  the  line  of  the  sixth 
spine  behind  and  anteriorly  to  the  midaxillary  line.  Expansion  did 
not  seem  to  be  markedly  affected.  Vocal  fremitus  was  present  over 
this  area,  though  slightly  diminished.  Breath  sounds  could  be  heard, 
but  were  quite  distant.  Tinkling  sounds  could  also  be  heard,  and 
these  were  quite  close  to  the  ear  and  seemed  to  occur  with  peristalsis. 
Anteriorly  from  the  midaxillary  line,  the  percussion  note  was  quite 
dull,  so  that  the  left  border  of  the  heart  could  not  be  outlined. 
Heart  dulness,  however,  extended  3  inches  to  the  right  of  the 
midsternal  line.  Above  the  second  rib  in  front,  and  the  spine  of 
the  scapula  behind,  the  precussion  note  was  hyper-resonant,  and 
breath  sounds  seemed  harsh.  The  right  lung  seemed  normal." 
This  hernia  contained  the  stomach,  large  intestine,  spleen,  small 
intestine,  and  the  tail  of  the  pancreas.  The  lung  was  completely 
collapsed.  In  another  case  reported  from  the  Mayo  Clinic  by 
Beckman,  the  diagnosis  of  cystic  gall-bladder  was  made  and  at 
operation  the  whole  of  the  stomach,  which  was  very  large,  lay  in  the 
thoracic  cavity. 

The  prognosis  is,  as  a  rule,  bad.  While  some  patients  who  suffer 
from  this  malady  live  for  years,  most  of  the  reported  cases  have  been 
discovered  at  autopsy.  Many  of  them  have  occurred  in  infants, 
stillborn  or  dying  soon  after  birth.  A  number  of  cases  are  reported 
as  the  result  of  crushing  accidents  or  stab-wounds.     In  the  congenital 


306  mundell:  pituitrin  in  labor 

cases  the  condition  is  usually  discovered  at  an  operation  done  for  an 
intestinal  obstruction,  when  the  patient  is  in  a  very  unfavorable 
condition  to  withstand  the  operation.  Apparently,  the  cases  offering 
the  most  favorable  prognosis  are  those  discovered  when  the  condi- 
tion is  chronic,  and  the  next  most  favorable  class  is  that  in  which 
there  is  an  external  wound  which  enables  the  surgeon  to  make  an 
early  diagnosis. 

The  treatment  consists  in  delivering  the  abdominal  contents  from 
the  chest  cavity  and  suturing  the  opening  when  this  procedure  is 
possible.  In  those  cases  in  which  the  opening  is  large  and  congenital, 
most  authors  advise  doing  a  resection  of  the  ribs  and  making  an 
osteoplastic  flap.  In  some  cases  the  stomach  has  been  sewn  to  the 
margin  of  the  opening.  One  of  the  difficulties  which  arises  when  the 
chest  is  not  opened,  is  to  reduce  the  hernia.  At  times,  the  chest 
has  to  be  opened  in  order  to  accomplish  this.  The  use  of  intra- 
tracheal anesthesia,  by  this  means  securing  positive  pressure  in  the 
lungs,  helps,  according  to  Scudder  and  others,  not  only  to  reduce 
the  hernia,  but  also  in  suturing  the  rent  or  opening  in  the  diaphragm. 
According  to  Scudder  the  approach  to  the  hernia  in  the  operated 
cases  was  through  the  thorax  by  thoracotomy  in  eleven  cases; 
seven  recovered  and  four  died.  The  approach  to  the  hernia  was 
through  the  abdominal  wall  by  laparotomy  in  forty-two  cases,  seven 
of  which  recovered  and  thirty-five  died.  The  difficulties  of  treat- 
ment are  as  self-evident  as  those  in  diagnosis.  The  cases  are  so 
rare,  that  the  methods  of  treatment  advocated  are  usually  theoretical, 
as  no  one  has  had  a  sufficient  number  of  cases  to  test  any  one  method 
satisfactorily. 


PITUITRIN  IN  LABOR.* 

BY 
J.  J.  MUNDELL,  M.  D., 

Washington,  D.  C. 

The  extract  of  the  pituitary  body  or  the  hypophysis  cerebri  was 
first  used  in  obstetrics  in  1909,  just  six  years  ago.  Experimenting 
upon  animals,  Dale  in  1906  found  that  it  stimulated  the  uterine 
muscle,  causing  a  rhythmic  contraction,  and  three  years  later  Blair 
Bell,  having  acted  upon  the  discovery,  reported  its  use  in  inertia 
uteri  in  women.  It  has  been  so  extensively  used  during  the  past 
six  years,  especially  during  the  past  three  years,  that  its  value  and 

*  Read  before  the  Washington  Obstetrical  and  Gynecological  Society. 
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limitations  are  by  now  pretty  well  recognized,  not  definitely  perhaps, 
for  time  alone  will  fix  its  permanent  status  in  obstetrics.  The 
hysteria,  both  pro  and  con,  that  always  is  displayed  on  the  part  of 
the  profession  when  a  new  drug  or  method  is  developed,  is  now  dying 
and  its  true  status  is  gradually  being  established  in  the  obstetrician's 
armamentarium.  A  rather  careful  examination  of  the  literature  has 
been  made  and  that  pituitrin  has  a  place,  there  is  hardly  a  doubt. 
As  pituitrin  has  not  been  discussed  before  this  society,  I  have  col- 
lected a  number  of  case  reports  and  have  tried  to  deduct  conclusions 
and  to  reflect  the  concensus  of  opinion  of  the  various  reporters  upon 
the  present  standing  of  the  drug. 

As  it  seems  to  be  quite  the  fashion  in  about  every  paper  upon  the 
subject  to  give  a  short  paragraph  on  the  anatomy  and  physiology 
of  the  body  and  as  I  have  laid  no  claim  to  originality,  I  will  burden 
you  with  a  line  or  two  upon  this  feature.  The  hypophysis  cerebri 
is  a  small  reddish-gray  mass,  occupying  the  sella  turcica  of  the  sphe- 
noid bone.  It  consists  of  two  lobes,  a  small  posterior  one  consisting 
of  nerve  tissue  and  a  large  anterior  one  resembling  in  structure  the 
thyroid.  Disease  of  the  pituitary  produces  acromegaly.  It  is 
known  that  this  hypophysis  acts  vicariously  for  the  thyroid  when  the 
latter  is  extirpated.  During  pregnancy  it  becomes  enlarged  until 
toward  the  end  of  pregnancy  its  size  is  almost  doubled.  After 
parturition  involution  takes  place,  but  it  never  quite  regains  its 
original  size.  It  has  been  shown  that  associated  with  its  change 
during  pregnancy  changes  takes  place  in  the  soft  parts  and  in  the 
bones  simulating  early  cases  of  acromegaly.  It  is  from  the  posterior 
lobe  that  the  extract,  which  is  used  in  obstetrics,  is  obtained.  There 
are  a  number  of  preparations  on  the  market,  pituitrin  probably 
having  the  widest  use.  In  nearly  all  preparations  i  c.c.  equals  0.2 
gram  of  the  extract. 

Lescohier  and  Closson,  in  191 2,  published  some  rather  interesting 
data  upon  their  experiments  on  animals.  They  gave  enormous  doses 
to  pregnant  animals,  but  were  unable  to  induce  labor  in  any  instance. 
From  their  experiments  upon  dogs,  it  would  seem  that  toxicity  from 
therapeutic  doses  can  be  ignored.  They  state  that  they  repeatedly 
gave  doses  equivalent,  by  weight,  to  100  c.c.  in  a  human  subject, 
with  the  production  of  no  untoward  effects  other  than  a  slight  tem- 
porary glycosuria.  It  produced  a  temporary  decrease  in  the  normal 
flow  of  pancreatic  juice,  followed  by  a  short  increase  and  then  a  con- 
tinued decrease. 

Heany  in  1913  published  an  account  of  the  action  of  pituitrin  on 
blood  pressure.     In  seventeen  cases  in  which  it  was  given  subcu- 
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taneously,  few  had  a  change  of  more  than  4  to  6  mm.  in  pressure  and 
six  beats  in  the  pulse  rate,  but  most  of  them  experienced  no  change 
whatever.  The  reaction  was  over  in  ten  minutes.  He  injected  it 
intramuscalarly  in  eleven  cases,  five  of  them  had  an  increase  of  from 
8  to  12  mm.  and  eight  beats  was  the  lowest  change  in  the  pulse.  The 
reaction  was  over  in  five  minutes.  Used  intravenously  it  gave  the 
greatest  change  in  eight  cases,  each  had  a  marked  rise  of  blood  pres- 
sure and  slowing  of  the  heart.  In  one  case  the  pressure  jumped  from 
142  to  200  and  the  pulse  dropped  from  76  to  54  within  one  and  one- 
half  minutes.  Within  one  minute  each  patient  appeared  bloodless 
and  cadaverous  and  complained  of  feeling  queer  and  dizzy.  The  re- 
action was  of  short  duration,  in  no  case  lasting  more  than  three 
minutes  and  there  were  no  ill  after-effects.  All  his  tests  were  made 
upon  normal  women  during  the  puerperium.  He  also  reports  its  use 
upon  two  cases  of  compensated  valvular  disease,  two  cases  of  nephritis 
without  high  tension  and  one  case  of  toxemia  with  high  blood  pres- 
sure, with  gratifying  results,  and  without  any  demonstrable  effect 
upon  the  circulation.  Druskin  states,  though  without  evidence, 
that  its  action  upon  the  blood  pressure  is  characteristic,  in  that  it 
causes  a  rise  of  pressure  when  the  pressure  is  low,  but  has  very  little 
effect  upon  an  already  high  pressure. 

Its  action  upon  the  uterus  is  to  produce  strong,  powerful,  physio- 
logical contractions,  that  is  they  retain  their  rhythmical  and  inter- 
mittent characteristics  in  the  great  majority  of  cases.  It  is  claimed 
by  several  reporters  that  in  some  exceptions  the  contractions  have 
practically  simulated  the  tonic  variety  and  it  has  been  necessary  to 
so  treat  them.  These  tetanic  contractions  usually  occur  when  the 
head  is  being  delivered.  It  takes  but  a  few  minutes  for  its  action  to 
become  evident  after  the  injection,  usually  from  two  to  ten  minutes 
elapsing.  In  one  of  my  cases  I  hardly  had  time  to  replace  the  hypo- 
dermic syringe  and  wash  my  hands  before  the  baby  was  born.  The 
pains  occur  with  greater  frequency,  with  an  average  interval  of  one 
to  two  minutes.  Birth  usually  occurs  in  successful  cases  within 
thirty  minutes.  If  the  baby  is  not  born  within  one  hour  it  appears 
to  be  the  custom  to  repeat  the  dose.  Its  action  is  best  the  farther 
the  labor  has  advanced  and  in  multiparas.  It  seems  to  be  the  con- 
census of  opinion  that  the  third  stage  of  labor  is  usually  sUghtly 
shortened  and  that  the  placenta  is  as  a  rule  expelled  spontaneously. 

It  is  generally  accepted  that  pituitrin  has  no  value  in  the  induc- 
tion of  abortion  and  is  of  very  questionable  value  in  the  induction 
of  premature  labor. 
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It  is  generally  accepted  that  it  has  no  place  whatever  in  normal 
labor  and  should  never  be  used  in  such. 

It  may  be  used,  with  great  caution,  however,  in  the  first  stage  of 
labor,  but  it  is  not  advised. 

Its  field  is  in  secondary  inertia  in  the  second  stage  of  labor,  and 
then  only  in  selected  cases  and  with  discretion.  Its  indiscreet  and 
reckless  use  may  produce  sad  consequences.  Its  discreet  use  in 
selected  cases  will  produce  rapid  and  happy  results.  Of  course 
there  may  be  cases  which  may  not  respond  at  all,  but  where  have  we 
a  drug  or  an  agent  in  medicine  which  gives  loo  per  cent,  of  perfect 
results? 

In  all  papers,  with  few  exceptions,  the  writers  are  in  accord  that 
when  used  late  in  the  second  stage,  with  the  cervix  fully  dilated  or 
easily  dilatable,  with  head  well  engaged,  with  no  great  disproportion 
between  the  head  and  pelvis  and  with  no  abnormality,  that  the  re- 
sults are  brilliant.  It  might  appear  that  this  is  indeed  a  very  limited 
field  for  its  indication,  but  when  we  stop  to  consider  that  inertia 
occurs  with  just  such  apparently  normal  conditions  countless  num- 
bers of  times,  we  will  readily  realize  that  pituitrin  is  indicated  very 
frequently.  If  we  are  still  in  doubt  as  to  the  occurrence  of  inertia 
in  such  cases  we  may  examine  the  records  of  any  maternity  hospital 
and  compare  the  case  reports  of  the  forceps  cases.  I  think  that  the 
number  of  low  forceps  in  private  cases  will  far  outnumber  those  in 
the  wards  and  it  will  probably  be  hard  to  figure  out  any  abnormality 
in  the  vast  majority  of  cases  except  weak  pains  in  the  second  stage. 
If  the  case  happens  to  be  the  patient  of  a  very  busy  practitioner  there 
may  have  been  another  element  in  the  indications  which  could 
probably  not  be  found  in  the  case  report. 

It  is  not  necessary  to  bring  out  the  symptoms  and  evil  consequences 
both  to  mother  and  child,  of  inertia.  They  are  too  well  recognized 
and  the  demands  for  rest  or  delivery  are  well  known.  It  is  only  in 
these  cases  that  pituitrin  should  be  used.  Some  enthusiastic  writers 
suggest  that  it  may  be  used  in  minor  contractions  and  when  the  head 
is  high  to  bring  the  head  within  easier  reach  for  forceps,  but  using  it 
in  such  conditions  is  no  doubt  encroaching  upon  dangerous  territory. 
Its  use  in  selected  cases  would  no  doubt  materially  decrease  the 
number  of  low  forceps  applications.  Vogt,  in  1913,  reports  that  as  a 
result  of  its  use,  forceps  has  not  been  used  in  the  last  600  cases 
at  the  Dresden  Clinic.  Ham,  1913,  had  applied  forceps  only  twice 
in  his  last  300  cases,  which  was  one-twelfth  of  his  former  percentage. 

Madill  and  Allan  applied  forceps  to  fifty-six  cases  last  year  as 
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compared  to  io6  cases  during  the  previous  year  when  pituitrin  was 
not  used. 

As  to  the  contraindications  to  its  use  it  would  seem  that  any  ab- 
normaUty  other  than  weak  or  too  infrequent  pains  in  the  second  stage 
of  labor,  would  be  a  bar  against  it. 

There  are  a  number  of  untoward  results  reported.  It  is  possible 
that  they  were  due  to  its  use  in  undesirable  cases  or  it  may  be  proven 
later  that  the  drug  is  too  dangerous  to  use  at  all.  Polak,  reporting 
200  cases  says,  "that  it  is  a  dangerous  drug;  that  it  will  cause  rupture 
of  the  uterus  if  there  is  any  disproportion,  citing  two  ambulance 
cases;  that  it  will  separate  the  placenta  by  causing  too  active  uterine 
contractions,  resulting  in  dead  babies,  citing  three  cases.  He  uses 
it  now  only  when  there  is  wide  dilatation,  no  outlet  obstruction  and 
delayed  second  stage,  watching  the  fetal  heart  and  having  forceps 
ready  for  immediate  delivery  if  any  fetal  heart  change  is  noted." 
The  untoward  effects  following  the  use  of  pituitrin  are  rupture  of 
the  uterus,  asphyxiation  of  the  fetus,  premature  separation  of  the 
placenta,  postpartum,  hemorrhage,  and  tetanus  of  the  uterus. 
There  are  a  number  of  failures  reported  and  a  number  of  cases  where 
forceps  had  to  be  applied  after  its  use. 

I  have  collected  3952  cases.  Of  course  some  of  these  cases  may  be 
repetitions  but  I  have  tried  to  avoid  this  as  far  as  possible.  Harrison, 
in  July,  1915,  reported  1650  cases  without  a  single  fatal  case,  and 
in  making  my  collection  I  did  not  take  any  cases  that  were  reported, 
previous  to  that  time.  In  collecting  the  untoward  effects,  however, 
I  searched  practically  ail  of  the  literature  upon  the  subject.  The 
untoward  effects  I  have  tabulated  as  follows: 


Maternal  Deaths 
(7  cases) 

Rongy  and  Arluck:  knew 
of  2,  heard  of  others 
due  to  rupture. 

Polak:  2,  rupture. 

Esput:  I,  rupture. 

James:  i,  R.  O.  P. 

Edgar  knows  of  case. 


Fetal  Deaths 
(57  cases) 

I,  tetanus  uteri. 


HeU: 

Hendley:  2  stillbirths. 

MadUl    and    Allan:  10 
cases  out  of  147. 

WeUmann:  8  cases. 

Reich:  i  from  tetanus. 

:  I  case. 

:  I  case  breech  as- 
phyxia. 

Polak:  3  cases,  asphyxia. 

Edgar:  knows  of  cases. 

Others  report  cases,  but  not  explicitly. 


Asphyxia,  but  Child  Re- 
suscitated 

Litzenberg:  i  case. 

Hendley:  6  cases. 

Number  of  reports  say 
child  is  mildly  asphyx- 
iated. 

Number  of  reports  say 
fetal  heart  is  markedly 
slowed. 
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Tetanus  Uteri 

Heil:  i  case,  in  2d  twin, 
had  to  dilate  and  de- 
liver. 

Reich:  i  case. 

Litzenberg:  i  case. 

Mackenrodt:  i  case. 

Lindeman:  i  case. 

Edgar  and  several  others 
say  pains  frequently- 
simulate  tetanus. 


Postpartum  Hemorrhage 

Benthin:  4  cases. 

Stunde:  several  cases. 

Oppenheimer:      7.3     per 
cent,  out  of  248  cases. 

Levinson:  7  out  of  7 
cases. 

Wellman:  12  cases. 

Bischoff:  i  case. 

Officer:  tendency  toward 
p.p.  hem.  but  no  ser- 
ious results. 


Rupture  but  Recovered 
E.  Herz:  i  case. 


Forceps  Applied  after  Its 
Use 

Richter:  4  cases  out  of 

SO. 
Reich:  i  case. 
Edgar:  7  cases  out  of  39. 
Reeves:  5  out  of  12. 
:  2  cases  20  min. 

after  injection  for  the 

asphyxia. 


Premature  Separation   of 
Placenta 

Edgar  and  Polak:  Each 
say  they  know  of  cases. 


Faihires 

Litzenberg:  2  out  of  3. 

Oppenheimer:  few  cases. 

Levinson:  5  out  of  147. 

:  I    case    after 

Pituglandol. 

:  10  cases. 

Wellman:  18  out  of  359. 

Oastler:  3  out  of  15. 

Reeves:  i  out  of  12. 

Several  authors  say  that 
it  sometimes  does  not 
act  well,  but  do  not 
give  reports  of  cases. 

A  number  of  the  untoward  effects  were  reported  singly,  no  men- 
tion of  the  drug  having  been  used  upon  other  cases,  so  this  point 
must  be  considered  in  this  table  in  reckoning  the  percentage  of  mor- 
tality and  morbidity. 

An  analy.sis  of  the  above  table  will  disclose  in  the  maternal  mor- 
tality that  there  are  six  deaths  due  to  rupture  of  the  uterus.  Polak 
reports  two;Rongy  and  Arluck  say  they  know  of  two  and  have  heard 
of  others.  Edgar  says  that  he  has  observed  rupture  of  the  uterus 
but  does  not  report  case.  It  is  possible  that  these  men  all  being 
New  Yorkers,  are  each  mentioning  the  same  two  cases.  If  that 
be  so  there  would  only  be  four  cases.  There  are  two  other  well- 
authenticated  cases.  Edgar  and  Rongy  and  Arluck  say  the  injec- 
tion in  their  cases  was  given  in  the  early  stage.  Polak's  two  cases 
were  due  to  disproportion.  James'  case  was  an  R.  O.  P.  It  is  clear 
that  these  fatal  cases  were  due  to  its  misuse. 

In  the  fetal  mortality  two  cases  were  breech  and  we  know  the 
mortality  is  high  in  these  cases  in  normal  deliveries. 
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Madill  and  Allen  although  they  had  ten  stillbirths,  account  for 
six  of  them  as  due  to  other  causes  than  pituitrin.  This  would  bring 
the  fetal  mortality  down  to  twenty-one  in  3952  cases  and  the  mater- 
nal mortality  to  seven  in  3952  cases. 

There  is  no  doubt  in  many  of  the  cases  in  which  evil  effects  are 
recorded  that  the  indications  were  not  clearly  understood  and  that 
the  drug  was  misused.  In  fact,  all  the  maternal  deaths  were  due  to 
its  indiscriminate  use.  As  to  the  fetal  deaths,  this  number  does  not 
compare  so  unfavorably  with  the  same  number  of  cases  of  any  opera- 
tive procedures.  Madill  and  Allan  in  reporting  ten  fetal  deaths  out 
of  147  cases  account  for  six  of  them  as  due  to  other  causes  than 
pituitrin.  They  also  state  that,  in  106  forceps  cases,  there  were 
fifteen  fetal  deaths.  As  to  the  cases  of  postpartum  hemorrhage,  it  is  a 
well-recognized  fact  that  this  condition  is  very  prone  to  follow  cases 
of  inertia  under  ordinary  conditions. 

In  view  of  the  compHcations  that  may  follow  the  use  of  pituitrin, 
a  number  of  authors  state  that  in  giving  it  we  should  always  have  an 
anesthetic  at  hand  and  be  prepared  to  deliver  with  forceps  at  a  mo- 
ment's notice  and  to  also  be  prepared  for  hemorrhage. 

CASE   REPORTS. 

1.  Mrs.  H.  W.,  twenty-four  years,  Prim.     Labor  began  Dec.  7, 

9  P.  M.,  R.  O.  A.,  hard  pains.  8  p.  m.,  Dec.  8,  pains  growing  weaker 
with  very  little  progress.  11:50  p.  m.,  i  c.c.  Pituitrin,  birth  12:55 
A.  M.,  Dec.  9,  7^  lb.  Two  s.w.g.  sutures.  Normal  measurements. 
Action  good. 

2.  O.  R.,  twenty-two  years,  para-i.  Pains  hard  at  first  and  prog- 
ress marked,  but  later  progress  became  very  slow.  At  12:10  a.  m., 
I  c.c.  pituitrin;  birth  12:20  A.  M.  Feb.  14,  L.  O.  A.  labor  began 
Feb.  13,  p,  M.  One  s.w.g.  suture.  Normal  measurements,  action 
very  good. 

3.  Mrs.  C,  prim.,  twenty-one  years.  Labor  began  May  6,  8  p.  M.; 
2d  stage  began  May  7,  5  p.  m.,  progress  very  slow.     Pituitrin  8  and 

10  p.  M. ;  very  little  effect.  Midforceps  10:30  p.  m.,  L.  O.  A.  Cord 
around  neck.  Ruptured  membrane  9  p.  m.  Head  did  not  engage 
well.     Normal  measurements.     Failure. 

4.  Mrs.  B.,  thirty  years.  Prim.  L.  O.  A.  Normal  measurements. 
March  28  labor  began  3  a.  m.  Pituitrin  7:30  p.  m.  Birth  8:05, 
93^^  lb.  One  s.w.g.  suture.  Almost  tetanic  contractions.  Used  too 
soon. 

5.  Mrs.  L.  T.,  twenty-seven  years.  Prim,  between  seven  and  eight 
months  pregnant.  Saw  patient  for  first  time  at  5  a.  m.,  May  20, 
when  she  had  been  having  labor  pains  since  8  P.  m.  the  preceding 
evening.  Head  was  well  engaged  and  low,  and  cervix  fully  dilated 
at  7  A.  M.     No  further  progress  at  8:30  a.  m.     Pituitrin  8:52,  birth 
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9:15. _  Small  child.  L.  O.  P.  Cord  tightly  around  neck.  Marked 
molding  of  head,  although  posterior  position  was  recognized,  thought 
that  delivery  would  take  place  easily  on  account  of  under-sized 
fetus.  Child  asphyxiated  and  did  not  breathe  until  10  a.  m.  Child 
never  thrived  and  died  Aug.  21.     Death  due  to  prematurity. 
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TRANSACTIONS  OF  THE  SOCIETY  OF  THE 

ALUMNI  OF  THE  SLOANE  HOSPITAL 

FOR  WOMEN. 


Stated  meeting  held  October  22,  1915,  the  President,  Dr.  Wilbur  Ward 

in  the  Chair. 

Dr.  Geo.  W.  Kosmak  reported  a  case  of 


MYOMECTOMY  DURING  PREGNANCY. 

The  association  between  fibroid  tumors  of  the  uterus  and  a  con- 
comitant pregnancy  has  received  a  great  deal  of  attention  and  it  is 
quite  generally  acknowledged  that  these  uterine  fibroids  increase 
very  rapidly  in  size  during  pregnancy  and  may  or  may  not  cause 
dystocia  in  labor,  according  to  their  situation.  No  question  occurs 
as  to  their  disposition  if  they  occupy  the  lower  uterine  segment. 
Although  in  many  instances  they  are  spontaneously  displaced  during 
the  labor,  in  others  they  constitute  an  obstruction  of  such  character 
that  radical  means  of  delivering  the  child  must  be  employed.  Where 
the  tumor,  however,  is  not  in  a  position  to  cause  any  obstruction 
to  delivery,  greater  doubt  exists  as  to  the  method  of  handling  the 
condition.     In  most  instances  after  the  child  is  born  fibroid  tumors 


ALUMNI   SOCIETY   OF   THE    SLOANE   HOSPITAL   FOR   WOMEN     315 

again  become  reduced  in  size  and  may  cause  no  further  trouble. 
On  the  other  hand,  the  extremely  rapid  growth  and  the  changed 
conditions  of  their  circulation  may  induce  degenerative  changes 
either  during  pregnancy  itself  or  in  the  puerperium.  I  reported  an 
instance  of  the  latter  about  a  year  ago  in  which  a  hysterectomy  was 
found  necessary  at  the  third  month  postpartum  because  of  a  slough- 
ing fibroid.  Ordinarily  such  fibroid  tumors  located  outside  of  the 
pelvis  and  lower  uterine  segment  do  not  cause  trouble,  but  cases  are 
ocassionally  met  with  in  which  the  patient  complains  of  pain  and 
distress.     An  instance  of  this  kind  forms  the  subject  of  this  report. 

The  patient,  Mrs.  E.,  a  para-i,  was  admitted  to  the  New  York 
Lying-in  Hospital,  August  ii,  191 5.  Examination  showed  a  rather 
thin  woman  who  was  between  sLx  and  seven  months  pregnant,  and 
presented  in  the  region  of  the  left  cornu  a  mass  about  as  large  as 
an  orange,  which  moved  with  the  uterus  and  was  extremely  tender 
to  the  touch.  The  patient  had  noticed  this  tender  mass  for  several 
weeks  and  stated  that  it  was  becoming  gradually  more  painful  and 
distressing.  As  the  woman  was  of  a  rather  nervous  and  irritable 
disposition,  this  complication  of  her  pregnancy  added  very  greatly 
to  her  discomfort.  At  various  times  slight  vaginal  discharges  of 
blood  had  been  observed,  but  they  never  amounted  to  more  than  a 
mere  spotting.  A  slight  rise  of  temperature  was  present  most  of 
the  time.  In  view  of  the  possibility  of  a  degenerative  process  in  the 
tumor  an  operation  was  decided  on.  An  incision  about  5  inches 
long  was  made  over  the  left  rectus  muscle  extending  3  inches  above 
and  2  inches  below  the  umbilicus.  On  entering  the  peritoneal  cavity 
a  rounded  and  very  vascular  tumor  was  found  in  the  region  of  the 
left  horn,  the  broad  ligament,  tube  and  ovary  being  situated  below 
the  same.  The  remainder  of  the  uterus  was  free  from  nodules  with 
the  exception  of  one  about  as  large  as  a  walnut  in  the  region  of  the 
right  horn.  The  peritoneum  was  incised  around  the  base  of  the 
growth  and  after  the  cleavage  plane  was  found  the  tumor  was  readily 
shelled  out.  It  was  apparently  of  a  subperitoneal  fibroid  variety  and 
the  greater  portion  of  the  muscular  layer  of  the  uterus  remained 
intact;  although  from  the  size  of  the  growth  it  is  probable  that  it 
may  have  invaded  the  endometrium  in  places.  This  seemed  to  be 
proved  by  later  developments.  The  wound  of  the  uterus  was  closed 
with  a  series  of  interrupted  plain  catgut  sutures  and  the  serous  sur- 
faces approximated  with  a  continuous  catgut  suture.  Throughout 
the  procedure  the  uterus  remained  relaxed  and  no  contractions  were 
noted.  The  abdomen  was  closed  in  layers  and  the  patient  returned 
to  bed  in  good  condition.  She  was  given  34  grain  of  morphine  soon 
after  leaving  the  operating-table  and  this  was  repeated  four  hours 
later. 

The  patient  made  a  good  recovery  from  the  anesthetic  but  com- 
plained for  several  days  of  a  severe  pain  in  the  region  of  the  operative 
wound.  A  slight  discharge  of  dark-colored  blood  was  present  for 
several  days  after  operation  but  finally  ceased.  This  may  have 
been  due  to  the  penetration  of  the  uterine  sutures  through  the  endo- 
metrial layer.     The  patient  had  more  or  less  dizziness  and  digestive 
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disturbances,  all  of  which  subsided  under  appropriate  eliminative 
treatment. 

At  tTie  time  of  discharge,  about  two  and  one-half  weeks  after  the 
operation,  the  abdominal  wound  was  fully  healed  and  apparently 
free  from  the  uterus.  The  fetal  heart  and  movements  could  be 
distinctly  heard.  The  growth  which  was  noted  at  the  time  of  opera- 
tion in  the  region  of  the  right  horn  could  not  be  felt  and  evidently 
had  not  increased  in  size  during  this  period.  The  patient  left  the 
hospital  in  good  condition  and  was  urged  to  report  as  soon  as  labor 
pains  came  on.  The  time  of  her  expected  labor  was  in  the  early 
part  of  October  but  the  patient  failed  to  appear  and  could  not  be 
found  at  the  address  given.  In  view  of  her  condition  when  she 
left  the  hospital  it  is  probable  that  if  delivered,  her  labor  was 
uneventful. 

This  case  is  presented  for  discussion  not  because  of  any  unusual 
features  connected  with  the  same  but  to  obtain  an  opinion  as  to 
whether  the  symptoms  presented  by  this  patient  should  have  been 
disregarded  and  pregnancy  allowed  to  continue  without  an  operation, 
or  whether  the  course  pursued  was  justifiable.  Most  text-book 
authors  claim  that  myomectomy  and  enucleation  are  usually  fol- 
lowed by  abortion  or  miscarriage.  Williams  states  that  his  own 
inclination  whenever  operation  is  imperatively  demanded  is  toward 
supravaginal  amputation  as  being  a  less  dangerous  procedure  as 
far  as  the  mother  is  concerned. 


DISCUSSION. 

Dr.  Robert  T.  Frank,  in  opening  the  discussion,  said:  "That 
this  condition  is  frequent  we  all  know.  Fibroids  combined  with 
pregnancy  are  by  no  means  uncommon.  That  interference  is  in- 
frequent I  can  testify  from  having  recently  looked  up  some  statistics 
in  which  there  were  400  cases  of  fibroids  and  I  found  only  four 
myomectomies  in  pregnancy.  There  were  a  number  of  cases  of 
fibroids  complicating  pregnancy  in  which  other  operative  measures 
were  required,  such  as  hysterectomy,  where  the  fibroid  tumors  were 
removed  because  the  size  was  enormous  and  rapidly  increasing 
during  gestation.  On  the  other  hand,  in  a  number  of  fibroid  tumors, 
for  various  reasons,  minor  operations,  such  as  emptying  the  uterus 
by  putting  in  a  bag  or  packing,  or  in  the  early  stages  simply  by 
curettage,  were  indicated.  In  all  there  were  only  four  cases  in  which 
myomectomies  were  required.  That  the  uterus  is  much  more 
tolerant  than  the  text-books  usually  state  is  proved  by  the  fact  that 
none  of  these  cases  aborted.  I  much  doubt  whether  the  situation 
of  the  fibroid  has  anything  to  do  with  the  tolerance.  In  one  case 
where  I  removed  a  fibroid  situated  in  the  cervix  I  was  able  to  see 
the  membranes  distinctly  in  the  bottom  of  the  wound,  and  yet  this 
uterus  did  not  react  by  expulsion  of  the  fetus.  I  delivered  the 
woman  at  term. 

"As  far  as  the  indications  for  myomectomy  are  concerned,  I 
personally  agree  heartily  with  Dr.  Kosmak  that  unless  the  tumors 
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are  directly  in  the  way  of  the  birth  canal  they  rarely,  if  ever,  cause 
any  trouble;  that  even  if  they  are  in  the  actual  passages  in  the  way 
of  delivery,  that  labor  should  be  awaited  because  so  many  of  them 
are  drawn  out  of  the  pelvis  and  cause  no  further  trouble  except 
possibly  intercurrent  trouble  during  the  puerperium.  The  few 
cases  in  which  we  found  that  myomectomy  was  indicated  were  those 
in  which  necrosis  took  place  and  this  necrosis  manifested  itself  by 
causing  an  attack  of  pain  which  could  not  always  be  definitely 
diagnosed.  The  differential  diagnosis  between  appendicitis,  renal 
colic  and  some  acute  intraperitoneal  abscess  arose  and  operation 
was  really  the  only  means  of  deciding.  Unless  the  symptoms  are 
acute,  severe  and  threatening,  I  think  it  would  be  preferable  in 
almost  every  case  to  leave  these  fibroids  untouched." 

Dr.  George  W.  Kosmak,  in  closing  the  discussion,  said:  "I 
would  like  to  say  that  this  patient  was  under  observation  for  a  period 
of  about  ten  days  and  although  we  made  a  diagnosis  we  felt  like 
leaving  the  case  alone,  but  the  pain  and  distress  got  very  much 
worse  during  that  period  and  I  was  afraid,  from  the  rapid  growth, 
that  sloughing  might  possibly  have  occurred,  and  as  the  woman  was 
having  a  slight  temperature,  thought  it  better  to  expose  the  growth 
and  get  it  out  rather  than  take  any  further  chances." 

Dr.  Paul  T.  Harper  read  a  paper  on 

contraction  ring  dystocia.* 

discussion. 

Dr.  Franklin  A.  Dorman,  in  opening  the  discussion,  said:  "Dr. 
Harper's  paper  has  interested  me  very  much  because  he  brings  out 
points  that  have  come  prominently  to  my  attention  recently.  About 
ten  days  ago  I  got  my  hands  on  the  most  marked  Bandel's  ring  I 
have  ever  felt.  It  was  a  ridge  of  tissue  above  the  presenting  part 
and  grasped  it  firmly,  as  Dr.  Harper  describes.  It  occurred  in  a 
patient  who  gave  a  history  of  being  three  weeks  past  what  was 
supposed  to  be  her  time.  She  was  a  small  stocky  woman  who 
entered  the  hospital  and  had  a  moderate  labor  as  to  pains  for  twenty- 
four  hours.  It  was  then  decided  that  she  had  evidently  ruptured 
her  membranes  during  the  night  when  she  entered,  as  some  discharge 
came  away,  slightly  stained  with  meconium.  After  she  had  been 
in  nearly  twenty-four  hours,  examination  showed  that  the  cervix 
was  not  dilated  (it  was  still  about  three  fingers)  and  that  the  fetal 
heart  had  ceased  to  beat.  The  child  being  dead  a  vaginal  delivery 
was  alone  considered.  The  head  was  high  above  the  pelvic  brim. 
She  had  not  an  extremely  abnormal  pelvis,  but  an  abnormally  large 
child.  The  pains  died  out.  I  ordered  the  resident  physician  to 
put  in  a  bag  and  in  two  hours,  without  very  much  pain,  the  bag  came 
out  and  we  took  her  to  the  table  for  dehvery.  I  put  on  a  basiotribe, 
crushed  the  head  and  applied  traction.  Although  the  application 
was  good,  the  vault  of  the  cranium  pulled  off.     I  then  carried  my 

*  For  original  article  see  page  15. 
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hand,  under  complete  anesthesia,  up  into  the  uterus  and  found 
this  ring  of  uterine  tissue  closely  hugging  the  shoulders  of  the  child. 
Yet  this  was  a  woman  who  was  not  in  shock,  who  had  not  on  a  tonic 
uterus,  and  in  whom  the  pains  had  subsided  after  twenty-four  hours 
of  labor.  I  then  proceeded,  under  anesthesia,  to  get  a  foot  and  did 
a  version  wnth  a  great  deal  of  difficulty.  The  child  blocked  us  all 
the  way  down,  partly  due  to  the  difficulty  of  turning  the  body  and 
partly  to  the  size  of  the  child.  One  leg  puhed  off  at  the  knee  and 
we  got  the  other  leg.  Finally  pulling  jointly  with  my  assistant  we 
delivered  the  child.  It  weighed  about  ii  pounds.  Here  was  a  very 
definite  obstruction.  The  presenting  part  was  too  large.  At  the 
same  time,  without  any  tremendous  effort,  this  uterus  contracted, 
forming  a  ring,  and  undoubtedly  that  contraction  ring  was  one  reason 
which  I  pulled  off  the  vault  of  that  head  instead  of  bringing  it  into 
the  pelvis.  The  death  of  the  child  was  explained  at  the  time  be- 
cause I  could  feel  a  loop  of  cord  between  head  and  premonitory  on 
passing  the  hand  into  the  uterus.  This  I  could  not  find  without  an 
anesthetic. 

"It  impresses  me  that  this  is  a  case  very  much  in  line  with  those 
mentioned  by  Dr.  Harper;  that  a  contraction  ring  may  come  without 
formation  of  a  tonic  uterus;  that  it  will  be  a  real  obstruction;  and 
the  fact  that  the  pains  subside  is  no  reason  why  we  should  feel  we 
can  still  delay." 

Dr.  O.  p.  Humpstone  said:  "Dr.  Harper  recalls  to  my  mind  a 
case  in  which  many  of  these  factors  were  borne  out  in  an  unusual 
way.  The  woman  that  I  have  reference  to  had  had  five  children  and 
between  the  fifth  and  sixth  pregnancies  she  had  been  operated  on, 
and  when  she  came  to  us  in  the  hospital  she  was  a  long  while  in  labor. 
There  was  an  abdominal  scar  just  above  the  pubes.  She  had  a 
very  pendulous  abdomen.  The  uterus  was  not  tonic.  I  said, 
'Here  is  a  ventral  fixation;  here  is  the  shelf  and  this  is  a  case  of 
dystocia.'  The  head  was  high  up  and  in  examining  I  could  feel 
this  ridge.  I  did  a  Cesarean  section  upon  the  woman.  I  looked 
in  and  there  was  no  scar  to  show  any  evidence  of  the  previous 
operation.  An  anterior  ligament  operation  had  been  done,  prob- 
ably somewhat  after  the  fashion  of  Montgomery.  The  liga- 
ments were  shortened  a  little  bit,  but  that  was  all,  but  down  in 
front  we  could  distinctly  feel  the  ridge  of  this  contraction  ring 
which  I  took  at  first  for  a  soft,  elongated,  intramural  fibroid.  I 
opened  the  uterus  and  took  the  baby  out  and  put  my  hand  on 
what  I  had  thought  was  the  soft  fibroid  in  the  anterior  wall; 
and  I  felt  the  distinct  sharply  defined  edge  of  the  contraction  ring 
extending  across  the  anterior  wall  in  the  lower  zone. 

"Dr.  Dickinson  has  reported  two  or  three  cases  in  which  he  has 
done  a  Cesarean  section  for  contraction  ring.  Because  of  the  high 
mortality  in  pelvic  delivery  of  some  of  these  cases  wath  contraction 
ring,  particularly  with  oversized  babies.  I  think  Cesarean  section 
is  a  mode  of  procedure  that  comes  in  for  consideration. 

"I  agree  that  a  great  many  of  these  contraction  rings  are  caused, 
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as  stated,  by  an  irregular  innervation  of  the  uterus  in  which  the 
circular  fibers  contract  out  of  proportion  to  the  longitudinal  fibers." 

Dr.  R.A.LPH  W.  LoBENSTiNE,  Said:  "Dr.  Harper  has,  in  his  paper, 
emphasized  a  condition,  that  is  not  frequently  seen,  in  certain  types 
of  labor,  i.e.,  pathological  contraction  ring,  due  to  faulty  uterine 
contraction — this  in  turn  due  to  faulty  innervation.  My  personal 
feeling  is  that  such  a  condition  may  arise  in  the  absence  of  true 
dystocia  and  may  directly  depend  upon  "faulty  retraction  of  the 
uterine  muscle.  Bacon  of  Chicago,  quite  recently,  in  a  careful 
study  of  many  thousand  stillbirths,  concluded  that  from  23  to  25 
per  cent,  of  stillbirths  are  due  to  some  type  of  faulty  uterine  contrac- 
tion and  retraction.  The  discussion  to-night  merely  represents 
to  my  mind,  one  phase  of  this  general  subject.  This  condition  is 
one,  that  not  infrequently  is  to  be  dreaded.  Anesthesia  does  not 
always  offer  a  solution  to  the  difl&culty.  Some  of  the  severest 
cases,  I  have  seen,  have  occurred  in  instances  of  toxemias  of  preg- 
nancy in  labor. 

Dr.  Frank  R.  Oastler  said:  "  May  I  ask  the  gentlemen  this  ques- 
tion? If  these  contraction  rings  are  due  to  imperfect  innervation 
of  the  muscle,  why  is  it  that  in  nearly  all  of  our  cases  of  contraction 
rings  we  get  them  after  prolonged  labors,  and  why  is  it  also  that  we 
seem  to  get  them  in  a  very  large  majority  of  cases  in  dry  labors? 
It  would  seem  if  there  were  defective  innervation  of  the  muscle  we 
should  get  more  contraction  rings  occurring  early  in  labor  rather 
than  after  the  woman  has  been  in  labor  for  some  time. 

"  It  seems  to  me  that  it  is  an  unusual  thing  to  get  a  contraction  ring 
early  in  labor;  therefore,  it  must  be  a  very  rare  thing  to  get  defective 
innervation  of  the  muscle." 

Dr.  Paul  T.  Harper,  in  closing  the  discussion,  said:  "There  is 
just  one  question  I  would  like  to  raise  in  connection  with  Dr. 
Lobenstine's  remarks.  I  infer  that  in  this  particular  case  we  are 
talking  about  the  chin  posterior  with  a  tonic  contraction  ring  and  a 
fundus  that  was  relaxed,  by  which  I  mean  that  the  latter  was  soft 
and  the  fetal  irregularities  were  palpable  through  the  uterine  muscle. 
I  understood  him  to  say  that  very  possibly  that  uterus  earlier  had 
been  in  tonic  contraction  and  had  been  quieted  down.  (By  Dr. 
Lobenstine:  Yes.)  I  am  sorry  that  an  essential  point  which  I  tried 
to  make  was  missed.  The  point  is:  It  is  a  mechanical  impossibility 
for  the  uterus  to  have  become  tonically  contracted  because  that  can 
come  only  as  a  result  of  excessive  retraction,  and  excessive  retraction 
of  that  upper  segment  could  not  take  place  because  the  tonic  ring  was 
grasping  the  child  around  the  neck.  I  think  that  is  the  important 
item.  You  do  not  get  a  tonic  uterus  in  a  definite  case  of  contraction 
ring  dystocia  because  you  cannot  get  a  tonic  contraction  of  the  upper 
segment  until  everything  has  slipped  up  over  the  child. 

"I  may  go  so  far  as  to  say  that  the  formation  of  a  contraction  ring 
is  a  conservative  process  in  some  cases.  It  was,  I  think,  a  conserva- 
tive process  in  this  case  with  the  chin  to  the  rear.  That  patient,  in 
my  opinion,  never  had  or  never  could  have  a  tonic  or  "capped" 
uterus. 
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"Mention  has  been  made  of  the  contraction  rings  which  we  see,  for 
instance,  in  most  dry  or  prolonged  labors.  I  think  that  they  are  not 
true  obstructive  contraction  rings,  but  the  objective  signs  of  retrac- 
tion in  nearly  every  instance,  to  be  noted  in  every  labor  after  the 
membranes  have  ruptured,  and  to  a  greater  extent  after  the  size  of 
the  uterine  cavity  has  decreased.  The  most  brilliant  illustration  of  a 
normally  functioning  contraction  ring  is  a  cross-section  of  the  uterus 
after  the  third  stage  of  labor.  You  have  a  typical  "hour-glass" 
uterus  from  its  inner  contour.  The  physiological  contraction  ring  is 
especially  active  immediately  following  the  third  stage  of  labor,  as 
all  of  us  are  aware  who  know  the  drag  upon  the  membranes  in  their 
expulsion  in  a  large  percentage  of  cases  and  who  have  tried  to  insert 
a  douche  tip  into  the  uterus  for  purposes  of  irrigation.  I  am  not 
talking  about  a  ring  which  is  a  physiological  manifestation  of  labor, 
but  a  ring  occasioned  by  tonic  contraction  of  a  circular  zone  of  muscle. 

"There  may  be  true  retraction  coming  on  in  the  fundus  and  I  think 
that  will  vary  from  time  to  time.  I  think  there  was  an  immense 
amount  of  retraction  coming  on  in  this  case  with  the  chin  to  the  rear. 
I  think  there  was  retraction  there  for  a  long  time,  but  I  doubt  if  she 
ever  had  a  true  tonic  uterus.  I  think  it  is  impossible  for  any  of  such 
uteri  to  become  tonic." 

Dr.  James  A.  Corscarden  read  a  paper  on 

the  treatment  of  menorrhagia  by  the  r^ntgen  ray.* 

discussion. 

Dr.  Robert  T.  Frank,  in  opening  the  discussion,  said:  "Usually 
the  -T-ray  treatment  of  menorrhagia  and  metrorrhagia  has  to  be 
defended  from  its  friends.  In  this  case  that  is  quite  unnecessary.  I 
mean  by  that  that  when  this  treatment  was  first  hailed  as  a  cure  all  by 
Kronig  and  Gauss  the  claims  made  by  the  originators  of  the  method 
were  exaggerated.  In  this  paper  no  such  exaggerated  claims  have 
been  made.  The  speaker  gave  you  a  very  clear  exposition  of  the 
physiological  action  of  the  ray  and  that  is  really  the  basis  of  all  intel- 
ligent work. 

"The  great  difficulty  in  deciding  where  the  .T-ray  should  be  used 
and  where  it  should  not  be  used  is  due  to  the  uncertainty  of  diagnosis 
just  as  Dr.  Corscarden  has  mentioned.  I  took  occasion  to  look 
over  quite  a  large  number  of  operative  findings  and  found  in  400 
operations  for  fibroids,  which  embraced  radical  and  nonradical 
measures,  that  140  fibroids  were  complicated  with  other  diseases. 
Of  these,  seventy-four  were  complications  which  absolutely  contra- 
indicated  the  use  of  the  .^"-ray.  I  mean  complications  like  carcinoma 
of  the  body,  progressively  growing  ovarian  tumors,  some  malignant, 
some  not  malignant,  which  are  notoriously  unaffected  by  the 
rays,  and  inflammatory  conditions  of  grave  nature,  such  as  tubercu- 
losis of  the  tubes  or  pus  tubes;  in  other  words,  many  contraindications 
to  the  use  of  the  rays  existed. 

*  For  original  article  see  page  23. 
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"The  question  naturally  arises:  Are  our  means  of  diagnosis  fine 
enough  to  distinguish  these  complications?  They  are  not.  In 
many  cases  we  find  that  our  preoperative  diagnoses  are  wrong. 
Consequently,  I  heartily  agree  with  the  speaker  that  the  x-ray 
should  only  be  employed  in  cases  in  which  the  examination  is  abso- 
lutely clear.  If  there  are  apparently  complicating  factors,  such  as 
adhesions  or  tumors  which  are  not  easy  to  classify,  the  rays  should 
never  be  employed.  Looking  at  it  from  that  point  of  view,  I  have 
found  that  in  my  own  work  only  5  per  cent,  of  fibroids  lend  themselves 
to  x-ray  treatment  and  this  5  per  cent,  is  composed  of  the  following 
classes  of  patients:  Patients  in  whom  operation  is  contraindicated 
because  of  tuberculosis;  grave  nephritis  or  cardiac  disease  (notoriously 
bad  risks) ;  patients  who  are  on  the  verge  of  insanity  or  so  excessively 
neurasthenic  that  the  operative  trauma  will  disturb  their  mental 
balance;  and,  finally,  patients  who  absolutely  decline  operation. 
So  far  as  to  the  treatment  of  fibroids." 

"I  would  simply  like  to  mention  one  or  two  points  which  came  up 
during  the  course  of  the  reading  of  the  paper.  I  have  treated 
fibroids  in  younger  women.  One  case  in  particular  recurs  to  my 
mind,  where  the  woman  was  treated  with  the  x-ray  and  her  menor- 
rhagia  was  greatly  diminished  over  the  course  of  months,  using  small 
doses.  Then  when  during  this  treatment  she  conceived  I  felt 
worried  because  of  the  possibility  that  the  ovum  had  been  injured, 
but  later,  in  due  course,  she  gave  birth  to  a  perfectlv  healthv  normal 
child." 

"There  is  one  other  class  of  patients  in  whom  the  use  of  the  x-ray 
has  proved  to  be  a  greater  boon  even  than  for  fibroids  (because  in 
fibroids  we  can  operate  in  most  cases),  and  that  is  in  very  young  girls 
at  puberty  when  the  menstrual  function  at  times  begins  irregularly 
and  with  profuse  flooding  which  reduces  some  of  these  patients  to 
conditions  of  grave  and  even  fatal  anemia.  The  usual  course  has 
been  to  temporize  with  drugs,  to  subject  the  patients  to  curettage 
and  even  in  some  cases  a  double  oophorectomy  has  been  performed. 
In  these  cases  we  can  control  the  hemorrhage  absolutely  with  the 
a--ray,  and  here  not  massive  doses,  but  protracted  use  of  small  doses 
may  be  employed  until  amenorrhea  develops.  I  had  some  fears  at 
the  beginning  of  the  use  of  this  method  that  the  amenorrhea  might 
be  permanent,  but  I  now  find  that  after  ten  or  twelve  months,  at 
the  maximum,  the  menstrual  function  is  re-established  and  is  usually 
normal  in  character.  In  other  words,  in  the  very  young  we  can  use 
the  x-ray  to  control  excessive  bleeding  and  usually  to  make  the  bleed- 
ing become  normal  in  character.  In  the  child-bearing  period  in  cer- 
tain selected  cases  where  operation  is  refused,  or  where  we  simply 
attempt  to  control  the  menorrhagia  and  bring  it  within  safe  limits, 
we  can  do  so  without  necessarily  interfering  with  the  child-bearing 
function,  and  finally,  as  the  doctor  has  said,  near  the  menopause  it  is 
quite  easy  to  produce  permanent  amenorrhea." 

Dr.  Walter  M.  Brickner  said:  "There  is  one  point,  perhaps 
not  bearing  directly  on  the  paper  brought  up  by  Dr.  Corscarden, 
which  I  think  might  be  worth  mentioning  in  connection  with  this 
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subject,  and  that  is  azoospermia  as  it  develops  in  unprotected 
x-TSLj  workers.  Dr.  Corscarden  referred  to  the  distinction  between 
the  spermatozoon  and  ovum — that  the  spermatozoon  is  a  cell  that 
reproduces  itself,  while,  as  we  know,  the  ovum  is  a  congenital  cell. 
It  seems  quite  likely,  however,  that  one  may  nevertheless  draw  an 
analogy  between  the  two,  concerning  the  possible  recovery  of  an 
ovum  that  has  been  subjected  to  x-ray  treatment.  It  was  Albers- 
Schoenberg  who  first  reported  that  exposure  to  the  .T-ray  produced 
azoospermia  in  rabbits,  and  soon  after  that  it  was  noted  in  x-ray 
workers  generally,  that  is,  in  those  doing  any  considerable  amount  of 
x-ray  work  up  to  that  time  (around  1904  or  1905)  were  practically 
sterile.  Nevertheless  in  a  very  large  number  of  those  .-v-ray  workers 
after  a  period  of  two,  four,  six,  eight  and  even  more  years  the  sperma- 
tazoa  returned,  and  they  were  not  only  normal  in  appearance  and 
motility,  but  apparently  also  in  function,  for  I  know  of  at  least  two 
x-ray  workers  who  were  azoospermatic  for  a  number  of  years  who 
have  since  become  fathers  of  healthy  children." 

Dr.  Frank  R.  Oastler  said:  "The  physiology  of  the  x-ray  seems 
to  be  extremely  important  and  I  would  like  to  ask  Dr.  Corscarden  one 
thing,  and  that  is  if  he  knows  possibly  of  any  experimentation  on  the 
physiology  of  the  ovum  by  the  use  of  the  x-ray  in  the  following  con- 
nection. We  have  been  informed  by  Jacques  Loeb  that  the  deter- 
mination of  sex  in  all  probability  is  to  be  found  in  the  chromosome 
bodies.  Furthermore,  they  have  gone  one  step  farther  in  Washing- 
ton and  have  found  that  the  size  of  the  chromosome  body  determines 
whether  the  sex  is  male  or  female  in  some  of  the  lower  organisms. 
By  the  preponderance  of  the  large  chromosome  bodies  we  are  sup- 
posed to  get  females  and  by  the  preponderance  of  the  small  chromo- 
some bodies  we  are  supposed  to  get  males.  I  would  like  to  ask  him, 
as  he  tells  us  the  x-ray  has  the  power  of  excitation  of  the  cytoplasm, 
whether  any  work  has  been  done  in  the  determination  of  sex  by  in- 
creasing the  large  or  small  chromosome  bodies  in  the  fertilized  ova 
in  the  amebae,  starfish  and  moUusks.  I  would  like  to  ask  that  ques- 
tion and  one  other  too,  that  was  partially  answered  by  Dr.  Frank, 
and  that  is  with  regard  to  the  possible  damage  to  the  impregnated 
ovum  during  the  development  with  a  resultant  deformity.  The 
question  arises:  If  we  give  too  strong  doses  of  the  .x-ray  will  they 
not  do  injury  to  the  ovum?  Dr.  Drank  has  seen  a  case  where  the 
x-ray  was  appHed  to  an  impregnated  ovum,  yet  the  child  was  de- 
veloped normally,  but  that  may  have  been  from  the  fact  that  the 
dose  was  not  sufficient  to  destroy  any  of  the  impregnated  ovum. 
But  suppose  that  we  get  a  dose  that  will  partially  destroy  the 
impregnated  ovum,  will  we  not  get  a  deformed  child?  You  can  do 
it  by  mechanical  means  in  lower  life,  why  can  it  not  be  done  by  the 
.x-ray  in  the  more  highly  developed  organisms. 

"  With  respect  to  the  indications  for  the  x-ray,  Dr.  Frank's  indi- 
cations seem  to  me  to  cover  the  field  very  thoroughly  except  the  fact 
that  I  would  not  care  to  stop  menorrhagia  and  metrorrhagia  in  young 
girls  by  the  use  of  the  x-ray.  I  would  be  very  much  afraid  of  getting 
an  overdose  of  .x-ray  and  so  destroy  the  function  of  the  ovary  entirely. 
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At  the  time  of  the  menopause  there  seems  to  be  a  very  positive  use  for 
the  .t-ray.  All  of  us  I  think  heartily  agree  on  this."  At  this  point 
Dr.  Oastler  referred  to  women  coming  to  the  menopause  who  con- 
tinue to  bleed  and  bleed  and  bleed.  Continuing  he  said,  "  No  matter 
what  you  give  them  it  has  little  or  no  effect  on  the  bleeding.  It  still 
continues.  You  try  curettage  and  sometimes  it  works  and  some- 
times it  does  not.  There  is  a  very  definite  use  for  the  x-ray  in  that 
class  of  case.  When  you  take  into  consideration  as  Cabot  reports  in 
a  series  of  some  thousands  of  autopsies,  that  mistakes  in  diagnosis 
occur  in  about  64  per  cent,  of  cases,  you  can  see  that  it  is  difficult 
to  always  diagnose  fibroids  with  or  without  degeneration,  and  al- 
though Dr.  Corscarden  has  reported,  I  believe,  only  one  or  two  sarco- 
mata in  fibroids  out  of  a  series  of  cases  at  the  Presbyterian  Hospital; 
it  may  seem  peculiar,  but  in  the  last  three  weeks  I  have  seen  two 
sarcomatous  degenerations  of  fibroids,  in  one  of  which  I  assisted  at  the 
operation  and  the  other  I  operated  on  myself  and  have  the  specimen. 
Unfortunately  for  the  x-ray,  this  case  was  x-rayed  for  the  purpose 
of  stopping  the  bleeding  and  following  that  it  was  operated  on  and 
the  section  proved  to  be  a  sarcomatous  degeneration  of  a  fibroid.  I 
do  not  mean  to  say  that  the  x-ray  was  the  cause  of  the  sarcomatous 
degeneration  because  I  don't  believe  it  was,  but  it  simply  shows  that 
we  cannot  always  make  a  complete  diagnosis  in  some  of  our  fibroids 
to  determine  whether  they  are  simple  fibroids  or  whether  they  are 
undergoing  sarcomatous  degeneration.  In  conclusion,  it  seems  to 
me  that  there  is  a  definite  use  for  the  x-ray  in  cases  where  there  is  a 
contraindication  to  operation;  there  is  a  definite  use  for  it  in  w^omen 
who  are  coming  to  the  menopause  and  are  bleeding  severely,  but 
aside  from  these  two  indications  I  do  not  believe  there  is  to-day, 
with  our  present  operative  facilities  and  present  low  mortality  in 
operation,  any  further  indication  for  the  use  of  the  x-ray." 

Dr.  James  A.  Corscarden,  in  closing  the  discussion  said:  "  Con- 
cerning the  dangers  from  mistakes  in  diagnosis:  Dr.  Frank's  state- 
ments were  statements  of  probability.  I  have  taken  some  pains  to 
look  up  the  literature  for  the  statement  of  accomplished  fact  and  find 
few  cases  in  whom  injury  has  been  done  by  the  Rontgen  ray  treat- 
ment because  of  mistaken  diagnosis.  With  inflammation  present 
the  x-ray  has  not  done  any  damage.  I  do  not  want  to  go  into  the 
subject  here,  but  the  x-ray  is  becoming  now,  under  careful  dosage,  a 
definite  element  in  the  treatment  of  chronic  inflammation,  particu- 
larly tuberculosis.  Since  Murphy's  experiments  on  the  role  of  the 
lymphocytes  in  immunity  to  tuberculosis,  and  Rollier's  effects 
have  been  so  brilliant  in  the  treatment  of  surgical  tuberculosis  in  the 
Swiss  Alps,  we  may  expect  more  than  less  from  this  agent  in  chronic 
inflammation,  so  that  in  cases  complicated  by  inflammation  the 
indication  is  not  entirely  removed;  that  is  to  say,  a  contraindication 
is  not  entirely  established. 

The  great  danger  is  from  the  presence  of  sarcomata.  I  have 
looked  through  the  literature  and  have  found  only  rare  published 
cases  like  Dr.  Oastler  describes.  There  must  be  many  other  instances 
of  sarcomata  being  removed  from  uteri  which  had  been  previously 
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a;-rayed.  There  was  a  specimen  examined  by  Pfeiffer  in  Philadelphia, 
who  is  qualified  to  pass  on  the  nature  of  the  specimen.  Sarcoma  is 
the  real  danger,  but  the  percentage  of  sarcomata  in  fibroids  is  much 
less  than  the  best  mortality  of  hysterectomy. 

The  problem  finally  resolves  itself  into  a  matter  of  selection. 
If  the  mortality  in  hysterectomy  is  nil  and  the  patient  is  not  partly 
incapacitated  for  two  years  or  so,  as  we  are  finding  in  our  follow-up 
system  at  Presbyterian  Hospital,  the  operation  is  indicated.  In 
other  words,  hysterectomy  has  not  only  its  immediate  mortality,  but 
its  late  prostration  and  neurasthenia.  If  such  sequelae  occur  then 
they  must  be  weighed  against  the  possibility  of  a  wrong  diagnosis. 

Concerning  the  spermatozoa:  just  as  a  matter  of  experiment, 
Brown  and  Osgood  demonstrated  in  humans  and  rats  that  the  sper- 
matozoa were  destroyed.  Albers-Schoenberg  in  1902  was  the  first 
to  demonstrate  the  change  in  the  ovary;  denied  by  Heineke,  but 
admitted  a  couple  of  years  later  in  a  subsequent  series  of  experiments. 

With  regard  to  the  effect  on  the  chromosomes,  the  only  articles 
I  have  read  on  the  subject  have  been  by  Packard,  Hertwig,  and  Loeb. 
The  element  of  the  chromosomes  in  sex  is  assumed  rather  than  proved 
and  the  x-vslv  has  apparently  contributed  nothing  conclusively  in 
that  direction. 

"  Concerning  injury  to  the  ovum,  Reifferscheid  has  shown  that  if 
an  ovum  is  injured,  if  pyknosis  occurs,  it  dies.  He  x-rays  an  animal 
and  takes  out  an  ovary,  let  us  say,  after  a  week.  After  this  he  lets 
the  animal  go  for  a  period  of  six  months  or  a  year.  Then  he  esti- 
mates the  number  of  injured  ova  in  the  first  specimen,  and  his 
conclusion  is  that  once  an  ovum  is  injured  it  will  not  recover;  that 
is,  a  follicle  reaching  the  cortex  and  discharging  an  ovum  is  not  one 
which  could  have  been  affected  by  the  .-v-ray.  Of  course  that  is  a 
difficult  problem  to  prove  experimentally,  but  as  far  as  experiments 
go,  he  showed  that  the  ovum  which  does  survive  is  capable  of  im- 
pregnation. The  last  answer  to  that  is  that  the  experiment  has 
been  performed  in  the  human  as  mentioned  in  the  case  of  Dr.  Frank. 
I  have  only  done  it  in  a  few  young  individuals  because  of  this  vague 
fear,  but  feel  no  hesitancy  after  going  through  the  literature  and 
finding  out  that  so  much  has  been  done  in  carrying  out  the  treat- 
ment in  younger  individuals  with  as  yet  no  injury  to  later  gestation. 
The  case  of  Dr.  Frank's  is  encouraging  and  from  the  experimental 
proof,  I  should  feel  no  hesitancy  in  giving  the  dosage  to  young 
individuals.  These  remarks  refer  only  to  the  danger  to  future 
impregnation.  I  have  not  the  slightest  fear  of  producing  a  per- 
permanent  menopause.  There  is  almost  no  danger  of  producing 
a  menopause  in  young  women,  although  it  might  possibly  be  done 
once  in  a  while,  just  as  one  occasionally  gets  an  infection  of  an 
operative  wound.  The  dosage  in  x-vslv  is  just  as  accurate  as  in 
any  other  method  of  treatment  we  have  in  surgery  or  in  the  admin- 
istration of  drugs.  A  man  making  errors  of  that  type  does  not 
know  the  agent  he  is  employing.  With  the  Coolidge  tube,  which 
makes  the  mechanical  handling  of  the  apparatus  easy,  there  is  no 
excuse  for  incorrect   dosage.     You  can  get  an  erythema  or  burn 
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almost  at  will.  In  treating  postoperative  recurrent  carcinomata  of 
the  breast  we  deliberately  produce  a  dermatitis  which  is  never 
troublesome." 
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Meeting,  of  October  25,  191 5. 
The  President,  Howard  Lilienthal,  M.  D.,  in  the  Chair. 


TRACHELOPLASTIC     METHODS      AND     RESULTS.      A     CLINICAL     STUDY 
BASED   UPON  THE   PHYSIOLOGY   OF   THE   MESOMETRIUM. 

Dr.  Arnold  Sturmdorf,  after  referring  to  plastic  amputation 
of  the  cervix  as  practised  by  Marion  Sims,  and  trachelorrhaphy  as 
devised  by  Thomas  Addis  Emmet  and  pointing  out  the  disadvant- 
ages of  the  methods  in  general  use,  said  that  to-day,  after  a  tenure  of 
fifty  years,  we  are  beginning  to  realize  that  the  prevailing  convic- 
tions as  to  the  uniformity  in  beneficient  results  of  these  established 
procedures  demands  a  most  radical  revision. 

It  is  not  the  tear  in  the  cervix  but  the  induced  complications 
which  bring  the  patient  to  the  operating  table.  The  dominating 
fundamental  factor,  that  establishes  the  morbidity  of  a  cervical  lesion, 
is  the  incidence  of  infection.  Clinically,  the  course  of  such  infection 
assumes  one  of  two  types  according  to  its  virulence  and  the  patient's 
resistance.  In  the  first  instance  it  reveals  itself  as  a  form  of  acute 
puerperal  sepsis  with  gradual  subsidence  of  its  systemic  manifesta- 
tions, or  what  is  more  common,  it  pursues  a  more  or  less  insidious 
latent  course  from  the  beginning. 

The  first  form  usually  merges  into  the  second,  so  that  ultimately 
both  eventuate  into  varying  degrees  of  the  same  symptom-complex. 
After  pointing  out  some  gynecological  misconceptions,  such  as  the 
theory  of  reflex  neuroses  from  alleged  pinching  of  the  cervical  nerves 
by  scar  tissue  in  the  angles  of  laceration,  that  the  relative  sterility 
of  women  with  lacerated  cervices  is  due  to  a  cicatricial  stenosis  of 
the  cervical  canal,  for  it  was  obvious  that  an  os  which  gave  egress 
to  millions  of  blood  cells  during  every  menstruation  would  give  in- 
gress to  an  active  spermatozoid,  the  thickest  part  of  which  meas- 
ured less  than  one-half  the  diameter  of  a  single  red  blood  corpuscle, 
the  speaker  states  that  similarly,  chronic  corporeal  endometritis  was 
a  misnomer  and  a  myth.  Nearly  all  the  histological  features  generally 
depicted  as  "endometritis"  present  only  normal  endometrical  trans- 
itions of  the  menstrual  cycle. 

Glandular  hj^erplasia  is  never  inflammatory  in  character  as  we 
were  taught,  but  a  functional  adenomatous  overgrowth,  analogous 
to  that  presented  by  the  thyroid  in  Graves's  disease.     Physiologically 
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the  cervix  is  nothing  more  than  a  passive  communicating  duct 
between  the  vagina  and  the  uterine  cavity  proper.  Menstruation, 
conception,  pregnancy  and  labor,  are  intrinsically  corporeal  func- 
tions and  the  elucidation  of  disturbances  in  these  must  be  sought 
beyond  the  cervLx.  The  functional  integrity  of  any  organ  depends 
upon  the  maintenance  of  a  uniformly  normal  circulatory  equilibrium. 
This  was  conspicuously  true  of  the  uterus,  whose  specific  activity  in 
menstruation  and  pregnancy  demanded  a  range  of  local  circulatory 
oscillation,  that  obviously  implied  the  existence  of  some  regulating 
mechanism.  The  uterus  like  the  heart  is  practically  a  hollow  muscle 
and  like  the  heart  it  automatically  controls  its  own  blood  supply. 
The  recognition  and  significance  of  rhythmical  contractions  in  the 
nonpregnant  uterus  have  not  yet  permeated  far  beyond  the  confines 
of  the  research  laboratory,  but  there  we  command  graphic  tracings, 
revealing  in  uniform  cycles,  rhythmic  successions  of  systole,  diastole 
and  quiescent  intervals,  all  augmented  during  pregnancy  and  men- 
struation. The  uterus  in  pathological  conditions  may  show  every 
grade  of  perverted  muscular  irritability,  with  its  objective  and  sub- 
jective concomitants. 

In  the  uterus  as  elsewhere,  every  infection  incites  the  greatest 
reaction  in  its  lymphatic  elements.  The  arrangement  of  the 
lymphatics  makes  it  clear  how  an  infectious  process  of  the  cervix, 
inducing  an  ascending  intramuscular  lymphangitis  may  splint  and 
immobilize  the  elementary  muscle  bundles  by  plastic  infiltration  of 
their  sheaths.  This  chronic  lymphangitis  may  create  disseminated 
myometrial  abscesses  and  these  converge  into  the  lines  of  the  main 
lymphatic  channels,  its  course  is  evidenced  by  paracervical  exudates 
and  velamentous  bands  or  meshes  which  kink  and  agglutinate  the 
adnexa,  inhibit  tubal  peristalsis,  create  diverticuli  or  occluding  the 
tubal  ostia,  insure  sterility.  It  is  an  axiomatic  surgical  principle 
in  the  control  of  any  ascending  lymphangitis  to  direct  our  therapeutic 
aim  at  the  primary  infectious  focus  and  hence  the  indications  for 
and  limitations  of  trachelorrhaphy  or  cervix  amputation  must  be 
governed  by  their  relative  efficiency  in  the  elimination  of  the 
infectious  cervical  focus  and  the  restoration  of  normal  uterine  func- 
tions. Simple  trachelorrhaphy  should  find  its  cardinal  and  prac- 
tically its  only  sphere  early  in  the  puerperium  during  which  so-called 
immediate  or  intermediate  operation  presents  an  effort  of  the 
highest  prophylactic  potency.  Emmet's  operation  is  limited  in  its 
curative  scope  to  cases  in  which  the  infection  has  not  extended 
beyond  the  borders  of  the  original  tear,  a  rare  condition.  If  we 
know  that  the  infectious  invasion  of  areas  beyond  the  limits  of 
the  primary  injury  and  the  conservation  of  these  invaded  areas 
within  the  cervix  perpetuate  the  morbid  process  then  Emmet's 
trachelorrhaphy  is  practically  futile  in  many  cases.  The  enhanced 
cancer  potentiality  also  limited  the  scope  of  secondary  trachelor- 
rhaphy. 

Dr.  Sturmdorf,  after  speaking  of  some  of  the  technical  disad- 
vantages of  the  usual  operations,  said  the  peripheral  uterine  muscle 
fibers  traversing  the  greater  circumferential    area  are  necessarily 
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much  longer  than  the  central  fibers  that  entwine  the  uterine  cavity 
and  hence  on  ablating  the  cervix  in  the  usual  manner  all  the  muscle 
stumps  were  made  to  terminate  at  the  same  level,  the  longer  per- 
ipheral fibers  contracting  to  a  higher  plane  than  the  shorter  central 
fibers  must  tend  to  pull  the  vaginal  and  endometrial  margins  of 
the  stump  asunder,  and  furthermore  the  extreme  friability  of 
the  endometrial  edge  rendered  its  sutural  retention  purely  tran- 
sitory. These  exposed  stump  surfaces  healed  by  granulation 
and  some  never  healed.  Realizing  some  of  these  operative  shortcom- 
ings many  gynecologists  had  devised  procedures  to  overcome  them. 
Dr.  Sturmdorf  stated  that  after  an  extensive  critical  test  covering  a 
period  of  over  three  years  he  now  wished  to  submit  a  procedure  which 
he  had  originated  which  fulfilled  the  physiological  demands,  met  the 
pathological  indications  and  obviated  the  shortcomings  enumerated. 
This  operation  he  described  with  the  aid  of  lantern  slides.  It  con- 
sisted briefly  of  outlining  and  free  mobilization  of  an  ample  circular 
flap  from  the  vaginal  sheath  of  the  cervix;  complete  excision  of  the 
entire  cervical  mucosa  to  the  internal  os,  with  preservation  of  its 
peripheral  muscular  envelope,  sutural  coaptation  of  the  vaginal  cuff 
to  the  denuded  cervical  cavity. 

The  dilator  and  the  curet  were  absolutely  excluded  from  the 
armentarium  for  this  operation.  The  object  of  the  first  step  was  the 
formation  of  an  ample  motile  cuff  of  vaginal  mucosa;  with  this 
object  in  view  the  incision  was  carried  around  the  cervix  closely 
skirting  the  demarkation  between  its  healthy  vaginal  sheath  and  the 
diseased  mucosa,  running  parallel  to  the  indented  line  at  the  lacer- 
ated points.  The  pouting  everted  cervical  mucosa  was  circumscribed 
and  cored  out  of  its  muscular  bed  as  a  hollow  cone  leaving  a  raw 
funnel-shaped  cavity.  The  loose  vaginal  cuff  was  trimmed  to  serve 
as  an  accurate  lining  to  the  interior  of  this  muscular  funnel.  Its 
retention  was  secured  by  beginning  with  the  anterior  segment  of  the 
circular  flap;  a  long  strand  of  heavy  silkworm  gut  was  passed  on  its 
vaginal  surface,  transversely  through  the  free  border  of  its  central 
tip,  one-eighth  of  an  inch  from  the  edge,  like  a  mattress  suture,  the 
entrance  and  exit  of  the  strand  embracing  a  quarter  inch  of  tissue. 
The  right  free  end  of  the  suture  was  next  carried  into  the  cervical 
cavity  to  a  point  just  above  the  internal  os,  where,  piercing  all  the 
tissues  in  a  direction  forward,  upward  and  to  the  right  it  emerged 
from  the  vaginal  surface  at  the  base  of  the  flap.  The  left  free  suture 
end  was  passed  in  the  same  manner  forward,  upward  and  to  the  left 
so  that  the  two  free  ends  diverging  in  their  transit  reappeared  on  the 
surface  of  the  anterior  vagina  fornix,  about  one-quarter  inch  apart. 
The  suture  course  for  the  posterior  flap  segment  ran  parallel  to  the 
above  but  in  a  posterior  direction,  its  free  ends  emerging  on  the  sur- 
face of  the  posterior  vaginal  fornix.  Now  by  tightening  the  sutures 
the  flap  segments  were  drawn  into  the  cervix,  lining  its  whole  cavity 
with  vaginal  mucosa.  In  directing  the  suture  through  the  cervical 
tissues  a  double-curved  Peaseley  needle  should  be  substituted  for  the 
round  needle,  after  engaging  the  tips  of  the  flaps  in  the  first  stitch. 
A  narrow  strip  of  iodoform  gauze  introduced  with  the  object  of 
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maintaining  a  flat  uniform  coaptation  of  all  raw  surfaces  finished  the 
operation.  This  procedure  effects  the  complete  elimination  of  the 
infectious  focus  by  extirpation  of  the  diseased  cervical  mucosa,  pre- 
serves the  normal  arrangement,  contour  and  functions  of  the  cervical 
musculature,  obviates  the  mechanical  difficulties  of  the  older  opera- 
tions and  secures  the  permanency  of  accurate  sutural  coaptation  of 
flap  to  stump.  Dr.  Sturmdorf  states  that  he  does  not  claim  an 
ideal  restitution  to  the  normal  in  all  cases  but  that  this  procedure 
obviates  the  difficulties  detailed  in  the  greatest  number  of  cases. 

Dr.  J.  Riddle  Goffe  said  the  Society  was  to  be  congratulated 
on  this  scientific,  original  and  altogether  admirable  paper  which  has 
been  presented  by  Dr.  Sturmdorf.  The  paper  was  based  on  facts 
taken  from  the  author's  experience  and  that  of  others  and  logically 
led  to  the  practical  conclusions  advocated.  It  is  certainly  most 
convincing.  Indeed  these  are  the  opinions  toward  which  we  have 
been  drifting  for  some  time;  so  that  this  paper  comes  at  a  timely 
moment  when  we  are  all  in  a  receptive  mood  and  prepared  to  accept 
its  valuable  precepts.  For  instance,  the  operation  of  trachelorrhaphy 
as  devised  and  perfected  by  Dr.  Emmet  should  be  limited  to  condi- 
tions at  or  immediately  following  the  puerperium.  Later,  after 
pathological  processes  have  been  initiated,  it  does  not  overcome 
the  results  of  infection. 

Dr.  Sturmdorf  had  drawn  for  us  a  picture  of  the  result  conse- 
quent upon  the  destruction  of  the  rhythmic  contractions  of  the 
uterus;  he  has  compared  these  rhythmic  contractions  to  the  con- 
tractions of  the  heart.  Without  these  contractions  the  uterus 
becomes  a  dead  organ;  the  rhythmic  contractions  are  its  life. 

Dr.  Goffe  said  he  must  also  agree  with  Dr.  Sturmdorf  in  what  he 
had  said  about  endometritis.  Our  best  pathologists  no  longer  recog- 
nized such  a  condition  as  chronic  endometritis.  In  conditions 
which  were  formerly  designated  by  this  term  we  are  now  told  that 
invariably  endometrial  scrapings  presented  for  examination  show  a 
condition  recognized  as  that  which  constantly  precedes  or  succeeds 
menstruation.  So  that  so  far  as  the  pathological  laboratory  is  con- 
cerned endometritis  is  being  eliminated.  Curettage  is  also  a  pro- 
cedure which  is  being  eliminated,  except  perhaps  for  diagnostic 
purposes  in  cases  in  which  malignancy  is  suspected,  where  it  is  done 
in  order  to  determine  the  condition. 

Coming  to  the  operation,  Dr.  Goffe  said:  "Dr.  Sturmdorf  has  de- 
vised as  complete  and  perfect  operation  as  it  was  possible  to  do;  it 
retains  the  pericervical  or  circumferential  tissues  of  the  cervix 
with  their  muscular  fibers,  and  the  muscular  fibers  are  retained  in  the 
proper  proportional  lengths  of  the  various  fascia,  which  was  most 
important  in  retaining  and  restoring  the  rhythmical  contractions 
and  the  health  of  the  uterus.  If  we  can  restore  these  functions  we  are 
going  to  get  rid  of  the  disease  in  the  lymphatics,  and  while  Dr. 
Sturmdorf  did  not  say  this  he  implied  it.  By  the  restoration  of  the 
contractions  we  get  pressure  on  the  lymphatics  and  thus  gradually 
get  rid  of  the  infection. 

Dr.  Goffe  stated  that  in  his  work  he  used  one  other  method  for  the 
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purpose  of  setting  up  contractions  and  that  was  to  pack  the  uterus 
with  gauze. 

Dr.  Albert  M.  Judd  of  Brooklyn  said  that  Dr.  Sturmdorf  had 
gone  into  this  subject  very  thoroughly  and  had  drawn  very  logical 
conclusions.  His  work  had  all  been  done  as  thoroughly  as  the  plates 
had  shown.  He  said  he  quite  agreed  with  Dr.  Sturmdorf  that 
changes  in  their  methods  of  attacking  the  cervix  were  necessary  by 
finding  in  following  up  cases  in  which  the  operation  of  trachelor- 
rhaphy had  been  performed  that  cystic  degeneration  had  taken  place. 

Dr.  Sturmdorf  had  referred  to  the  error  of  attributing  sterility. 
to  the  narrow  cervical  canal  and  to  the  fact  that  the  blood  passed 
through  the  narrow  cervical  canal  at  the  normal  menstrual  period 
and  that  the  blood  cell  was  larger  than  a  spermatozoon.  In  ex- 
periments carried  out  on  monkeys  it  had  found  that  twelve  drops  of 
blood  passed  in  every  one  of  twenty-four  hours  during  menstruation. 
From  such  evidence  it  seemed  that  perhaps  they  would  have  to  give 
up  the  idea  that  stenosis  of  the  cervical  canal  was  a  cause  of  dysmen- 
orrhea, but,  of  course,  there  are  clots  from  prolonged  congestion,  and 
that  must  be  taken  into  consideration. 

As  to  the  curet,  Dr.  Judd  said  he  sometimes  felt  that  it  should  be 
relegated  to  oblivion  or  at  least  kept  only  for  museum  purposes. 
The  rapidity  of  the  operation  Dr.  Sturmdorf  had  presented  was  one 
of  its  greatest  advantages;  it  was  very  easily  and  quickly  done.  He 
had  performed  the  operation  himself  in  fifteen  cases  and  these  had 
been  sufficient  to  teach  him  that  Dr.  Sturmdorf's  method  was  ex- 
tremely practical.  After  the  operation  there  was  no  granulating 
surface  and  his  method  of  suturing  gave  results  that  were  absolutely 
perfect  with  the  exception  of  one  or  two  points.  It  seemed  to  him 
that  with  just  two  sutures  there  was  more  liability  to  hemorrhage 
than  if  more  sutures  were  used.  It  also  seemed  to  him  that  Dr. 
Sturmdorf  had  changed  his  technic  since  he  had  seen  him  perform 
the  operation,  in  that,  as  he  remembered,  the  stitch  was  introduced 
as  a  submucous  stitch,  whereas  now  he  put  the  stitch  through  the 
entire  flap. 

Dr.  Judd  said  he  had  had  some  trouble  with  the  Peaseley  needle 
and  he  used  one  modelled  on  the  Carstenplan  by  one  of  his  associates, 
Dr.  Wessenberg.  He  had  found  the  Peaseley  needle  not  sufficiently 
stiff  when  it  passed  down  through  the  internal  os.  He  had  also 
found  that  there  was  a  liability  of  entering  the  posterior  culdesac  in 
making  the  posterior  flap.  In  suturing  he  now  uses  chromic  gut  and 
not  silkworm  gut,  and  he  had  not  as  yet  sufficient  courage  to  use  the 
plain  gut,  which  he  uses  in  all  his  other  work.  In  doing  the  Emmet- 
Baldwin  operation  it  was  almost  impossible  to  remove  the  sutures 
and  the  chromic  gut  had  an  advantage  in  this  respect,  as  it  did  not 
require  removal  following  a  Sturmdorf  amputation. 

Dr.  Emil  Schwarz  found  a  penetrating  lymphangitis  with  dense 
submucous  infiltration  only  in  three  out  of  a  large  number  of  cases. 
One  case  showed  also  a  distinct  lymphangitis  of  the  corpus  myome- 
trium. In  order  to  prove  the  presence  of  an  ascending  lymphangitis 
in  those  cases  in  which  a  submucous  infiltration  of  the  cervix  is 
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present  one  has  to  section  the  entire  uterus.  Even  the  presence  of 
scars  in  the  cervix  is  difl&cult  to  prove  so  that  technical  difficulties 
account  primarily  for  the  fact  that  ascending  lymphangitis  has  been 
demonstrated  only  in  few  cases. 

Dr.  S.  W.  Bandler  said  that  he  must  confess  to  a  certain  de- 
gree of  surprise  if  any  claim  of  originality  or  novelty  be  given  to  the 
surgical  procedure  just  described.  He  doubted  if  he  had  done  more 
than  three  or  four  trachelorrhaphies  in  the  last  twelve  years,  but  he 
had  done  dozens  of  amputations  of  the  cervix  in  the  manner  just 
described.  A  laceration  of  the  cervix,  unless  it  runs  high  up  into 
the  broad  ligament,  never  produces  pain.  It  never  produces  through 
reflex  channels  any  phenomena  in  the  patient's  general  system. 
The  writer  of  the  paper  made  no  distinction  between  laceration, 
ectropion  and  erosion. 

An  ectropion  simply  means  that  the  mucous  membrane  of  the 
cervix  is  everted  after  a  laceration.  It  often  is  associated  with  some 
"leukorrhea"  or  chronic  inflammation.  An  inflammation  of  this 
sort  may  exist  and  does  exist  most  frequently  when  the  cervix  is  not 
injured  or  torn. 

An  erosion  is  an  entirely  different  thing  from  an  ectropion.  An 
erosion  is  almost  never  present  without  chronic  catarrh  of  the  cervix. 
Erosions  mean  endocervicitis  and  occur  without  lacerations;  ectro- 
pion never  does. 

If  a  laceration  is  a  slight  one,  and  there  is  no  catarrh,  there  is  no 
indication  for  doing  any  repair  to  the  cervLx.  I  leave  it  alone.  On 
the  other  hand,  if  the  laceration  is  a  deep  one,  and  if  the  infection  of 
the  existing  ectropion  be  marked,  or  if  there  be  a  chronic,  incurable 
cervical  catarrh,  with  hypertrophy  of  the  cervLx  and  no  tear,  then  I 
amputate  the  cervix.     It  is  of  no  value,  it  is  a  menace. 

There  is  no  reason  in  repairing  a  cervix  when  there  is  a  chronic  endo- 
cervitis,  and  very  little  value  when  there  is  not. 

During  all  these  years,  I  have  been  amputating  the  cervLx  in  the 
following  way.  A  circular  incision  is  made  around  the  cervix 
through  the  vaginal  mucosa,  and  this  with  the  aid  of  the  finger  cov- 
ered with  gauze,  is  pushed  back  posteriorly,  anteriorly  and  laterally, 
so  that  the  cervix  is  Uterally  "skinned"  out  of  its  vaginal  covering. 
Then  as  much  of  the  cervix  as  is  desired  is  cut  off  in  a  tansverse 
fashion.  This  leaves  a  vaginal  flap  which  projects  out  over  the  raw 
lower  end  of  the  uterus,  and  it  is  easy  with  four  or  eight  stitches 
which  are  passed  through  the  cervical  canal  and  through  the  edges 
of  the  vaginal  flap,  to  cover  the  cervix  thoroughly  and  perfectly. 

I  challenge  anyone  who  examines  one  of  these  cases  several  weeks 
after  the  operation,  to  teU  by  the  sense  of  touch  alone,  whether  the 
cervix  was  ever  amputated  or  not. 

I  have  not  read  the  paper  of  Leonard,  to  which  Dr.  Sturmdorf 
refers,  but  if  at  Johns  Hopkins  they  followed  the  method  of  simply 
cutting  the  cervLx  off  in  a  transverse  manner,  and  then,  without 
separating  the  vaginal  mucous  membrane,  united  the  vaginal  mucous 
membrane  with  the  lining  of  the  cervix,  over  the  intervening  area  of 
cervical  tissue,  I  do  not  wonder  that  no  healing  resulted,  I  do  not 
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wonder  that  bleeding  resulted,  I  do  not  wonder  that  trouble  occurred 
afterward. 

When  Dr.  Goffe  steps  on  the  platform  and  praises  this  procedure 
so  highly  as  a  novel  one,  a  revolutionary  one,  one  that  is  to  take 
the  place  of  trachelorrhaphy,  there  is,  to  say  the  least,  a  feeling  of  sur- 
prise aroused,  because  I  should  hate  to  have  anyone  in  this  audience 
think  that  the  gynecological  specialty  which  has  existed  for  these 
fifty-iive  odd  years,  only  now  for  the  first  time  has  discovered  a 
procedure  which  can  take  care  of  these  lacerations,  whether  or  no 
they  be  associated  with  a  cervical  catarrh. 

In  the  drawings  which  were  shown,  we  have  simply  an  erosion. 
There  was  little  or  no  laceration  at  all.  Ofttimes  there  is  a  deep 
laceration  on  one  side  or  on  the  other,  and  one  must  then  make  wide 
circumcision  on  the  vaginal  mucous  membrane  and  a  much  higher 
amputation  of  the  cervix. 

The  cervical  structure  itself  is  in  many  cases  very  much  involved 
as  a  result  of  the  chronic  cervical  catarrh.  The  endocervical  glands 
are  growing  out  through  the  cervical  tissue  and  in  many  instances 
they  appear  up  underneath  the  vaginal  mucous  membrane  and 
through  the  vaginal  mucous  membrane  in  the  form  of  "Ovula  of 
Naboth."  Hence,  one  must  make  a  wide  circumcision,  that  is  far 
up  above  the  external  os. 

When  a  chronic  cervical  catarrh  and  an  inflammation  occur,  there 
is  bound  to  be  a  corresponding  upward  extension,  in  most  cases, 
into  the  uterine  lining.  It  is  from  this  uterine  lining  that  an  exten- 
sion of  the  inflammation  passes  out  into  the  structure  of  the  uterine 
fundus  itself.  The  upward  extension  from  a  cervical  catarrh,  with 
or  without  erosion  or  ectropion  or  laceration,  through  the  structure 
of  the  cervix  into  the  musculature  of  the  fundus  itself  is  a  rarity, 
except  in  acute  cases  of  infection.  Chronic  cervical  catarrh  does  not 
tend  to  extend  upward  through  the  muscle  structure  of  the  cervix  into 
the  uterus,  it  tends  to  spread  out  into  the  radiating  lymphatics, 
i.e.,  into  the  "ligaments"  around  the  cervix,  the  two  uterovesical  in 
front,  the  two  uterosacrals  behind,  and  the  two  broad  ligaments  on 
either  side. 

A  chronic  cervical  catarrh  with  erosion  or  with  ectropion  usually 
has  a  tendency  to  extend  out  into  the  uterosacral  ligaments  and  the 
posterior  parametrium.  When  sclerosis  of  these  ligaments  then  takes 
place,  the  uterus  is  pulled  back  into  the  hollow  of  the  sacrum. 
This  is  called  a  retrodisplacement,  and  has  nothing  to  do  with  retro- 
flexion or  retroversion  as  such.  These  two  latter  conditions  are 
retrodeviations.  A  retrodisplaced  uterus  may  be  retroflexed  or 
retroflexed  or  anteflexed  but  the  fact  that  the  cervix  is  pulled  up 
toward  the  hollow  of  the  sacrum  by  the  sclerosed  uterosacral  liga- 
ments is  what  makes  the  retrodisplacement. 

SACRAL   SUSPENSION   OF   THE   UTERUS. 

Dr.  John  Van  Doren  Young  read  this  paper  in  which  he  stated 
that  two  axioms  applied  with  equal  force  to  all  corrective  surgery: 
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First  a  clear  concept  of  a  deformity  was  essential  to  its  correction, 
and  second,  a  multiplicity  of  methods  for  the  relief  of  the  deformity 
indicated  a  lack  of  this  clear  concept.  In  discussing  the  normal 
relations  of  the  uterus  to  the  bony  pelvis,  its  supports  and  the  pelvic 
diaphragm,  and  the  forces  that  tended  to  displace  it,  the  writer  called 
special  attention  to  the  fact  that  the  axis  of  the  uterus  formed  an 
acute  angle  to  the  axis  of  the  vagina,  and  not  a  right  angle  as  was 
usually  taught.  In  the  normal  position  the  so-called  posterior 
surface  of  the  uterus  was  in  reality  the  upper,  and  the  anterior  the 
lower  surface.  A  study  of  the  arrangement  of  the  ligaments  shows 
that  the  only  suspensory  ligaments  of  the  uterus  are  the  uterosacral; 
they  have  no  other  function.  For  convenience  of  description  these 
ligaments  may  be  divided  into  thirds,  uterine,  middle  and  sacral. 
In  the  uterine  third  the  ligament  is  the  thickest,  and  round  in  form, 
muscle  bundles  predominate  and  the  elasticity  of  the  ligament  is 
found  there.  The  middle  third  is  yellow  elastic  and  fibrous  tissue 
with  a  few  muscle  bundles;  it  is  the  weakest  portion  and  the  part 
where  stretching  of  the  ligament  occurs.  The  sacral  third  is  fibrous 
tissue  only,  and  spreads  out  fan-like  its  attachment  to  the  bone,  and 
is  extremely  strong.  Any  operation,  therefore  that  promises  suc- 
cess must  sacrifice  the  middle  third  and  utilize  the  uterine  and  sacral 
portions.  After  reviewing  the  mechanics  and  dynamics  of  the  pelvic 
organs  the  author  stated  that  for  the  purpose  of  his  paper  he  desired 
to  call  attention  only  to  that  deformity  which  might  be  described 
as  mechanical  retroversion,  leaving  out  of  consideration  all  retro- 
positions  of  the  uterus  due  to  postinflammatory  peritoneal  contrac- 
tions, at  the  same  time  recognizing  that  periadnexal  adhesions  might 
complicate  a  mechanical  retroversion  but  were  never  its  cause. 
It  was  apparent  that  with  the  fundus  prominently  below  the  prom- 
ontory of  the  sacrum,  the  uterosacral  ligaments  must  be  abnormally 
stretched  and  if  congenital  or  of  long  standing  stretched  beyond 
their  elastic  limits,  so  also  the  round  ligaments.  The  broad  liga- 
ments must  be  twisted  on  their  transverse  axis,  the  infundibulo- 
pelvic  dragged  over  the  edge  of  the  pelvis,  and  there  must  be  a 
resultant  venous  stasis.  The  bladder  was  drawn  backward,  and 
its  ifundus  left  exposed  to  intraabdominal  pressure,  the  cervix 
pressed  upon  the  trigone,  displacing  it  in  an  upward  and  forward 
direction,  with  consequent  traction  on  the  urethra.  The  rectum 
was  compressed  against  the  sacrum,  causing  stasis  of  the  fecal  con- 
tent and  in  a  large  percentage  of  cases  a  perisigmoiditis  with  adhe- 
sions of  the  sigmoid,  most  commonly  to  the  infundibulopelvic, 
broad  and  round  ligaments.  As  to  the  frequency  of  this  lesion  he 
had  found,  in  a  study  of  6134  cases  at  St.  Luke's  Hospital,  that  2238 
of  all  the  cases  had  retropositions  of  the  uterus,  50  per  cent,  of 
which  were  retroversions. 

After  discussion  the  etiology  and  symptomatology  of  pathological 
retroversions  of  the  uterus  Dr.  Young  said  his  treatment  consisted 
in  general  care,  instruction  in  the  poise  of  the  body  and  local  treat- 
ment, before  resorting  to  an  operation.  The  pessary,  properly 
fitted,  would  give  results  in  those  cases  in  which  the  ligaments  were 
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not  stretched  beyond  their  elastic  limits  and  in  which  there  were  no 
complicating  periadnexal  adhesions  or  birth  traumas.  This  treat- 
ment should  be  tried  in  all  cases  in  which  there  was  contraindication 
to  operation,  objection  to  surgery  on  the  part  of  the  patient,  or 
in  all  cases  in  which  retroversion  followed  immediately  after  delivery. 
In  the  latter  class  of  patients  the  percentage  of  cures  was  the  greatest. 
Any  operation  to  be  successful  must  be  founded  on  the  physics,  the 
dynamic  and  the  mechanics  of  the  pelvic  organs,  and  must  precon- 
ceive a  clear  concept  of  the  deformity  to  be  corrected  on  the  part  of 
the  operator.  That  this  had  not  been  true  in  the  past,  was  demon- 
strated by  the  multiplicity  of  the  methods  devised  for  the  cure  of 
retroversion.  Among  the  operations  that  disregard  the  physics, 
the  dynamics,  and  the  mechanics  of  the  pelvic  organs  are  ventral 
fixation,  ventral  suspension,  the  Webster-Baldy  operation,  and 
vaginolixation.  The  operations  that  partly  take  these  factors 
into  consideration  but  disregard  complicating  lesions  are  the  Alex- 
ander and  the  Gilliam.  Operations  which  enable  the  operator  to 
meet  any  complication,  but  disregard  the  lower  segment  of  the 
uterus  are  the  Barrett- Gilliam,  Dudley,  Bassett  and  Montgomery. 
Operations  on  the  uterosacral  ligaments  through  the  vagina  disre- 
gard the  round  ligaments,  and  sacrifice  the  uterine  third  of  the  utero- 
sacrals.  The  procedure  which  has  given  the  writer  the  best  results 
was  as  follows:  If  birth  trauma  was  present  it  was  first  repaired. 
A  long  conical,  or  a  lacerated  infected  cervix  was  operated  upon  by 
the  tracheloplastic  method  just  described,  thereby  shortening  the 
cervical  arm  of  the  uterine  lever.  The  pelvic  diaphragm  was 
repaired  by  the  muscular  interposition  operation.  The  abdomen 
was  then  opened  by  the  Pfannensteil  incision  and  the  uterosacral 
ligaments  shortened  by^.the  following  method:  The  perisigmoidal 
adhesions  are  separated  with  scissors,  while  the  gut  is  held  in  the 
left  hand,  allowing  the  most  careful  dissection  in  freeing  the  sigmoid; 
the  resultant  raw  surface  on  the  sigmoid  and  mesosigmoid  was 
repaired  by  fine  catgut  running  suture.  The  round  ligament  peri- 
toneal trauma  was  disregarded,  it  being  cared  for  by  operation  on  the 
round  ligament  later.  Peritoneal  trauma  to  the  infundibulopelvic 
or  broad  ligament  was  repaired  in  the  same  way.  The  uterosacral 
ligaments  were  cut  about  three-eighths  of  their  length  from  the  spine 
and  five-eights  from  the  fundus. 

Dr.  Young  described  his  technic  with  the  aid  of  lantern  slides. 
He  stated  that  he  had  performed  196  sacral  suspensions;  there  had 
been  no  mortality  and  one  patient  had  had  four  deliveries  and  her 
pelvic  condition  was  normal.  He  had  had  one  failure  due  to  peri- 
sigmoidal adhesions  and  one  case  was  compelled  to  wear  a  pessary. 
He  believed  that  if  he  had  recognized  the  perisigmoidal  adhesions 
the  results  would  have  been  different  in  these  two  instances. 

DISCUSSION. 

Dr.  William  M.  Polk  said  that  when  Dr.  Young  began  to  read 
his  paper  he  did  not  think  he  would  be  very  much  interested  in  it 
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as  it  had  been  threshed  over  so  often  and  there  seemed  to  be  Httle 
in  connection  with  it  to  which  one  could  call  the  attention  of  the 
modern  gynecologist.  However,  as  Dr.  Young  read  on,  he  found 
that  he  had  taken  a  procedure  which  had  been  taken  up  thirty  or 
forty  years  ago  and  had  been  abandoned  for  lack  of  knowledge  of 
certain  anatomical  features  and  for  lack  of  operative  technic.  The 
operation  had  certain  technical  difficulties  but  these  Dr.  Young  had 
succeeded  in  surmounting  and  has  thereby  discovered  a  perfect 
way  of  shortening  the  uterosacral  ligaments. 

Dr.  Frederick  C.  Holden. — The  principal  prerequisite  to  suc- 
cess in  the  cure  of  this  condition  is  a  thorough  painstaking  pre- 
operative study  of  the  existing  physiologic,  anatomic  and  patho- 
logic conditions  in  the  individual  case. 

The  facts  to  be  considered  are  the  condition  of  the  pelvic  floor, 
presence  of  rectocele  and  cystocele,  or  both;  the  size,  condition  and 
position  of  the  cervix;  is  there  a  long  or  short  anterior  invagination  of 
the  cervix;  is  she  past,  or  in  the  child-bearing  age. 

WTien  these  facts  have  been  ascertained,  fit  the  operation  or 
operations  to  the  individual  case  and  not  the  individual  to  the  opera- 
tion, as  individual  is  the  patient  so  individual  should  be  the  operation 
or  operations  for  the  patient.  No  one  operation  yet  devised  or  to  be 
devised  will  ever  cure  all  types  of  retrodisplacement  of  the  uterus. 
I  pity  any  woman  who  is  unfortunate  enough  to  fall  into  the  hands 
of  any  surgeon  who  is  obsessed  with  the  idea  of  originality  and  has 
devised  some  operation  or  modification  of  some  operation  to  which 
his  name  has  been  added  and  thinks  that  this  operation  would  cure 
all  types  and  conditions  of  retrodisplacement  of  the  uterus. 

Several  years  ago  in  personal  conversation  with  an  operator  of  note 
I  asked  him  "if  he  did  his  operation  on  all  cases  of  retrodisplacement 
of  the  uterus"  and  his  answer  was  in  the  affirmative.  Reynolds  of 
Boston  has  called  attention  to  the  part  which  a  short  congenital 
anterior  invagination  of  the  cervix  plays  in  holding  the  cervLx  well 
forward  under  the  symphysis.  When  this  condition  exists  the 
Reynolds  operation  on  the  anterior  vaginal  wall  should  precede  any 
operation  for  retrodisplacement.  The  keynote  to  success  in  opera- 
tions for  retrodisplacement  is  not  so  much  what  is  done  to  the  fundus 
as  where  do  we  place  and  keep  the  cervix. 

When  all  is  said  and  done  success  on  operations  for  retrodisplace- 
ment is  the  position  in  which  the  cervix  is  maintained.  In  selected 
cases  the  operation  described  and  illustrated  so  beautifully  by  Dr. 
Young  should  fuffil  this  purpose  very  satisfactorily. 

Dr.  Jerome  M.  Lynch  thought  it  might  be  well  to  say  a  word 
about  the  nerve  supply.  The  hypogastric  plexus  was  the  receiving 
and  distributing  station  for  pain  and  nerve  impressions  from  the 
generative  tract  and  the  rectum,  and  therefore  a  painful  lesion  in  one 
of  these  locations  was  reflected  to  the  other,  and  therefore  in  all  cases 
having  pain  referable  to  either  of  these  organs  it  was  advisable  to 
have  a  rectal  examination  to  determine  the  true  site  of  the  lesion. 

Diseases  of  the  rectum  are  so   intimatelv  associated  with   other 
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diseases  of  the  human  system,  that  a  careful  examination,  both  local 
and  general,  is  absolutely  necessary  if  we  are  to  avoid  mistakes. 

Such  examinations  are  especially  important  in  diseases  of  the 
digestive  tract,  spinal  cord  and  reproductive  organs.  In  diseases  of 
the  rectum,  it  is  as  important  to  consider  disease  in  other  organs  of 
the  body,  as  it  is  for  the  gynecologist  to  consider  the  rectum. 

Dr.  Young  had  brought  to  your  attention  to-night  a  malformation 
which  is  capable  of  causing  grave  symptoms  or  the  actual  lesions  of 
neighboring  organs,  particularly  the  rectum  and  sigmoid. 

It  would  take  a  long  time  to  enumerate  the  various  mishaps  to  the 
rectum  that  are  caused  by  retrodisplacement  of  the  uterus:  diar- 
rhea, constipation,  stricture,  piles,  fissure,  frequent  desire  to  empty 
the  bowels  with  passage  of  blood  and  mucus,  often  mistaken  for 
malignant  disease. 

Diverticulitis  may  involve  the  generative  organs  and  produce  or 
simulate  uterine  disease.  One  case  of  pyosalpinx  and  another  retro- 
version, complained  of  rectal  symptoms  only.  One  of  these  had 
hemorrhoids;  the  other  stricture.  Needless  to  say  the  uterine  con- 
ditions had  to  be  rectified,  as  the  treatment  of  the  rectal  condition 
alone  would  have  been  insufficient. 

Dr.  Rutherford  Morrris,  in  a  personal  communication  related 
the  history  of  a  case  that  came  under  his  observation  of  a  woman, 
who  had  chronic  diarrhea  which  was  only  relieved  after  a  retroversion 
had  been  corrected. 

On  the  other  hand,  in  fissure,  cryptitis,  or  hemorrhoids,  the  pain  may 
be  referred  entirely  to  the  generative  organs  showing  that  one  must 
be  constantly  on  his  guard. 

I  earnestly  feel  that  a  successful  proctologist  or  gynecologist  must 
have  a  very  full  knowledge  of  both  fields.  A  man  in  our  profession 
does  not  get  on  if  he  limits  his  studies.  He  must  be  alive  to  all  side 
issues;  to  causes  and  effects;  to  allied  sequelae;  full  of  resource  to 
overcome  obstacles  that  retard  the  recovery  of  his  patients,  that  these 
embarrassments  may  not  overcome  him.  Close  cooperation  between 
surgeons  will  very  often  solve  a  bafiiing  problem. 

Dr.  John  Van  Doren  Young,  in  closing  the  discussion,  said  that 
Dr.  Holden  was  right  in  what  he  said,  that  it  was  of  vital  importance 
that  the  operation  should  be  fitted  to  the  patient,  and  for  that  very 
reason  he  had  stated  that  his  operation  should  h&  directed  toward 
the  relief  of  pathologic  retroversion  and  toward  nothing  else.  The 
term  retrodisplacement  should  be  discarded  unless  it  was  determined 
just  what  was  meant  by  it;  it  was  a  very  much  misused  term.  A 
displacement  caused  by  postinflammatory  peritoneal  adhesions  may 
be  due  to  a  number  of  vastly  different  lesions,  such  as  a  periadnexitis, 
perisigmoiditis,  etc.,  and  any  surgeon  who  tries  to  fit  the  patient  to 
any  one  operation  will  be  confronted  by  a  great  deal  of  trouble 
afterward. 
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Meeting  of  January  8,  1915. 
The  President,  Dr.  Moran,  in  the  Chair. 
Dr.  J.  Thomas  Kelley  reported  a  case  of 

JAUNDICE  CAUSED  BY  ENLARGED  GLANT)  IN  THE    AMPULLA    OF   VATER 

Mrs.  A.,  white,  married,  aged  fifty-nine,  has  had  six  children. 
Has  been  perfectly  well  all  of  her  life,  except  for  a  prolapsed  uterus 
which  was  operated  upon  ten  years  ago.  The  middle  of  April,  1914, 
she  was  taken  with  severe  pain  in  the  right  upper  quadrant  of  the 
abdomen;  she  was  slightly  jaundiced  after  the  attack.  These 
attacks  continued  at  intervals  of  a  week  until  the  first  of  June,  when 
she  was  very  deeply  jaundiced.  She  entered  Providence  Hospital 
at  this  time.  Examination  of  the  abdomen  showed  tenderness  over 
the  region  of  the  gall-bladder,  but  this  organ  could  not  be  palpated. 
There  had  been  no  clearing  up  of  the  skin  since  the  first  attack.  A 
diagnosis  was  made  of  mahgnant  disease  of  the  liver  or  pancreas,  or 
pancreatitis,  although  the  patient  had  had  a  typical  biUary  colic. 
The  abdomen  was  opened  a  few  days  after  she  entered  the  hospital. 
The  liver  was  enlarged,  and  the  gall-bladder  very  much  distended. 
The  pancreas  was  enlarged  to  more  than  double  its  normal  size,  but 
contained  no  nodules  which  would  be  suggestive  of  a  malignant 
growth.  The  condition  was  then  thought  to  be  one  of  pancreatitis. 
After  a  careful  search,  no  stones  were  found  in  the  ducts  or  the  gall- 
bladder. The  gall-bladder  was  drained.  The  jaundice  gradually 
clearing  up,  but  after  the  tube  was  removed  from  the  gall-bladder 
the  drainage  continued  and  no  bile  appeared  in  the  stools  at  any 
time.  The  patient  left  the  hospital  and  went  to  her  home  in  Mary- 
land, the  drainage  continuing.  At  intervals  of  ten  days  or  so,  the 
fistula  would  close,  causing  intense  pain,  which  was  only  relieved 
after  it  was  opened  again.  I  then  believed  that  I  had  overlooked 
a  stone  in  the  ampulla.  She  entered  the  Leesburg  Hospital.  On 
December  13,  1914,  assisted  by  Dr.  Charles  White,  I  operated  again. 
The  biliary  fistula  had  been  closed  for  twenty-four  hours  and  the 
gall-bladder  was  tightly  distended.  After  breaking  up  the  numerous 
adhesions  about  the  gall-bladder  and  ducts,  a  very  careful  search 
was  made  for  stones,  none  were  found.  The  pancreas  was  palpated 
and  found  to  be  perfectly  normal  in  size  and  consistency.  The 
omentum  and  transverse  colon  were  then  turned  up  and  the  duo- 
denum exposed;  the  intestines  were  well  packed  off,  and  search  made 
for  a  possible  stone  in  the  ampulla  (by  palpation).     We  found  a 
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small  nodule  which  at  first  we  thought  might  be  a  stone,  but  con- 
cluded directly  it  was  a  gland.  We  made  an  incision  over  the  gland, 
when  we  found  we  were  in  the  duodenum.  The  sides  of  this  little 
opening  were  caught  with  hemostats  and  the  interior  of  the  gut  ex- 
posed. We  saw  projecting  from  the  upper  side  of  the  mucous  mem- 
brane a  small  reddish-looking  object,  which  was  the  gland  we  felt 
before  the  intestine  was  opened.  An  incision  was  made  over  the 
gland,  through  the  mucous  membrane,  and  an  endeavor  was  made 
to  shell  out  the  gland  with  the  handle  of  a  scalpel.  The  gland  was 
no  sooner  dislodged  than  the  wound  was  flooded  with  bile;  the  gall- 
bladder rapidly  collapsing.  A  curved  forceps  was  put  in  through 
this  opening  and  we  found  it  went  through  the  common  duct  into 
the  gall-bladder.  The  hole  in  the  intestine  was  closed,  and  the 
fistula  into  the  gall-bladder  also.  The  wound  was  closed  without 
drainage.     The  patient  made  an  uninterrupted  recovery. 

The  interest  in  the  case  is  the  pancreatitis  which  probably  caused 
the  obstruction  and  jaundice  and  the  persistence  of  the  obstruction 
after  the  pancreas  had  become  normal;  and  that  the  obstruction  was 
caused  by  a  very  small  lymph  gland  (the  size  of  a  French  pea)  in 
the  ampulla  of  Vater. 

Dr.  White  in  speaking  of  Dr.  Kelley's  case  said  that  it  was  good 
surgery  and  good  judgment  that  led  to  the  discovery  of  so  small  a 
gland  causing  the  jaundice. 

Dr.  Carr  had  reported  four  cases  of  common  duct  obstruction 
with  jaundice  in  which  no  cause  was  found.  There  had  been  glands 
on  the  cystic  duct  enlarged  from  inflammation  of  the  gall-bladder. 
He  had  thought  two  of  his  cases  due  to  kinking  of  the  common  duct. 

Dr.  Moran  asked  if  the  pancreatitis  in  Dr.  Kelley's  case  had 
been  considered  primary  or  secondary. 

Dr.  Kelley  thought  that  the  pancreatitis  had  been  primary  and 
the  enlarged  gland  secondary  to  it.  The  wall  of  the  gall-bladder 
was  thin.  After  the  first  operation  the  gland  remained  large  and 
the  patient  continued  jaundiced.  The  gland  scrap  was  so  small 
that  it  had  been  lost  after  the  operation. 

Dr.  Moran  said  that  the  sounding  of  the  ducts  was  important. 
He  spoke  of  the  close  relation  between  gall-bladder  trouble  and 
pancreatitis  and  of  the  frequency  of  the  pancreatitis  after  gall- 
bladder trouble. 

Dr.  Stone  said  that  the  sounding  of  the  ducts  was  very  important. 
In  this  case  Dr.  Kelley  had  passed  a  sound  from  below  up  and  would 
not  have  missed  a  stone  in  the  ampulla  as  did  happen  at  times  when 
probing  in  the  other  direction.  He  could  not  conceive  of  a  gland 
so  hard  and  impassable  as  to  cause  persistent  jaundice  and  therefore 
doubted  that  the  gland  was  the  cause  of  the  jaundice.  A  small 
stone  might  have  escaped  into  the  intestine. 

Dr.  Miller  asked  if  there  could  not  have  been  an  hypertrophy 
of  the  papilla  at  the  ampulla. 

Dr.  Kelley  said  that  the  mass  felt  like  a  lymph  node.  It  was 
too  soft  for  a  stone. 

Dr.  Fremont  Smith  spoke  of  the  frequent  causes  of   jaundice. 
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There  was  one  group  of  cases  in  girls  just  after  puberty  occurring 
in  repeated  attacks  with  fever  not  epidemic  like  Weil's  disease.  It 
suggested  a  colon  bacillus  infection  of  the  bile  ducts. 

Dr.  Carr  thought  a  lymph  node  might  be  hard  enough  to  block 
the  bile  ducts.  He  suggested  the  possibility  of  an  hypertrophied 
Brunner's  gland.  Probing  from  the  gall-bladder  to  the  intestines 
in  his  hands  had  never  been  successful  either  at  operation  or  at 
autopsy  even  with  a  flexible  probe,  although  one  could  force  water 
down  the  ducts.  Probing  the  passage  from  the  ampulla  up  was  the 
surer  way,  but  it  was  not  easy  to  find  the  papilla  from  which  to  start. 
Of  his  four  cases  two  got  well  after  a  second  operation.  On  one  he 
did  a  primary  cholecystenterostomy.  The  fourth  was  a  cancer  of 
the  pancreas. 

Dr.  Stone  suggested  probing  from  the  common  duct  into  the 
intestine,  not  from  the  gall-bladder.  He  considered  the  examination 
of  a  case  of  obstructive  jaundice  incomplete  until  the  common  duct 
had  been  probed. 

Dr.  Kelley  said  that  at  the  first  operation  he  had  probed  the 
duct  but  not  carefully  because  of  the  absence  of  jaundice.  At  the 
second  operation  he  expected  to  find  a  stone  at  the  ampulla  but 
instead  found  this  gland.  After  its  removal  the  bile  flowed  freely 
into  the  intestine. 

Dr.  Truman  Abbe  reported  a  case  of 

OBLIQUELY   CONTRACTED   PELVIS. 

Mrs.  R.  T.,  a  white  woman  twenty-four  years  of  age,  pregnant 
for  the  second  time,  was  referred  to  me  in  October  by  Dr.  Pagan  for  a 
skiagraph  to  complete  the  study  of  her  pelvis  which  his  previous 
measurements  had  shown  to  be  obliquely  contracted.  Her  history 
contains  many  features  worthy  of  deep  study  and  reflection.  We 
shall  touch  on  only  those  connected  with  this  one  feature  and  leave 
the  condition  as  an  entirety  to  be  reported  by  Dr.  Pagan  in  the  near 
future.  She  is  a  small  woman  only  4  feet  10  inches  tall  and 
weighing  about  75  pounds.  She  had  had  a  previous  Cesarean 
section  by  Dr.  Bovee.  At  the  age  of  about  one  year  she  had 
an  attack  of  infantile  paralysis  which  left  her  with  a  shortened 
leg.  At  the  age  of  twelve  years  she  had  a  resection  of  the  knee  in 
the  expectation  that  the  stiff  limb  would  be  an  improvement  over 
the  partially  paralyzed  leg.  At  present  there  is  a  shortening  of  that 
leg  of  about  2  inches  corrected  in  part  by  wearing  a  special  high 
heel  shoe,  and  there  is  a  compensatory  scoliosis  in  the  lumbar  spine. 
The  pelvic  measurements  (mean  of  several  series  taken  by  Dr. 
Pagan  and  myself)  are  interspinous  18.5  cm.,  intercristal  22.5  cm., 
intertrochanteric  28  cm.,  external  conjugate  15.5  cm.,  diagonal 
conjugate  11  cm.  The  right  obhque  and  the  left  oblique  are  the 
same  18.5  cm.,  pubococcygeal  8  cm.,  interischial  10  cm.,  symphysis 
to  right  tuber  ischii  8  cm.,  and  to  left  tuber  ischii  10  cm.  The  cir- 
cumferences of  the  pelvis  measured  from  the  symphysis  to  the  right 
anterior  superior  spine  12.5  cm.,  to  the  right  posterior  superior  spine 
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31.8  cm.,  to  the  median  line  posteriorly  35  cm.  From  the  symphysis 
to  the  left  anterior  superior  spine  15  cm.,  to  the  left  posterior  superior 
spine  32.5  cm.  and  to  the  median  line  posteriorly  around  the  left 
ilium  36.7  cm.  With  these  measurements  showing  the  obliques 
equal,  the  distance  from  the  symphysis  pubis  to  the  right  tuber 
ischii,  2  cm.  less  than  the  distance  to  the  left  tuber  ischii  and  the 
circumference  of  the  pelvis  on  the  right  side  i  or  more  cm.  less 
than  that  on  the  left  side,  we  expected  that  the  skiagram  would 
show  a  contraction  of  the  pelvis  on  the  right  side  corresponding 
to  the  shortened  leg.  However,  contrary  to  our  expectations  the 
skiagram  showed  in  addition  to  the  small  atrophic  bones  on  the 
paralyzed  side  a  cavity  of  the  pelvis  which  was  distinctly  larger 
on  that  side  than  on  the  side  of  the  normal  leg. 


Fig.  I. — Obliquely  contracted  pelvis  tracing  from  an  x-ray  plate. 


An  investigation  of  the  literature  of  the  subject  brought  out  the 
idea  that  when  a  scoliosis  is  the  main  factor  in  causing  the  obhquity 
of  the  pelvis,  that  the  contraction  is  on  the  side  of  the  convexity  of 
the  scoliosis  where  the  weight  of  the  body  pushes  the  sacroiliac  joint 
nearer  to  the  acetabulum  on  that  side;  while  in  cases  where  a  short- 
ened leg  with  a  freely  movable  hip-joint  is  the  essential  feature  in 
distorting  the  pelvis  that  the  contraction  is  on  the  side  pushed  in 
by  bearing  the  weight  of  the  body  on  the  well  leg.  The  structure 
and  strength  of  the  bones  are  apparently  a  secondary  factor.  The 
obliquely  contracted  pelvis  of  Naegele  is  in  an  entirely  different  class 
being  dependent  on  a  congenital  anomaly  of  the  sacrum. 

We  took  a  second  skiagram  of  this  pelvis  after  Dr.  Pagan  had 
delivered  the  baby  by  Cesarean  section  and  present  herewith  a 
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tracing  from  that  skiagram  rather  than  from  the  first  one  because 
in  the  first  the  shadow  of  the  infant's  head  hid  parts  of  the  pelvis. 

Dr.  Sprigg  said  the  equal  measurements  of  the  external  obliques 
was  unusual  in  such  cases.  He  thought  that  the  shape  of  the  pelvis 
could  be  modified  without  question  by  bearing  the  weight  unequally 
on  the  two  acetabuli,  therefore  in  training  young  girls  he  insisted 
on  their  carrying  their  weight  on  the  two  legs. 

Dr.  Lowe  called  attention  to  the  difference  between  this  and  the 
Naegele  pelvis  which  was  the  obliquely  contracted  pelvis.  He  said 
that  there  had  been  reported  twenty-eight  cases  of  Naegele  pelvis 
in  which  twenty-two  had  died  in  labor. 

Dr.  Pagan  said  that  from  the  measurements  alone  he  had  con- 
sidered the  pelvis  generally  contracted,  not  oblique. 

Dr.  Abbe  called  attention  to  the  disproportion  of  the  measure- 
ments of  the  pelvis  and  the  actual  type  of  pelvis  as  shown  in  the 
radiograph,  demonstrating  the  very  definite  value  of  the  radiograph 
in  connection  with  pelvimetry  in  cases  that  seemed  to  be  simple 
justominor. 

Dr.  Mundell  read  the  essay  of  the  evening  on 

PITUITRIN   IN   LABOR.* 

Dr.  Willson  said  that  pituitrin  will  have  a  definite  limited  field 
as  a  competitor  to  low  forceps.  In  the  perineal  stage  the  use  of 
pituitrin  would  diminish  the  percentage  of  forceps  cases  bv  one -half, 
so  reducing  the  morbidity  from  infection.  At  times  pituitrin  was 
magical  in  its  effect.  At  other  times  it  was  inert.  Such  variations 
might  depend  on  the  preparation  used.  In  twilight  sleep  pituitrin 
would  be  a  useful  adjunct.  He  asked  if  any  effect  on  lactation  had 
been  reported. 

Dr.  Lowe  called  attention  to  the  effect  of  alcohol  in  the  hypo- 
dermic syringe  which  destroyed  the  efficacy  of  the  pituitrin.  He 
spoke  of  tetanic  contraction  of  the  uterus  as  a  possible  cause  for 
asphyxia  in  the  child.  In  ileus  pituitrin  had  been  used  without 
effect.  In  distention  of  the  bladder  it  likewise  had  no  effect.  Sub- 
peritoneal hematomata  were  reported  after  pituitrin  as  were  also 
severe  after-pains  and  shock  simulating  internal  hemorrhage.  A 
galactagogue  effect  had  been  claimed  in  half  of  the  cases. 

Dr.  Owens  had  used  pituitrin  in  fifty  cases.  One  or  two  children 
had  died  that  he  thought  might  have  died  anyhow.  He  called 
pituitrin  the  '  broad  day  light '  as  contrasted  to  'twilight  sleep'.  It 
did  the  work  of  low  forceps,  saving  traumatism  and  infection  and 
had  cost  the  lives  of  no  mothers.  He  had  used  pituitrin  also  in  one 
case  of  excessive  menstruation  in  a  girl  of  twenty  with  retroversion 
and  flowing  throughout  the  month.  She  had  had  recurrence  of  the 
flooding  after  repeated  curettages  and  after  a  round  ligament  opera- 
tion. Previous  to  the  use  of  pituitrin  she  had  flowed  constantly 
for  seven  weeks.  After  the  pituitrin  she  flowed  two  days.  She  had 
had  now  five  doses  with  her  periods  and  each  time  the  medicine  had 

*  See  original  article,  page  306. 
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controlled  the  flow.  This  suggested  the  use  of  pituitrin  as  a  sub- 
stitute for  ergot  after  labor. 

Dr.  Pagan  had  used  pituitrin  in  the  subinvolution  after  labor  in 
three  cases  giving  i  c.c.  at  five-day  intervals.  The  results  had 
been  very  satisfactory. 

Dr.  Stone  said  that  pituitrin  was  called  the  obstetrician's  first 
assistant.  He  asked  wherein  pituitrin  was  better  than  ergot  when 
the  morbidity  after  each  is  due  to  the  same  action.  He  argued  that 
the  forceps  were  preferable  because  they  could  be  controlled. 

Dr.  Miller  would  go  very  cautiously  in  the  use  of  pituitrin. 
Obstetrics  was  diametrically  opposed  to  surgery,  in  that  when  the 
conditions  were  normal  there  never  was  any  harm  in  postponing  op- 
eration. He  thought  pituitrin  would  eventually  be  used  very  much 
as  ergot  is.  He  thought  that  there  would  be  more  lacerations  after 
pituitrin  than  after  forceps. 

Dr.  Sprigg  was  still  looking  for  the  appropriate  case  in  which  to 
use  pituitrin.  He  had  found  two  cases  in  two  years  in  the  service 
at  Columbia  Hospital,  where  there  had  been  late  inertia.  He  thought 
pituitrin  might  be  a  great  help  if  no  assistants  were  at  hand,  but 
one  could  not  control  the  expulsion  after  pituitrin. 

Dr.  Mundel  was  not  an  enthusiast  over  pituitrin  but  at  times  one 
had  to  do  something  to  hasten  matters  and  pituitrin  seemed  to  act 
very  satisfactorily.  He  thought  that  ergot  gave  one  of  long  contrac- 
tion while  pituitrin  caused  intermittent  contractions.  The  tetanic 
contraction  could  be  controlled  by  ether  or  chloroform  or  mor- 
phine. He  did  not  know  of  any  case  where  it  had  been  used  as  a 
galactagogue. 


Meeting  of  February  12,  191 5. 
The  President,  Dr.  Moran,  in  the  Chair. 
Dr.  G.  Brown  Miller  reported  a  case  of 

TUBERCULOUS   KIDNEY   AND   A    CASE    Of   NEPHROLITHIASIS. 

The  specimens  which  I  present  show  several  points  of  interest. 
The  first  specimen  is  a  typical  tuberculosis  of  the  kidney  showing 
cavity  formation  in  the  upper  portion  of  the  organ.  The  patient, 
a  young  girl  of  twenty  years,  began  in  May,  19 14  to  have  painful  and 
frequent  micturition.  In  August  she  went  to  Albany  where  a 
diagnosis  of  tuberculosis  of  the  right  kidney  was  made.  The  left 
kidney  was  normal.  In  October  she  came  to  me  and  I  confirmed  the 
diagnosis  of  tuberculosis  of  the  right  kidney,  but  the  process  had  at 
this  time  extended  to  the  bladder.  The  bladder  showed  an  irregular 
area  of  ulceration  in  the  posterior  portion  of  the  fundus  and  a  number 
of  whitish  nodules  surrounded  by  a  narrow  inflammatory  zone  in  the 
neighborhood  of  the  ulcer.  The  right  ureter  was  thickened.  The 
various  tests  (phenolphthalein  and  urea)  showed  the  left  kidney 
apparently  normal.     In  November  the  right  kidney  was  removed. 
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It  was  markedly  adherent  about  its  upper  pole.  Following  the 
operation  the  wound  did  not  heal  and  now  there  is  still  a  small 
gaping  area  where  the  kidney  was  removed.  I  have  treated  the 
bladder  tuberculosis  by  the  application  of  carbolic  acid  directly  to 
the  tuberculous  ulcer  with  marked  improvement.  The  ulcer  is 
nearly  healed  but  there  are  still  numerous  miliary  tubercles  in  its 
immediate  neighborhood.  The  Kelley  cystoscope  has  been  of  the 
utmost  value  in  the  treatment  of  the  bladder. 

The  second  specimen  shows  how  all  of  our  methods  are  occasion- 
ally at  fault.  The  kidney  was  removed  from  the  patient,  a  very 
fat  woman,  about  three  weeks  ago.  She  gave  a  history  of  having 
passed  calculi  on  several  occasions  at  their  attack.  She  had  severe 
pain  in  the  region  of  the  left  kidney  with  chills  and  high  fever.  She 
showed  marked  signs  of  sepsis,  having  chills  every  day  and  a  septic 
temperature.  She  was  taken  to  the  hospital  for  observation  and 
the  left  ureter  catheterized.  Although  a  very  large  ureteral  catheter 
was  used  only  a  few  drops  of  a  thick  pus  could  be  obtained,  the  cath- 
eter becoming  clogged  by  the  pus.  An  ac-ray  was  taken  of  this  kid- 
ney and  ureter  with  negative  results.  The  urine  from  the  bladder 
showing  a  heavy  trace  of  albumin  and  casts.  The  right  ureter  was 
catheterized  finally  to  determine  the  condition  of  the  right  kidney. 
The  urine  obtained  showed  a  heavy  trace  of  albumin  and  numerous 
negative  and  granular  casts.  Under  these  conditions  it  was  deemed 
inadvisable  to  operate  upon  the  diseased  side.  The  patient  had  a 
high  blood  pressure  and  an  enlarged  heart. 

We  temporized  several  weeks,  but  the  patient  improved  little  or 
none  requiring  morphine  for  the  pain  and  always  seeming  more  or 
less  feeble.  She  was  evidently  losing  so  as  a  last  chance  it  was  de- 
cided to  make  an  exploration  and  perhaps  do  a  nephrotomy.  At 
the  operation  an  infected  and  nearly  destroyed  kidney  was  found 
containing  numerous  small  stones  in  the  calices,  pelvis  and  upper 
ureter  and  a  large  amount  of  pus.  It  was  adherent.  It  seemed  so 
obvious  that  the  kidney  would  never  regenerate  that  I  removed  it. 
The  patient  has  done  remarkably  well  and  is  improving  daily.  The 
urine  shows  marked  improvement.  In  this  case  it  seemed  as  if 
all  of  our  methods  were  at  fault  and  the  operation  done  in  spite  of 
contraindications,  almost  certain  to  be  successful  in  restoring  her 
health. 

Dr.  Stone  commented  on  the  good  surgical  judgment  shown  in 
removing  the  kidney  containing  the  stones  instead  of  doing  the  more 
usual  removal  of  the  stones  alone. 

Dr.  Bowen  said  that  he  saw  many  cases  of  pyelitis  in  infants, 
practically  all  girls.  Most  got  well  after  being  desperately  ill  and 
running  high  temperatures.  He  asked  if  there  was  much  permanent 
injury  done  to  the  kidneys  in  such  cases,  and  whether  operation 
would  be  necessary  in  these  children.  He  thought  that  the  girls 
were  affected  more  often  than  the  boys  on  account  of  wiping  colon 
bacilli  from  the  anus  to  the  vulva. 

Dr.  Hume  had  seen  a  case  of  pyelitis  in  a  small  boy. 

Dr.  Moran  had  had  another  case  of  pyelitis  in  a  boy,  who  had 
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gotten  well  on  medication  alternately  with  alkalies  and  hexamethyl- 
enamine. 

Dr.  Bovee  thought  the  fistula  remaining  in  the  case  of  nephrectomy 
for  tuberculous  kidney  was  probably  due  to  the  tuberculous  ureter 
left  in  situ  and  suggested  the  use  of  tuberculin.  He  was  surprised 
that  the  stones  in  the  kidney  were  not  seen  in  the  x-ray  examination. 

Dr.  Miller  had  considered  the  probability  of  tuberculosis  of  the 
ureter  and  wound,  but  the  wound  was  granulating  up  slowly.  That 
case  demonstrated  also  the  value  of  direct  cystoscopy  and  treatment 
of  the  bladder  ulcers  with  pure  phenol  through  the  Kelly  cystoscope 
in  the  knee-chest  position.  The  negative  diagnosis  of  the  a;-ray 
in  the  case  containing  stones  might  have  been  dependent  on  several 
factors.  The  stones  might  have  been  obstructed  by  the  pus  sac 
shadow,  the  fat  of  the  woman  made  the  difficulties  greater,  and  other 
factors  might  have  been  present  as  well  as  the  possibility  of  poor 
technic.  In  regard  to  the  pyelitis  of  infants  the  source  of  infection 
was  not  evident.  It  was  rare  to  get  a  cystitis  in  women  in  spite 
of  the  bacteria  constantly  present  in  the  vulvaso  that  he  did  not 
believe  the  kidney  infection  was  secondary  to  a  cystitis.  Many  of 
the  pyehtis  infection  were  subsequent  to  a  diarrhea  or  obstinate 
constipation  which  seemed  a  more  probable  source  of  the  kidney 
infection. 

Dr.  Bovee  reported  two  cases:  One  of  ureteral  calculi  in  which  a 
vaginal  ureterotomy  was  done,  the  ureter  probed,  the  stone  felt, 
the  vaginal  opening  dilated  and  left.  The  stone  was  passed  three 
days  later.  The  a;-ray  examination  had  been  negative  for  stone. 
In  the  second  case  the  .x'-ray  had  shown  a  stone  in  the  ureter  but  none 
could  be  found  on  operation  until  the  gall-bladder  was  examined. 


Meeting  of  March  12,  191 5. 

The  President,  Dr.  IMoran,  in  the  Chair. 

Dr.  J.  LE^^'IS  Riggles  presented  a  report  of  a  case,  read  by  the 
Secretary,  of 

hematoma  of  the  vulva. 

The  picture  here  presented  illustrates  well  the  extensive  subcu- 
taneous hemorrhage  that  may  occur  in  this  region.  The  patient, 
suffering  from  extreme  shock  and  sepsis,  was  admitted  to  Dr.  Bovee's 
service  at  the  George  Washington  Hospital  four  days  after  the  injury 
was  sustained.  While  in  her  home  near  Fort  Royal,  Va.,  she  was 
assaulted  by  her  husband  who  kicked  her  in  the  vulva.  She  was 
unconscious  at  the  time  and  could  give  me  no  further  details  of  the 
fray.  Medical  assistance  was  obtained  and  various  means  as  heat, 
cotton  compresses  and  towels  were  applied  to  the  wound  to  control 
the  bleeding. 

Swelling  of  the  vulva  rapidly  developed  and  caused  retention  of 
the  urine  which  was  relieved  bv  catheterization.     Tenderness  and 
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Fig.  2.— 


Hematoma  of  vulva  occupying  the  left  labium  majus  and  extending 
posteriorly  into  the  buttock. 
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pain,  made  catheterization  very  difficult,  subsequent  cystitis  de- 
veloping. 

I  found  her  with  a  temperature  of  103. 6F.,  pulse  130,  slight  jaundice, 
digestive  disturbances  and  gaseous  distention  of  the  abdomen. 

Locally  the  left  labium  major  was  distended  to  the  size  of  a  grape- 
fruit and  the  discoloration  extended  upon  the  abdomen  and  back- 
ward to  the  gluteal  region.  Putrefactive  odor  was  very  offensive, 
and  from  the  vagina  was  a  yellowish-green  discharge.  I  was  fearful 
of  a  streptococcic  invasion  of  the  decomposed  blood  clots,  and  on 
account  of  the  distended  black  vulva,  it  was  suggested  that  the  case 
would  end  in  a  complete  sloughing  of  the  skin  over  the  hemorrhage. 

The  opening  at  the  summit  of  the  tumor  was  enlarged  and  the 
incision  extended  upward  over  the  symphysis  pubis  and  backward 
over  the  gluteal  muscles.  There  was  no  bleeding  on  removal  of 
the  clots,  but  some  difficulty  was  encountered  because  part  of  the 
clot  was  partially  organized  and  adhered  to  the  muscle. 

The  levator  ani,  transversus  perinei,  the  gluteal,  and  the  recti 
abdominalis  were  exposed  plainly  to  view — the  hemorrhage  had 
raised  the  fascia  and  fat  away  from  them  and  a  perfect  anatomical 
picture  was  demonstrated. 

A  small  rent  in  the  vagina  was  closed  and  a  long  tube  drain  was 
placed  extending  from  above  the  symphysis  to  the  lowest  end  of  the 
wound,  the  edge  trimmed  and  sutured  with  silk-worm  gut.  The 
tube  was  removed  in  six  days.  Recovery  was  uneventful.  Tem- 
perature and  pulse  were  normal  the  day  following  operation. 

I  feel  that  the  Society  will  be  interested  in  the  case  because  of  its 
fortunate  outcome,  which  I  attribute  largely  to  the  use  of  equal 
parts  of  tincture  of  iodine  and  alcohol  and  nothing  else.  The  solu- 
tion was  applied  in  the  uterus,  vagina,  cavity  of  wound,  and  skin 
surrounding  with  dry  sterile  dressings  until  tube  was  removed. 
The  gentle  handling  of  such  contused  tissues  is  most  important. 
This  case  was  very  filthy  from  the  beginning  and  could  not  be 
treated  aseptically. 

I  would  like  to  emphasize  the  value  of  the  iodine  and  alcohol. 
Scrubbing  and  shaving,  with  bichloride  irrigation,  would  have  low- 
ered the  resistance  of  the  poorly  nourished  tissues,  and  complica- 
tions, as  sloughing  and  edema  of  the  tissues  would  have  been  the 
result. 

Dr.  White  had  seen  one  hematoma  after  the  removal  of  a  vulvo- 
vaginal cyst,  where  there  had  been  considerable  difficulty  in  remov- 
ing the  cyst  necessitating  a  deep  incision.  The  control  of  the  bleed- 
ing was  very  difficult  and  done  by  suture  of  the  tissues.  He  spoke 
of  the  advantages  of  iodine  steriHzation  and  the  possibility  of  re- 
moving oil  and  grease  from  the  skin  by  turpentine  or  gasoline. 

Dr.  Stone  called  attention  to  the  early  work  of  Grossich  with 
the  time  of  healing  decreased  by  one-third.  The  use  of  peroxide  of 
hydrogen  in  wound  disinfection  was  very  popular  in  the  present 
European  war.  It  had  the  disadvantage  of  producing  tissue  necrosis 
but  it  might  have  the  advantage  of  preventing  gas  bacillus  infection. 

Dr.  Sprigg  spoke  of  the  value  of  iodine  sterilization  in  crushed 
injuries  where  washing  was  not  possible. 
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Dr.  Bowen  asked  if  it  was  feasible  to  paint  the  vulva  with  tincture 
of  iodine  without  producing  great  pain.  Sonie  of  his  patients  ob- 
jected to  the  use  of  even  25  per  cent,  iodine. 

Dr.  Fry  thought  iodine  very  painful  when  applied  to  the  external 
genitals.  He  suggested  as  the  cause  of  the  hematoma  in  Dr.  \Vhite's 
case  a  wound  of  the  vestibular  bulb.  In  the  first  symphysiotomy 
operation  that  he  did  he  had  gotten  the  worst  hemorrhage  of  his 
experience.  It  had  to  be  controlled  by  mass  ligatures.  He  had  seen 
hematoma  of  the  vulva  in  a  few  instances  after  labor.  In  one  case 
there  were  varicose  veins  across  the  perineum  where  a  slight  tear 
gave  a  loss  of  from  i  to  2  pints  of  blood. 

Dr.  Abbe  had  found  that  iodine  could  be  applied  to  the  genitals 
without  pain  if  it  were  applied  so  lightly  that  it  evaporated  without 
running  over  the  tissues.  As  generally  applied  the  iodine  was 
washed  on  and  not  infrequently  in  quantities  sufficiently  lavish  so 
that  it  ran  down  in  streams  from  the  operating  field.  Such  applica- 
tions were  very  apt  to  be  painful.  But  fight  applications  from  which 
the  alcohol  evaporated  almost  as  soon  as  applied  were  not  felt  at  all 
disagreeable.  As  to  the  hematoma  of  the  vulva,  he  had  seen  one 
following  a  perineorrhaphy  done  by  one  of  the  best  gynecologists  in 
New  York  City  in  which  bleeding  after  the  operation  was  so  ex- 
tensive that  it  infiltrated  the  perineum  and  made  a  labial  clot  the 
size  of  a  fetal  head  and  then  continued  with  oozing  through  the 
wound  to  such  an  extent  that  the  patient's  life  was  considered  en- 
dangered and  a  revision  of  the  entire  operative  w^ound  done.  The 
enlarged  varicose  veins  in  the  vulva  were  sufficient  to  account  for 
the  bleeding. 

Dr.  Moran  asked  whether  the  watery  solution  of  iodine  caused 
pain.  He  had  had  one  case  where  there  had  been  a  general  skin 
eruption  following  a  douche  with  a  solution  of  tincture  of  iodine  a 
dram  to  a  pint. 

Dr.  White  called  attention  to  the  pain  following  the  application 
of  alcohol  to  the  scrotum.  He  considered  any  immediate  irritation 
of  the  skin  as  due  to  the  alcohol  while  irritation  appearing  two  days 
later  would  be  due  to  the  iodine. 

Dr.  Stone  thought  that  since  alcohol  was  an  irritant  it  might 
well  be  responsible  at  least  in  part  for  some  of  the  late  dermatitis 
following  the  application  of  tincture  of  iodine.  For  the  sterilization 
of  the  skin  he  did  not  approve  of  light  discoloring  of  the  epidermis. 
He  wanted  enough  iodine  applied  to  penetrate  the  deeper  layers  of 
the  skin. 

Dr.  Bowen  read  the  essay  of  the  evening  on  the 

treatment  of  breech  presentations  in  primipara. 

Breech  presentations  occur  in  3  per  cent,  of  all  cases. 

The  fetal  mortality  including  primiparje  and  multiparae  of  all  ages 
is  from  6  to  15  per  cent.  The  fetal  mortality  in  all  primiparas  is 
about  10  per  cent. 

The  fetal  mortality  in  old  primiparae  between  the  ages  of  thirty- 
five  and  forty-five  years  is  obviously  higher  still. 
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When  we  consider  the  greater  length  of  these  labors,  the  greater 
frequency  of  vaginal  examinations,  and  consequent  increased  chances 
of  infection,  the  greater  suffering  and  strain  upon  the  mother,  the 
lessened  amount  of  anesthetic  given  during  the  delivery  of  the  after- 
coming  head,  we  can  readily  see  there  is  an  actual  increase  in  the 
risk  of  life  to  mother  and  child,  and  a  great  increase  in  the  mothers 
suffering. 

In  view  of  these  facts  it  behooves  us  to  lessen,  as  far  as  we  can,  the 
number  of  breech  cases  at  birth,  by  performing  external  version 
during  the  last  month  of  pregnancy,  after  having  made  out  an  ac- 
curate diagnosis  of  presentation  and  position  by  abdominal  palpation. 

This  can  be  accomplished  with  ease  in  most  cases,  and  yet  in  a 
few  it  is  apparently  impossible,  owing  most  likely  to  the  size  of  the 
child  and  the  amount  of  the  amniotic  fluid. 

In  those  cases  in  which  I  succeeded  in  changing  the  presentation 
it  was  accomplished  wdthout  force,  or  any  discomfort  whatever. 

I  would  make  the  following  suggestions,  which  have  for  their 
object  the  lessening  of  fetal  mortality  in  the  treatment  of  breech 
presentations  in  primiparae. 

I  When  possible  perform  external  version  in  all  cases  of  breech 
presentation,  before  the  commencement  of  labor. 

2.  If  you  do  not  succeed  in  the  version,  explain  the  situation  to 
the  family  and  arrange  to  have  the  case  delivered  in  a  good  hospital. 

3.  Try  to  avoid  a  premature  rupture  of  the  membranes,  either 
by  the  patients  expulsive  efforts,  or  by  the  accoucher. 

4.  When  the  breech  is  down  on  the  perineum  place  the  patient 
upon  a  table  in  lithotomy  position. 

5.  Avoid  traction  upon  the  breech. 

6.  If  perineum  be  at  all  rigid  perform  double  episiotomy,  and  place 
silkworm-gut  sutures  to  be  tied  after  the  delivery  has  been  ac- 
complished. 

7.  Always  have  obstetric  forceps  ready. 

8.  Delivery  may  be  assisted  by  pressure  upon  fundus. 

9.  After  delivery  of  the  body  assist,  if  necessary,  extraction  of 
the  arms  and  hands. 

ID.  Wrap  the  child's  body  in  a  sterile  towel,  and  carry  it  forward 
toward  the  mother's  abdomen.  This  will  assist  in  the  delivery  of  the 
head  by  flexion. 

11.  Try  by  this  means  to  make  the  mouth,  and  if  possible,  the 
nose  appear  at  the  vulva,  which  will  enable  the  child  to  breathe. 

12.  If  this  be  satisfactory,  the  head  may  then  be  delivered  slowly 
and  normally,  or  if  necessary  delivery  of  the  head  may  be  hastened 
by  an  assistant  passing  the  forward  middle  finger  well  up  in  the 
rectum  and  shelling  out  the  head. 

13.  This  failing,  apply  forceps  to  the  after-coming  head. 

14.  In  a  few  selected  cases  of  breech  presentation  in  old  primi- 
paras  with  unyielding  outlet,  delivery  by  abdominal  Cesarean  section 
is  the  proper  procedure. 

Two  months  ago  I  put  into  practice  suggestion  No.  14  by  deliver- 
ing by  abdominal  Cesarean  section  a  case  of  breech  presentation  in 
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a  primipara  of  forty,  after  a  trial  labor  of  twenty  hours,  with  very 
happy  result  to  both  mother  and  child. 

'  Dr.  Fry  in  old  primiparae  with  a  good  sized  infant  would  not  wait 
for  a  trial  labor  but  do  an  elective  abdominal  section. 

Dr.  Sprigg  called  attention  to  the  advisability  of  giving  an  anes- 
thetic to  do  the  version  if  necessary  and  the  advantage  of  applying 
a  binder  with  properly  adjusted  pads  on  the  sides  of  the  abdomen 
to  maintain  the  version. 

Dr.  Stone  called  twenty-four  hours  of  labor  insufficient  indication 
for  an  operation  in  some  cases,  as  evidenced  by  the  prolonged  harm- 
less labors  under  morphine-scopolamine.  On  the  other  hand,  twenty- 
four  hours  of  strenuous  labor  might  be  enough  to  exhaust  a  patient 
and  so  would  be  altogether  too  long  to  wait. 

Dr.  Wall  saw  that  Dr.  Bowen's  idea  was  to  conserve  the  babies. 
He  called  attention  to  the  fact  that  labor  was  intended  to  bring  into 
the  world  a  Uving  child. 

Dr.  Fry  reminded  Dr.  Wall  of  the  demand  of  all  husbands  to 
save  the  mother. 

Dr.  Bowen  in  closing  said  that  the  abdominal  operation  tended 
to  decrease  the  shock  to  the  mother  and  help  her  as  well  as  the  child. 
He  noted  the  shock  that  was  not  infrequently  associated  with  a 
simple  dilatation  of  the  cervical  canal  for  curettage  which  would 
surely  be  less  than  the  shock  from  dilatation  sufficient  to  deliver 
a  full-term  infant. 


Meeting  of  April  9,  191 5. 
The  President,  Dr.  Moran,  in  the  Chair. 
Dr.  T.  R.  Neill  reported  a  case  of 

anemia   F0LL0\VING   MENORRHAGIA. 

Miss  G.  E.  G.,  aged  thirteen,  was  seen  in  consultation  with  Dr. 
Benson  on  Mar.  18,  1915.  She  was  a  healthy  girl,  raised  in  the 
country  and  attended  the  country  schools. 

Began  to  menstruate  in  July,  1914,  had  very  little  pain  and  the 
flow  lasted  five  days.  In  August  menstruation  lasted  four  days  with 
practically  no  pain.  On  September  3,  she  again  started  to  men- 
struate and  has  had  a  constant  flow  since  with  the  exception  of  three 
intervals  which  lasted  for  one  to  two  days. 

Dr.  Benson  had  tried  all  of  the  drugs  which  are  supposed  to  con- 
trol hemorrhage  from  the  uterus,  had  kept  her  in  bed,  and  given 
tonics  and  also  stopped  her  from  school,  without  any  beneficial 
results. 

Examination  shows  a  well-grown,  but  anemic-looking  girl,  skin 
clear  and  white,  mucous  membranes  blanched,  cornea  pale,  no  yellow 
tinge.  Has  lost  weight.  Lungs  normal.  However,  a  definite 
systolic  murmur  was  heard  over  the  apex  of  the  heart,  but  not  trans- 
mitted  to  axilla  or  back.      Pulse  100.      Abdominal  examination 
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shows  nothing  abnormal.  Catherized  specimen  of  urine  normal. 
Vaginal  examination  unsatisfactory.  Rectal  examination  negative. 
Blood,  hemoglobin  40  per  cent.,  reds  2,800,000;  nothing  abnormal 
noted  in  character  of  cells. 

Owing  to  the  fact  that  she  had  had  medical  treatment  and  a  rest 
cure  in  the  country  with  plenty  of  fresh  air  and  good  food,  I  advised 
a  more  thorough  examination  under  an  anesthetic  and  possibly  a 
dilatation  and  curettage.  This  was  done  on  March  19,  1915,  under 
gas,  oxygen  and  ether.  Examination  showed  cervix  soft,  uterus 
somewhat  enlarged,  in  normal  position,  vagina  very  small,  the  tubes 
and  ovaries  were  normal.  Dilatation  of  the  cervix  was  easily  ac- 
comphshed  and  the  uterus  well  curetted  with  a  sharp  curet.  The 
endometrium  was  rather  thick  and  velvety,  but  no  sign  of  pol}^  could 
be  seen  or  felt.  Examination  of  the  scrapings  by  Dr.  Hamilton 
showed  no  pathological  changes.  The  cavity  of  the  uterus  was 
dried  and  swabbed  with  iodine  and  a  piece  of  gauze  left  in  the  uterus 
and  one  piece  in  the  vagina,  which  were  removed  in  twenty-four 
hours.  The  patient  made  an  uneventful  recovery  and  has  showed 
no  signs  of  bleeding  since  the  gauze  was  removed.  Examination 
of  the  blood  March  31  showed  the  hemoglobin  50  per  cent.,  red 
cells  3,100,000.  The  patient  has  been  given  a  free  diet  with  iron, 
quinine  and  strychnin. 

The  girl  left  the  hospital  feeling  much  better.  Color  is  gradually 
returning,  the  mucous  membranes  are  much  redder  and  she  says  she 
feels  perfectly  well. 

April  8,  191 5.  The  girl  was  seen  in  the  office.  She  has  been  per- 
fectly well,  there  has  been  no  bleeding  and  she  looks  very  much 
improved.     Hemoglobin  is  75  per  cent. 

The  cause  of  the  anemia  was  shown  to  be  directly  due  to  the  loss 
of  blood,  but  the  cause  of  persistent  bleeding  until  after  the  curettage, 
with  no  light  thrown  on  the  diagnosis  by  microscopic  examination 
of  the  scraping,  to  me  makes  the  case  one  of  interest  from  a  diag- 
nostic point  of  view. 

Dr.  Hume  has  seen  a  similar  case  cured  by  injections  of  horse 
serum. 

Dr.  Abbe  suggested  that  inasmuch  as  the  hemorrhages  of  the 
menopause  and  of  fibroids  had  proved  amenable  to  treatment  by 
x-TStys  or  radium,  that  radiotherapy  in  some  form  would  probably 
be  efficient  in  these  cases.  He  had  just  a  month  or  so  ago  heard  in- 
directly through  a  patient  of  a  case  of  a  young  girl  in  her  teens  who 
had  had  for  several  years  persistent  excessive  menstruation  which 
had  grown  progressively  greater  in  spite  of  treatment  of  her  family 
physician,  until  she  had  been  taken  to  Providence  Hospital  in  a  con- 
dition of  extreme  anemia,  had  been  curetted  and  died  from  loss 
of  blood  within  a  few  days  of  going  to  the  hospital.  He  asked  if 
any  of  the  members  of  the  staff  could  corroborate  the  story  and  sup- 
ply any  additional  data. 

Dr.  Willson  knew  of  the  case  suggested  by  Dr.  Abbe  and  said 
that  the  case  as  reported  was  correct.  There  had  been  no  autopsy 
and  no  satisfactory  explanation  given  for  the  excessive  bleeding. 
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Dr.  Bowen  recognized  this  class  of  cases  as  a  perfectly  definite 
clinical  group.  He  had  had  two  such  cases  in  which  he  had  had  to 
do  a  hysterectomy  to  save  the  life  of  the  girls.  One  of  the  cases 
had  previously  had  repeated  curettages  with  temporary  relief.  No 
explanation  of  the  condition  was  offered  in  those  cases  by  the 
pathologists. 

Dr.  Sullivan  said  that  Bandler  had  offered  a  new  explanation  of 
these  cases  which  he  believed  to  be  due  to  disturbance  of  internal 
secretions.  He  attributed  the  uterine  hemorrhage  in  unmarried 
women  to  some  systemic  cause,  that  of  married  women  to  pregnancy, 
and  that  of  women  at  the  menopause  to  tumors  probably  malignant. 
In  this  class  of  menorrhagia  in  young  girls  he  considered  that  there 
was  a  lack  of  proportion  between  the  secretions  of  ovary,  thyroid, 
pituitary  and  breast,  and  suggested  these  secretions  be  studied,  not 
the  heart,  lungs,  and  arteries.  Goffe  added  the  suggestion  of  a 
hormone  from  the  endometrium  which  prevented  clotting  of  the 
menstrual  blood. 

Dr.  Neill  had  been  obliged  to  give  an  anesthetic  for  the  examina- 
tion of  his  patient  and  therefore  at  the  same  time  had  done  a  curet- 
tage. He  thought  that  in  some  of  the  cases  a  transfusion  would  be 
justified.     He  had  had  no  opportunity  to  try  the  glandular  extracts. 


Meeting  of  May  14,  1915. 
The  President,  Dr.  Moran,  in  the  Chair. 
Dr.  H.  V.  Lawson  reported  a  case  of 

PLICATION   of   the   DISTENDED   CECUM  AND   ASCENDING   COLON. 

The  case,  which  I  shall  be  very  brief  in  reporting,  serves  merely 
to  illustrate  cases  not  infrequently  met  with  in  practice  in  which 
marked  chronic  constipation  and  at  times  more  or  less  abdominal 
distress  with  gaseous  distention  are  prominent  symptoms,  and  in 
which  the  x-ray  suggests  the  correct  diagnosis  and  indicates  rational 
lines  of  treatment. 

This  patient,  a  white  woman  fifty-eight  years  of  age,  came  under 
my  observation  in  January,  1914,  with  the  request  that  she  be  oper- 
ated upon  for  gall-stones,  apparently  the  last  diagnosis  in  her  case 
of  which  she  had  been  informed.  She  gave  a  history  of  frequent 
attacks  of  indigestion  extending  over  a  period  of  eight  years.  In  these 
attacks  which  were  becoming  more  frequent  and  severe,  she  had  as  a 
rule  severe  abdominal  pain,  particularly  on  her  right  side,  marked 
abdominal  distention,  and  great  difficulty  in  getting  her  bowels  to 
move.  She  was  unable  to  belch  gas  and  never  vomited.  Her 
history  as  a  whole  was  one  of  chronic  constipation  and  seemed  to 
suggest  nothing  bearing  upon  the  cause  other  than  possibly  an  opera- 
tion for  a  tumor  of  the  right  ovary  performed  upon  her  seventeen 
years  previously.  For  several  years  she  had  followed  rigid  dietary 
and  other  instructions  given  her  by  various  physicians  and  had  sub- 
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mitted  to  prolonged  treatment  by  gastric  lavage  and  ichthyol  and 
other  medication.  Physical  examination  of  the  abdomen  did  not 
reveal  anything  to  me  and  conditions  in  the  pelvis  while  not  entirely 
normal  did  not  seem  to  explain  her  complaints,  and  the  severity  of 
her  suffering  was  attested  to  by  her  nieces  with  whom  she  had  lived. 
I  never  saw  her  in  an  attack. 

An  x-ray  examination  showed  a  normal  stomach,  marked  stasis  in 
the  cecum  and  ascending  colon  which  were  fixed,  constricted  at 
certain  points  and  enormously  enlarged,  and  a  spastic  condition  of 
the  transverse  colon.  I  have  here  the  x-ray  plate  to  show  you. 
Upon  operation  in  February,  1914,  the  fibrous  bands  found 
binding  the  colon  to  the  parietal  wall  at  points  easily  identified 
in  the  plate  were  divided  and  the  enlarged  cecum  and  ascending 
colon  were  reduced  in  size  for  a  distance  of  about  8  inches  by  a 
longitudinal  infolding  of  the  portion  between  the  anterior  and  lateral 
tenia  coli.  These  bands  were  united  by  mattress  sutures  of  linen 
thread.  The  appendix  which  was  normal  was  removed  and  the  gall- 
bladder and  other  abdominal  and  pelvic  organs  were  examined  with 
negative  results.  The  patient  recovered  promptly  from  the  opera- 
tion and  soon  enjoyed  an  unrestricted  diet  and  was  almost  completely 
reHeved  of  the  constipation.  An  x-ray  plate  made  two  or  three 
months  after  the  operation  w^hich  I  will  show  you  reveals  a  freely 
movable  though  redundant  colon.  The  cecum  appears  to  occupy 
a  higher  position  than  before  the  operation  though  no  effort  was 
made  to  secure  this  result.  More  recently  it  has  been  suggested  that 
the  cecum  be  elevated  when  indicated  by  attaching  the  lowest  part 
of  the  anterior  tenia  coli  to  a  suitably  higher  point  of  the  lateral 
band  as  the  first  step  in  the  plication.  The  suggestion  has  also  re- 
cently been  made  that  the  peritoneal  surface  to  be  infolded  be  painted 
with  tincture  of  iodine  to  cause  an  obliteration  of  the  cavity  by  caus- 
ing adhesions  and  thus  later  prevent  distention.  Both  of  these 
results  seem  to  have  been  secured  in  this  by  simple  plication. 

Dr.  Vaughan  said  that  the  chronic  constipation  cases  and  those 
of  mobile  colon  were  a  common  problem.  JNlembranes,  kinks, 
veils  and  so  on  were  all  suggested  as  causes.  He  did  not  think  that 
a  membrane  in  itself  did  harm.  In  the  cases  of  mobile  cecum  wdth 
or  without  a  membrane  and  an  elongated  mesocecum,  the  cecum  at 
times  could  be  pulled  6  inches  outside  of  the  operative  wound.  As 
to  treatment,  lateral  pHcationof  tenia  to  tenia  relieved  the  constipa- 
tion in  all  of  his  cases  except  one  which  had  many  complications. 
X-ray  examination  showed  great  normal  variation  in  size  and  posi- 
tion of  the  colon.  He  did  not  agree  to  the  teaching  of  extirpation 
of  the  colon  as  many  of  the  cases  were  benefited  without  such 
radical  treatment. 

Dr.  Stone  reported  the  case  of  a  woman  of  thirty-two  years  who 
for  six  years  had  had  pain  in  the  right  low^er  quadrant  of  the  abdomen, 
that  was  diagnosed  appendicitis.  He  operated,  finding  the  appendix 
normal,  but  an  enteroptosis  as  the  only  evident  cause  of  the  persistent 
constipation,  distention,  and  pain.  The  functional  intestinal  ob- 
struction suggested  abnormal  blood  supply  or  innervation  of  the 
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colon.  He  made  a  plication  of  the  colon  and  the  case  showed  marked 
improvement  in  color  and  bowel  movements.  Two  years  later  she 
had  an  attack  of  sudden  pain,  probably  perforation,  and  died  within 
two  days.  He  was  convinced  that  excision  would  have  been  prefer- 
able to  plication  in  this  case. 

Dr.  G.  Brown  Miller  read  the  essay  of  the  evening  on 

DIAPHRAGMATIC   HERNIA.* 

Dr.  Vaughan  had  reported  such  a  case  some  fifteen  years  ago. 
The  diagnosis  had  been  suggested  before  the  necropsy.  The  man 
had  been  severely  injured  in  a  blasting  explosion  and  there  was 
tympany  high  in  the  left  side.  The  heart  was  pushed  to  the  right 
side.  Auscultation  gave  a  tinkle  and  a  gas  gurgle  over  the  lung. 
There  had  been  a  rupture  of  the  left  leaf  of  the  tendon  of  the  dia- 
phragm. Five  cases  had  been  diagnosed  before  operation.  Maguire 
reported  two  cases  diagnosed,  operated  on  and  cured.  The  operation 
of  choice  was  through  the  chest  with  an  incision  parallel  to  the  ribs, 
separating  them  by  retractors  then  closing  the  hole  in  the  diaphragm. 


CORRESPONDENCE. 


NITROUS    OXIDE-OXYGEN   ANESTHESIA. 

To   the   Editor: 

The  number  of  expressions  received  since  the  publication  of  the 
note  on  the  mortality  from  nitrous  oxide  in  the  December  issue  of 
the  American  Journal  of  Obstetrics,  page  1055,  impresses  the  fact 
that  Dr.  Baldwin,  Dr.  Mayo  and  Dr.  Ochsner  are  not  alone  in  their 
appreciation  of  the  possible  dangers  of  this  popular  anesthetic. 

A  letter  from  Dr.  Franklin  S.  Newell,  of  Harvard,  gives  some 
interesting  details  as  to  the  risk  of  the  use  of  the  gas  in  nephritics, 
eclamptics  and  heart  cases.  Dr.  John  B.  Murphy,  of  Chicago, 
writes  of  several  deaths  not  included  in  Dr.  Baldwin's  list.  Dr. 
Gustav  Zinke  has  had  knowledge  of  deaths  in  Cincinnati,  and  Dr. 
Fishell  says  there  have  been  a  number  of  deaths  in  St.  Louis,  and  he 
does  not  doubt  that  throughout  the  country,  hundreds  of  deaths, 
which  have  not  yet  found  their  way  into  the  statistics,  have  occurred 
from  nitrous  oxide. 

The  writer  has  had  his  attention  called  by  a  letter  from  the  Editor 
of  the  Journal  of  the  American  Medical  Association  to  an  error  in  the 
quotation  from  one  of  the  writers  on  the  subject.  The  assertion 
ascribed  to  Dr.  Authur  Dean  Bevan  as  to  the  danger  from  nitrous 
oxide  in  his  paper  in  the  October  23d  issue  of  the  /.  A.  M.  A. 
applied  to  chloroform,  not  to  nitrous  oxide. 

As  so  many  of  my  correspondents  used  the  words  practically  as 
quoted  in  warning  against  nitrous  oxide  and  as  the  copy  of  the 
J.  A.  M.  A.  was  not  at  hand  when  the  letter  was  written,  the  con- 

*See  original  article  page  300. 
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fusion  arose.     This  was  much  to  my  regret,  as  the  truth  is  all  that 
is  desired  in  a  discussion  affecting  humanity  as  does  this  subject. 

That  the  laity  begins  to  realize  the  dangers  of  gas  anesthesia  is 
evidenced  by  a  conversation  at  a  dinner  a  few  weeks  ago.  The 
writer  was  given  the  facts  as  to  the  death  of  a  woman,  formerly  a 
resident  of  Akron,  Ohio,  whose  husband  was  met  on  the  way  to 
California  by  my  informant.  This  patient  was  described  as  having 
been  prepared  for  an  appendectomy,  but  she  died  from  the  gas  before 
the  operation  was  begun.  The  death  was  said  to  have  happened  in 
Cleveland. 

In  a  letter  from  Dr.  Warner,  chief  anesthetist  at  Lakeside  Hos- 
pital, it  is  suggested  that  much  of  the  difficulty  heretofore  expe- 
rienced with  nitrous  oxide  (which  had  been  charged  to  impurities 
due  to  the  presence  of  salts  of  the  halogen  acids)  would  now  be  avoided, 
owing  to  a  new  process  which  they  had  invented  and  patented  for  the 
purification  of  the  gas. 

Dr.  Baldwin  is  preparing  a  paper,  more  elaborate  than  the  one 
he  read  at  Chillicothe,  which  will  soon  be  ready  for  publication. 

George  Clark  Mosher. 


REVIEWS. 


Case  Histories  in  Diseases  of  Women  Including  Abnormali- 
ties OF  Pregnancy,  Labor,  and  Puerperium.     By  Charles  M. 
Green,  A.  B.,  M.  D.,  Professor  of  Obstetrics  and  Gynecology  in 
Harvard  University.     With  ii  full-page  plates,  one  cut  and  25 
charts  in  the  text.     W.  M.  Leonard,  Boston,  1915. 
The  present  edition  is  the  latest  volume  of  this  series  of  "case 
histories."     Dr.  Green  has  divided  his  subject  into  five  sections, 
including  infancy  and  childhood,  puberty  and  adolescence,  maturity, 
climacteric  and  anility.     The  method  of  teaching  various  medical 
branches  by  means  of  case  histories  has  been  thoroughly  tried  out  in 
recent  years  and  its  success  attested  by  numerous  teachers.     While 
not  serving  as  a  text-book  such  a  work  may  be  satisfactorily  em- 
ployed as  supplementary  reading  to  the  former  and  if  employed  in 
this  connection  supplies  a  very  much  desired  want.     The  comparison 
of  cases  as  they  appear  in  medical  practice  with  others  which  have 
gone  before  or  have  been  read  about,  serves  as  an  excellent  medium 
for  the  acquisition  of  permanent  knowledge.     In  the  present  volume 
in  addition  to  specific  cases  illustrating  various  aspects  of  gynecologic 
disease,  the  author  contributes  discussions  on  a  variety  of  subjects 
with  detailed  attention  to  diagnosis  and  treatment.     Thus  the  gen- 
eral principles  on  which  the  toxemias  of  pregnancy  may  be  treated 
are  briefly  described.     The  author  wisely  cautions  against  forced 
delivery  in  the  presence  of  convulsions  and  believes  it  more  logical  to 
postpone  active  surgical  treatment  until  proper  eliminative  measures 
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have  reduced  the  toxemic  state.  The  value  of  abdominal  Cesarean 
section  in  late  primigravida  at  term  with  undilatable  cervix  is  favor- 
ably spoken  of.  A  number  of  cases  are  appended  which  illustrate 
the  method  of  treatment  referred  to.  A  selected  series  of  photo- 
graphic illustrations  are  inserted  in  their  proper  place  and  a  very- 
complete  index  closes  the  book,  which  may  be  recommended  as  an 
excellent  example  of  the  "case  method"  of  medical  instruction. 


Diseases  of  the  Skin.     By  Henry  H.  Hazen,  A.  B.,  M.  D.,  Pro- 
fessor of  Dermatology  in  the  Medical  Department  of  Georgetown 
University;  Professor  of  Dermatology  in  the  Medical  Department 
of  Howard  University;  Sometime  Assistant  in  Dermatology  in 
the  Johns  Hopkins  University;  Member  of  the  American  Derma- 
tological  Association.     8  vo.,  pp.  539.     229  Illustrations  and  four 
colored  plates.     St.  Louis:  C.  V.  Mosby  Co.,  1915. 
In  this  book  the  author  has  succeeded  remarkably  well  in  filling 
the  gap  existing  between  the  large  and  voluminous  work  containing 
such  a  wealth  of  material  that  it  is  hard  for  the  inexperienced  reader 
to  grasp  the  essential  facts  and  the  small  book  that  is  rather  an 
exaggerated  quiz  compend  and  does  not  pay  enough  attention  to  the 
common  diseases  either  in  the  matter  of  text  or  of  illustrations.     All 
but  the  most  rare  diseases  are  fully  described  and  illustrated,  the 
text  being  clear,  to  the  point,  and  including  synonym,  definition, 
occurrence,  etiology,  symptomatology,  pathology,  diagnosis,  prog- 
nosis, and  treatment.     The  illustrations  are  particularly  well  chosen 
and  instructive.     Dr.   Gilchrist,  a  well-known  dermatologist,  has 
said  of  the  author:  "He  has  a  critical  and  judicial  mind,  is  at  the 
proper  age,  and  has  had  sufiicient  experience  to  write  a  good  text- 
book on  dermatology"  and  this  criticism  seems  to  be  well  borne  out 
by  his  work. 

Speaking   of  Operations.     By  Irvin   Cobb.     Illustrated.     New 

York,  George  H.  Doran  Company. 

"Speaking  of  operations"  says  Mr.  Irvin  Cobb  and,  in  his  own 
words,  he  is  "off."  But,  contrary  to  his  theory,  we  listen  willingly, 
very  wiDingly,  interrupting  only  with  an  occasional  giggle,  shout, 
snicker  or  smile — as  our  disposition  may  be — while  he  tells  us  with 
obvious  and  contagious  enjoyment  of  his  own  particular  and  thrilling 
adventures  in  surgery.  These  adventures  are  not  unique — many 
have  had  the  same— but  Mr.  Cobb's  comments  are  distinctly  his 
own.  The  book  is  dedicated  to  "Those  who  have  already  been 
operated  on.  Those  who  have  not  yet  been  operated  on."  and  if 
any  in  either  of  these  two  classes  should  fail  to  read  Mr.  Cobb's 
little  book  he  will  miss  a  very  cheerful  and  illuminating  twenty 
minutes. 
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OBSTETRICS 


Creatin  and  Creatinin  Excretion  during  the  Puerperium  and 
Their  Relation  to  the  Involution  of  the  Uterus. — By  observations 
made  on  four  cases  in  which  Cesarean  section  was  performed,  in 
two  instances  without  removal  of  the  uterus,  and  in  two  instances 
with  hysterectomy,  A.  Aloore  {Jour.  A.  M.  A.,  1915,  Ixv,  1613)  iinds 
that  a  lower  total  nitrogen  output  is  observed  in  case  hysterectomy 
is  performed,  and  a  higher  output  of  nitrogen  observed  when  the 
uterus  is  left  in  situ  is  explained  by  the  involution  process.  A  lower 
creatinin  output  occurs  in  case  of  hysterectomy  and  at  least  2  gram 
of  this  substance  excreted  during  the  puerperium  arise  from  the 
involution  of  the  uterus.  Creatin  in  large  amounts  regularly  ap- 
pears in  the  urine  following  childbirth.  The  creatinuria  is  inde- 
pendent of  the  involution  of  the  uterus,  and  it  is  also  independent 
of  the  creatinin  metabolism. 

Premature  Separation  of  the  Normally  Implanted  Placenta. — 
J.  W.  Williams  {Surg.,Gyn.,  and  Ohst.,  1915,  xxi,  542)  says  that  pre- 
mature separation  of  the  placenta  occurs  much  more  frequently 
than  is  generally  beheved  and  may  give  rise  to  only  trifling  clinical 
symptoms  or  may  put  the  life  of  the  patient  in  the  greatest  jeopardy. 
In  the  severe  cases,  at  least,  the  accident  is  associated  with  profound 
disorganization  of  the  uterine  muscle  by  hemorrhage,  the  so-called 
uteroplacental  apoplexy.  Its  causation  is  probably  dependent  upon 
some  as  yet  undifferentiated  form  of  toxemia,  which  may  or  may 
not  be  accompanied  by  albuminuria.  The  possibility  of  the  accident 
should  always  be  considered  when  dealing  with  antepartum  hemor- 
rhage, and  a  tentative  diagnosis  should  be  made  unless  the  existence 
of  placenta  previa  can  be  positively  demonstrated.  A  diagnosis  of 
concealed  hemorrhage  should  be  made  whenever  a  patient  in  the 
later  months  of  pregnancy  complains  of  intense  abdominal  pain,  is 
pallid,  and  presents  a  uterus  of  ligneous  consistency,  in  the  absence 
of  external  bleeding  and  even  of  the  clinical  symptoms  of  shock. 
Hard  and  fast  rules  cannot  be  laid  down  for  the  treatment  of  pre- 
mature separation  of  the  placenta;  but  it  should  be  regarded  as 
axiomatic  that  even  in  slight  degrees  of  separation  the  bleeding  will 
continue  until  the  uterus  has  been  emptied  of  its  contents,  and  is 
able  to  contract  down  upon  and  constrict  the  bleeding  vessels.  The 
decision  to  interfere  will  depend  upon  the  amount  of  blood  lost  and 
the  general  condition  of  the  patient.  If  the  bleeding  is  profuse  and 
the  condition  of  the  patient  serious,  prompt  intervention  is  necessary, 
when  the  choice  of  operation  will  depend  upon  the  condition  of  the 
cervix — forceps,  version,  the  introduction  of  Champetier  de  Ribes' 
balloon,  or  Cesarean  section  being  employed,  according  to  the  ex- 
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igencies  of  the  case.  The  latter  operation  should  be  chosen  only 
when  the  cervix  is  but  slightly  dilated,  or  when  the  general  condition 
of  the  patient  is  more  serious  than  can  be  accounted  for  by  the 
amount  of  blood  which  has  escaped.  After  delivery  the  uterus  fre- 
quently fails  to  contract  satisfactorily,  and  death  from  atonic  hemor- 
rhage may  result,  unless  radical  measures  are  taken  for  its  relief. 
When  such  an  accident  supervenes,  time  should  not  be  wasted  in 
employing  hot  intrauterine  douches,  ergot,  or  pituitrin  and  similar 
measures,  but  the  uterus  should  be  immediately  packed  with  gauze. 
If  this  leads  to  forcible  contractions  and  completely  checks  the  bleed- 
ing, well  and  good;  but  if  blood-tinged  serum  makes  its  way  through 
the  pack  the  abdomen  should  be  immediately  opened  and  the  uterus 
removed  in  toto,  or  amputated  supravaginally.  Again,  even  though 
the  empty  uterus  may  have  apparently  contracted  and  retracted 
satisfactorily  and  there  be  no  external  hemorrhage,  the  patient  may 
pass  into  a  condition  of  shock,  or  be  depressed  out  of  proportion  to 
the  amount  of  blood  lost.  In  such  circumstances  one  should  always 
consider  the  possibility  of  intraabdominal  bleeding  from  the  super- 
ficial fissures  which  so  often  develop  upon  the  peritoneal  surface  of 
the  uterus;  when,  even  though  the  physical  signs  indicative  of  free 
blood  in  the  peritoneal  cavity  cannot  be  elicited,  the  abdomen  should 
be  opened.  If  hemorrhage  has  occurred,  the  uterus  should  be  re- 
moved. When  a  diagnosis  of  concealed  accidental  hemorrhage  has 
been  made.  Cesarean  section  is  the  operation  of  choice,  except  in 
the  rare  cases  in  which  the  cervix  is  fully  dilated  when  the  patient 
is  first  seen,  when  the  child  should  be  promptly  dehvered  by  the 
appropriate  obstetrical  procedure.  Under  all  other  conditions,  im- 
mediate abdominal  Cesarean  section  will  be  the  most  conservative 
procedure  for  the  mother,  and  the  only  one  which  offers  the  slightest 
chance  for  the  child. 

Physiologically  Active  Substances  in  the  Placenta  and  in  the 
Corpus  Lutemn. — In  a  preUminary  report  of  their  tests  of  the  bio- 
logical action  of  extracts  of  placenta  and  corpus  luteum,  R.  T.  Frank 
and]. 'Rosenhloora  (Surg. ,Gyn.,andGbsL,  i9i5,xxi,646)give  a  general 
description  of  the  experiments,  without  extensive  details  as  to  the 
quantities  employed,  the  methods  used,  etc.,  merely  indicating  the 
results  in  a  broad  and  general  way.  They  state  that  by  means  of 
concentration,  active  corpus  luteum  and  placental  substances  are 
obtainable.  If  not  identical,  the  substances  contained  in  the  two 
glands,  the  placenta  and  the  ovary,  are  at  least  very  similar  in  action. 
As  no  chemical  entity  has  been  isolated,  no  quantitative  comparison 
between  the  efficacy  of  placental  and  of  corpus  luteum  active  sub- 
stances can  be  made.  The  effect  upon  the  mammary  gland  of  pla- 
centa and  corpus  luteum  extracts  in  the  concentration  used  is 
apparently  slight,  but  whether  this  will  apply  in  an  equal  degree  to 
a  more  concentrated  extract  is  yet  to  be  determined.  Extracts  of  the 
corpus  luteum  substance  of  pregnant  animals  appear  to  be  more 
effective  than  those  of  nonpregnant  animals.  The  fact  that  un- 
fractionated  placental  and  corpus  luteum  extracts  were  quantita- 
tively more  efficacious  than  any  of  the  fractions  obtained,  makes  it 
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appear  probable  that  the  active  substance  is  not  a  Hpoid  but  is  car- 
ried along  the  lipoids.  At  present,  the  employment  of  these  unpuri- 
fied  extracts  clinically  is  entirely  out  of  the  question,  because  the 
toxicity  of  the  mass  of  Hpoids  is  considerable,  as  was  shown  by  the 
emaciation  of  the  animals.  Furthermore,  when  the  extracts  are 
given  by  mouth  a  distinctly  poisonous  effect  was  sometimes  observed; 
but  whether  this  was  due  to  autolytic  products  of  decomposition 
(cholin?)  or  to  anaphylactic  phenomena  was  not  determined. 

Nephrectomy  during  Pregnancy. — From  an  analysis  of  thirty-five 
cases  in  the  literature  of  nephrectomy  during  pregnancy  and  from  per- 
sonal observation, L.  E.  Schmidt  (Surg. , Gyn. , and Obst.,  i9i5,xxi,  679) 
has  come  to  the  conclusion  that  a  woman  with  one  healthy  kidney, 
and  that  implies  that  no  infection  remains  whether  it  be  tuberculosis 
or  a  pyogenic  infection,  does  not  carry  much  greater  risk,  nor  does  the 
fetus,  than  the  woman  who  has  two  kidneys,  and  that  consent  to 
marriage  and  pregnancy  cannot  be  withheld.  There  are  questions 
such  as  how  soon  after  nephrectomy  may  one,  without  danger,  be- 
come pregnant.  The  writer  believes  that  if  a  period  of  several  years 
of  complete  absence  of  kidney  disease  elapses  it  is  safe.  There  is  a 
greater  need  for  exact  observation  of  these  cases,  so  that  in  case  of 
the  recurrence  of  any  (nephritic)  symptoms,  induced  abortion  or 
labor  can  be  carried  out  in  order  to  prevent  chronic  kidney  changes 
which  might  result  in  making  an  invalid  of  a  woman  having  only  one 
kidney. 

Management  of  Deficient  Lactation. — N.  S.  Heaney  {Surg.,  Gyn., 
andObst.,  1915,  xxi,  657)  speaks  favorably  of  passive  hyperemia  of  the 
breasts  by  means  of  a  Bier  pump  in  cases  in  which  stimulation  of 
lactation  is  necessary.  A  sufiiciently  large  bell  is  selected  so  that  it 
allows  plenty  of  room  for  complete  engorgement  of  the  breast. 
After  the  breast  has  been  nursed  and  pumped,  the  hyperemia  bell 
is  applied  four  times  each  day.  A  coating  of  vaseline  is  put  around 
the  edge  of  the  glass  where  it  touches  the  skin,  the  bell  is  adapted 
to  the  breast  and  the  air  exhausted  until  the  resulting  engorgement 
becomes  distinctly  uncomfortable  at  which  tension  it  is  kept  for 
fifteen  minutes  each  time.  The  tens  ion  should  not  be  great  enough  to 
produce  pain,  or  hemorrhage  into  the  tissues  occurs,  and  the  breast 
is  harmed.  When  the  tension  is  right,  the  breast  is  usually  slightly 
cyanotic  and  milk  begins  to  escape  from  the  nipple.  Not  only  is  this 
of  benefit  in  supplying  hyperemia  with  resulting  increased  secretion, 
but  the  tension  may  cause  plugs  to  escape  from  the  milk  ducts  and 
produce  an  easier  flow  of  milk.  The  patient  soon  learns  how  to 
manage  this  detail  in  her  treatment  without  supervision. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY 

Application  of  Heat  in  Treatment  of  Inoperable  Uterine  Carci- 
noma.— J.  F.  Percy  {Bost.  Med.  and  Surg.  Jour.,  1915,  clxxiii,  93) 
says  that  in  the  application  of  his  technic,  opening  the  abdomen  is  a 
very  essential  factor  in  its  successful  development.  Only  when  the 
gloved  hand  grasps  the  malignant  mass  in  the  pelvis,  can  be  deter- 
mined with  safety  and  certainty  the  necessary  degree  of  heat  to  be 
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applied,  and  where  to  apply  it.  In  about  50  per  cent,  of  his  cases 
the  abdomen  is  opened  more  than  one  for  the  apphcation  of  heat. 
The  heat  can  be  applied  to  a  mahgnant  mass  in  close  proximity  to 
blood-vessels,  because  there  is  little  danger  of  damaging  important 
vessels  as  long  as  the  heating  iron  is  not  brought  directly  into  contact 
with  them.  If,  at  the  second  or  subsequent  abdominal  sections,  ex- 
tensive adhesions  are  encountered,  the  operative  results  outside  of  the 
cancer  technic  are  in  a  fair  way  to  be  bad.  The  writer  has  succeeded 
in  practically  ehminating  abdominal  adhesions  by  the  following 
technic:  first,  a  lo-yard  sponge  of  baby  flannel,  6  inches  wide,  wrung 
out  in  a  2  per  cent,  solution  of  sodium  citrate  in  normal  saline,  is  used. 
The  abdominal  walls  are  elevated  as  much  as  possible  during  deep 
anesthesia,  and  the  intestines  and  omentum  are  pushed  up  out  of  the 
pelvis  and  under  the  upper  abdominal  walls  without  brushing  or 
traumatizing  either  the  visceral  or  parietal  peritoneu?n.  The  edges  of 
the  abdominal  incision  are  protected  by  towels  from  contact  with  the 
sodium  citrate  sponge  for  the  theoretical  reason  that  it  may  inter- 
fere with  good  union.  All  blood  is  kept  out  of  the  abdominal  cavity 
for  fear  that  its  organization  may  result  in  adhesions.  The  baby 
flannel  sponge  is  less  likely  to  traumatize  the  endothelium  than  the 
usual  gauze  pack.  In  addition,  it  more  completely  excludes  the  air 
from  the  abdominal  cavity.  A  description  of  the  technic  of  the 
author's  method  follows:  In  applying  this  treatment,  he  emphasizes 
four  very  important  essentials,  in  order  to  insure  the  greatest  proba- 
bility of  success.  First,  open  the  abdomen;  second,  introduce  the 
heating  iron  through  the  vaginal  or  cervical  mass  to  the  fundus  of  the 
uterus,  and  hold  it  there  until  everything  abnormal  is  too  hot  to  hold  in 
the  hand  encased  in  a  medium  weight  rubber  glove;  third,  apply  the 
heat  until  all  the  fixed  carcinomatous  tissues  are  freely  movable 
fourth,  use  a  low  degree  of  heat. 

Newer  Views  of  Cancer. — Among  the  many  recent  papers  on  can- 
cer of  the  breast  and  of  the  uterus,  emphasizing  the  frequency  of  these 
conditions  and  their  delayed  diagnosis,  is  an  address  by  Edward 
Reynolds  {Bost.  Med.  and  Surg.  Jour.,  19 15,  clxxiii,  75).  He  says 
that  the  essential  facts  in  our  most  recent  view  of  the  malignant 
diseases  are:  That  they  are  at  first  strictly  localized  and  during  this 
localized  stage  are  curable.  That  there  is  no  sharp  line  of  demarca- 
tion between  the  benign  and  malignant  new-growths  or  ulcerations, 
but  that  the  mahgnant  often,  if  not  usually,  follow  the  benign  and 
originate  in  them.  That  while  it  is  perhaps  true  that  only  a  minority 
of  even  long-continued  benign  neoplasms  or  ulcerations  ever  undergo 
a  malignant  change,  such  an  occurrence  is,  nevertheless,  so  far  fre- 
quent that  every  continued  neoplasm  or  ulceration  should  be 
considered  so  far  potentially  malignant  as  to  demand  serious  consid- 
eration. That  a  heavy  burden  of  responsibility  always  rests  on  any 
physician  who  declares  that  any  new-growth  or  ulceration  which  is 
brought  to  his  attention  is  benign  and  therefore  unimportant.  The 
general  principles  which  should  govern  the  management  of  new- 
growths  of  the  breast  are:  That  all  perceptible  lumps  in  the  breast, 
except  the  acute  inflammatory  masses  in  the  nursing  breast,  should 
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be  regarded  as  potential  carcinoma.  That  all  lumps  in  the  breast 
which  are  evidently  persistent  should  be  at  once  removed,  no  matter 
how  small  they  are  or  how  evidently  benign  they  may  appear.  That 
in  cases  in  which  the  patient  is  seen  so  soon  after  her  detection  of  an 
apparently  insignificant  lump  that  it  may  be  necessary  to  delay  a 
little  in  order  that  the  physician  may  assure  himself  of  the  certain 
presence  and  actual  persistence  of  the  mass,  the  patient  should  be 
seen  at  very  short  intervals,  and  the  delay  should  be  counted  at  most 
by  weeks  and  not  by  months.  That  he  who  delays  more  than  a  very 
few  weeks  before  acting  himself,  or  seeking  expert  advice,  in  the  case 
of  small  and  apparently,  evidently  benign  new-growths,  or  who  de- 
lays at  all  in  the  case  of  larger  and  doubtful  growths  takes  upon  him- 
self a  responsibility  which  men  of  wide  experience  would  not  endorse. 
The  general  principles  which  should  govern  our  management  of 
incipient  cancers  of  the  uterus  are:  That  while  every  irritating  or 
blood-streaked  leukorrhea  in  women  in  middle  life  is  not  necessarily 
malignant,  every  such  leukorrhea  is  so  far  suspicious  of  malignancy 
that  it  must  be  taken  seriously,  and  demands  an  examination  which 
should  be  pushed  to  the  point  of  showing  a  satisfactory  cause  for  the 
leukorrhea.  That  every  erosion  or  ulceration  of  the  cervix  in  a 
middle-aged  woman  should  be  regarded  as  a  possible  source  of  cancer 
and  treated  for  the  prophylaxis  of  cancer.  That  the  milder  lesions 
of  this  character  may  be  treated  by  minor  means,  but  that  all  the 
more  severe  of  these  lesions,  and  those  milder  ones  which  recur  after 
minor  treatment,  should  be  treated  by  excision  of  the  inflamed  tissue. 
That  this  should  always  be  done  in  the  presence  of  a  pathologist, 
and  with  the  patient  prepared  for  radical  operation  if  malignant 
tissue  is  found.  That  all  cases  of  marked  increase  of  the  catamenia 
during  middle  life  should  be  regarded  as  suspicious,  all  cases  of  inter- 
menstrual flowing  or  of  recurrence  of  flow  after  the  menopause  as 
highly  suspicious,  and  all  cases  of  intermittent  serosanguineous  flow 
as  pathognomonic  of  cancer  of  the  uterus.  That  these  symptoms 
are  rendered  more  significant  by  the  coincident  existence  of  enlarge- 
ment of  the  uterus,  but  are  not  necessarily  negatived  by  its  absence. 
That  any  such  flowing  demands  careful  curettage  in  the  presence  of  a 
competent  pathologist  and  with  the  patient  prepared  for  hysterec- 
tomy in  case  an  examination  of  the  curetings  shows  malignancy. 
That  a  negative  result  from  the  examination  of  the  curettage  re- 
lieves the  operator  of  the  necessity  of  performing  a  hysterectomy  at 
that  sitting,  but  does  not  warrant  a  positive  or  permanent  diagnosis 
of  a  benign  source  of  origin  for  the  flowing  That  all  fibroids  or 
polypi  appearing  or  persisting  during  middle  life  should  be  promptly 
and  radically  removed. 

Surgical  Treatment  of  Cancer  of  the  Cervix  Uteri. — F.  Cobb  {Bost. 
Med.  and  Snrg.  Jour.,  191 5,  clxxiif,  85)  analyzes  a  series  of  cases 
from  I  goo  to  1914  inclusive  at  the  Massachusetts  General  Hospital, 
420  in  number,  98  of  which  were  cases  of  his  own.  He  emphasizes 
the  importance  of  early  diagnosis  of  cancer  of  the  cervix  and  that  the 
radical  abdominal  operation  does  cure  a  large  percentage  of  cases 
and  carries  with  it  in  skilled  hands  no  excessive  primary  mortality. 
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By  radical  operation  is  meant  substantially  the  Wertheim  abdominal 
hysterectomy  with  certain  modifications.  This  consists  of  the  re- 
moval of  the  uterus  and  a  liberal  portion  of  the  vagina  and  as  much  of 
the  parametrium  as  possible  through  a  median  abdominal  incision 
after  ligation  of  both  internal  iliac  arteries;  the  regional  lymphatic 
glands  being  removed  only  if  enlarged  to  sight  and  palpation.  This 
is  a  difiicult  and  tedious  operation  and  should  be  done  only  by  spe- 
cially trained  men.  It  should  then  carry  with  it  an  immediate  mor- 
tality of  not  over  15  per  cent.  The  writer  has  done  the  extended 
abdominal  hysterectomy  42  times,  31  cases  at  the  Massachusetts 
General  Hospital  and  11  in  private  work,  with  an  immediate  mor- 
tality at  the  hospital  of  16. i  per  cent.,  in  private  g  per  cent.,  an  aver- 
age of  12.5  per  cent.  It  is  a  duty  in  every  case  where  a  radical  opera- 
tion cannot  be  done  to  make  repeated  efforts  for  prolonging  life  and 
the  checking  of  pain  and  hemorrhage.  The  use  of  the  actual  cautery 
with  ligation  of  the  internal  iliac  and  ovarian  arteries  will  prolong 
life  for  many  months  and  stop  pain  and  hemorrhage.  The  method  of 
using  the  cautery  should  be  that  devised  by  Dr.  Percy.  Ligation  of 
the  iliac  and  ovarian  arteries  alone  is  a  valuable  means  of  stopping 
pain  and  hemorrhage.  Cureting  should  not  be  done,  because  of  the 
chance  of  forcing  cancer  cells  into  the  lymphatics.  Percy's  method  is 
the  method  of  choice  in  treating  border-line  and  advanced  cases  of 
cancer  of  the  cervix.  In  the  earlier  stages  of  the  disease  the  extended 
radical  hysterectomy  is  the  method  of  choice.  Between  cauteriza- 
tions some  good  can  be  accomplished  by  local  applications  to  the 
cervix  and  vagina — -acetone,  formalin  or  iodine.  The  value  of  radium 
is  uncertain,  but  in  cases  in  which  this  treatment  can  be  obtained 
it  should  be  tried.  The  author's  preference  is  for  vaginal  douches  of 
formalin  i  to  1000  and  the  application  of  formalin  i  to  200  locally 
through  a  speculum.  The  paper  includes  a  preliminary  report  of  a 
method  of  operating  for  cancer  of  the  cervix,  the  posterior  vaginal 
wall  and  rectovaginal  septum.  He  suggests  it  as  an  operation  for 
the  possible  cure  of  cases  of  squamous-cell  carcinoma  of  the  cervix 
which  start  from  the  portio- vaginalis  of  the  cervix,  and  while  involv- 
ing the  cervix  to  only  a  moderate  extent,  have  extensively  invaded 
the  vaginal  wall  and  the  rectovaginal  septum,  cases  in  which  the 
cervix  is  but  slightly  involved  and  the  main  portion  of  the  disease 
is  confined  to  the  vagina.  In  the  first  stage  the  cervical  and  vaginal 
disease  is  thoroughly  treated  by  the  Percy  method  for  thirty  minutes. 
Immediately  following  this  the  steps  of  the  author's  radical  abdom- 
inal hysterectomy  are  followed  in  every  detail  with  this  exception, 
that  after  dividing  the  parametrium  with  the  cautery  knife  the  cer- 
vix is  cut  across  supravaginally  and  thoroughly  charred  intra- 
abdominally,  using  the  abdominal  water-cooled  speculum.  The 
cervix  is  destroyed  with  the  cautery,  leaving  only  a  thin  shell  of  tis- 
sue between  the  pelvis  and  the  vagina.  The  ureters  are  looped  up 
with  catgut  and  fastened  away  from  the  remains  of  the  cervix  and 
the  field  of  the  second  operation  in  such  a  way  that  they  will  not  be 
kinked.  The  median  incision  is  then  closed  without  drainage  and  a 
left  inguinal  colostomy  made.     The  second  stage  can  be  done  from 
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three  to  four  weeks  afterward,  depending  upon  the  condition  of  the 
patient  and  the  amount  of  vaginal  sloughing  and  discharge.  It 
can  be  done  under  spinal  anesthesia  if  desired.  With  the  patient  in 
the  lithotomy  position  the  Schauta  lateral  incision  through  the  para- 
vaginal and  pararectal  tissues  to  the  hollow  of  the  sacrum  is  made 
and  the  remains  of  the  cervix  and  posterior  half  of  the  vaginal  tube 
and  as  much  of  the  rectum  as  necessary  removed. 

Relation  between  the  Degree  of  Menstrual  Reaction  in  the  Endo- 
metrium and  the  Clinical  Character  of  Menstruation. — The  study 
of  a  series  of  159  cases  by  E.  Novak  {Surg.,Gyn.,  and  ObsL,  1915,  xxi, 
336)  indicates  the  general  correctness  of  the  teaching  of  Hitschmann 
and  Adler  as  to  the  cyclical  histological  variations  in  the  endome- 
trium at  different  stages  of  the  menstrual  cycle.  An  interesting 
relation  is  shown  to  exist  between  the  clinical  character  of  menstrua- 
tion and  the  degree  of  endometrial  hypertrophy  called  forth  by  the 
menstrual  stimulus.  Speaking  generally,  the  more  profuse  the 
menstrual  flow  the  more  marked  the  local  hypertrophic  changes  in 
the  endometrium,  the  less  abundant  the  flow  the  less  striking  the 
local  reaction  in  the  endometrium.  The  latter  must,  therefore,  be 
looked  upon  as  playing  an  essentially  passive  role  in  menstruation. 
An  important  exception  to  the  above  generalization  is  encountered 
in  cases  of  anteflexion  of  what  is  commonly  spoken  of  as  the  con- 
genital type.  In  this  group  hypertrophic  changes  are,  if  anything, 
more  marked  than  those  noted  in  association  with  other  pelvic  con- 
ditions. This  would  indicate  that  the  ovary,  whose  activity  appears 
to  govern  the  degree  of  hyperemia  and  of  consequent  endometrial 
hypertrophy,  is  not  functionally  deficient  in  such  cases,  as  has  so 
often  been  stated.  The  scanty  menstruation  so  commonly  ob- 
served in  cases  of  this  type  is  perhaps  due  to  a  deficiency  in  a  local 
factor  whose  activity  permits  of  the  passage  of  blood  elements  from 
the  vessels  toward  and  into  the  uterine  cavity.  Such  a  theory 
would  seem  also  to  explain  the  spasmodic  dysmenorrhea  so  charac- 
teristic of  congenital  anteflexion,  for  the  engorged  mucosa,  acting  as 
an  irritant  to  the  uterine  musculature,  gives  rise  to  spasmodic  and 
painful  contractions  of  the  latter.  Sterility  is  also  extremely  fre- 
quent in  association  with  congenital  anteflexion.  It  is  possible 
that  future  work  may  show  that  this  is  also  in  some  way  due  to  a 
physiological  rather  than  an  anatomical  deficiency  in  the  uterus. 
On  the  whole  the  studies  recorded  in  this  paper,  while  in  themselves 
along  anatomical  lines,  tend  to  emphasize  the  fact  that  the  physio- 
logical factor  is  of  much  greater  importance  in  the  consideration  of 
menstrual  disturbances  than  mere  defects  or  alterations  in  the  ana- 
tomic structure  of  the  generative  organs. 
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This  paper  presents  certain  facts  relative  to  the  marshalling  of 
the  forces  arrayed  against  the  infant  life  of  this  country,  with  par- 
ticular reference  to  the  status  and  organization  of  one  of  the  most 
powerful  of  those  forces,  diseases  of  the  respiratory  system.  It  is 
the  result  of  a  study  to  determine  whether  or  not  the  diseases  within 
the  group  named  occupy  such  a  position  as  to  render  it  advisable 
that  they  should  be  made  the  object  of  special  attack. 

For  the  purposes  of  this  paper,  the  phrase  "diseases  of  the  respira- 
tory system"  is  used  in  the  technical  sense  in  which  it  is  employed 
in  the  International  List  of  Causes  of  Death.  Just  what  the  phrase 
means,  and  the  relative  importance  of  the  several  units  that  enter 
into  it,  are  stated  later  in  this  paper.  Statistical  methods  have  had 
to  adapt  themselves  to  available  data,  and  the  absence  of  adequate 
information  concerning  populations  and  births  has  prevented  a  more 
exhaustive  statistical  study.  Limitations  of  time,  too,  have  had  an 
influence  in  the  same  direction  and  have  rendered  it  necessary  to 
confine  the  present  study  of  the  mortality  statistics  of  the  United 
States,  for  the  calender  year  1913,  as  presented  in  the  Fourteenth 
Annual  Report,  Bureau  of  the  Census,  Department  of  Commerce. 

Distribution  of  Deaths  in  the  First  Year  of  Life,  According  to  the 
International  List  of  Causes  of  Death. — Within  the  registration  area 
of  the  United  States,  there  occurred  in  the  calender  year  1913, 
159,435  deaths  during  the  first  year  of  Hfe.  Their  distribution 
among  the  several  groups  established  by  the  International  List  of 
Causes  of  Death  is  shown  in  Table  I,  printed  below.     Arranged  in 

*  Read  before  the  Sixth  Annual  Meeting  of  the  American  Association  for 
Study  and  Prevention  of  Infant  Mortality,  Philadelphia,  November  10,  1915. 
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order  of  relative  importance,  premature  births,  congenital  debility, 
and  other  conditions  peculiar  to  early  infancy,  stand  first,  having 
caused  52,865  deaths;  diseases  of  the  digestive  system  come  next, 
with  43,243;  diseases  of  the  respiratory  system  are  third,  being  re- 
sponsible for  25,274;  and  general  diseases  follow  with  15,116.  The 
remaining  deaths,  22,937  in  all,  were  due  to  the  following  causes, 
arranged  in  order  of  relative  importance,  malformations,  diseases  of 
the  nervous  system  and  organs  of  special  sense,  ill-defined  causes, 
external  causes,  diseases  of  the  circulatory  system,  nonvenereal  dis- 
eases of  the  genitourinary  system  and  annexa,  diseases  of  the  skin 
and  cellular  tissues  and  diseases  of  the  bones  and  organs  of  locomo- 
tion. Expressed  in  terms  of  percentage,  computed  upon  the  basis 
of  the  total  number  of  infant  deaths,  the  conditions  peculiar  to  early 
infancy  caused  33.16  per  cent.;  diseases  of  the  digestive  system, 
27.12;  diseases  of  the  respiratory  system,  15.85;  general  diseases, 
9.48;  and  all  other  diseases,  and  all  malformations  and  injuries,  14.39. 

TABLE  I. 
Deaths  from  all  causes,  during  the  first  year  of  life,  in  the  Registration  Area 
of  the  United  States,  in  the  calendar  year,  1913:  Showing  the  relative  influence 
of  each  of  the  several  disease  groups  recognized  in  the  International  List  of 
Causes  of  Death. 


Cause  of  death 


Number 
of  deaths 


Percentage 
of  deaths* 


All  causes iS9,435 


877 


I.  General  diseases i5)ii6 

II.  Diseases  of  the  nervous  system  and  organs  of  [ 

special  sense 6,047 

III.  Diseases  of  the  circulatory  system i)3i5 

IV.  Diseases  of  the  respiratory  system 25,274 

V.  Diseases  of  the  digestive  system 43)243 

VI.  Nonvenereal  diseases  of  the  genitourinary  sys- 
tem and  annexa 

VII.  The  puerperal  state 

VIII.  Diseases  of  the  skin  and  of  the  cellular  tissue. . .  I  558 
IX.  Diseases  of  the  bones  and  of  the  organs  of  loco- 
motion   143 

X.  Malformations 8,813 

XI.  Early  infancy 52,865 

XII.  Old  age 

XIII.  External  causes 1)892 

XIV.  Hi-defined  causes 3)292 


9.48 

3-79 
0.82 

15.85 
27. 12 

o-SS 


0-3S 

0.09 

S-53 
33   16 


1. 19 
2.06 


*  This  is  the  percentage  in  each  class,  computed  on  the  basis  of  all  deaths 
during  the  first  year  of  life. 
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Manifestly,  in  the  campaign  for  the  protection  of  infancy,  the 
most  important  lines  of  defense  and  attack  are  to  be  found  in  those 
places  where  the  losses  are  heaviest,  and,  as  has  just  been  shown, 
these,  named  in  order  of  relative  weight,  are  to  be  found  in  the  con- 
ditions peculiar  to  early  infancy,  the  diseases  of  the  digestive  system, 
diseases  of  the  respiratory  system,  and  general  diseases.  Three  of 
the  groups  named  have  already  been  very  definitely  attacked: 
Against  the  dangerous  conditions  peculiar  to  early  infancy,  propa- 
gandas for  prenatal  nursing  and  the  improvement  of  obstetric  work 
by  midwives  and  physicians  have  been  organized  and  maintained. 
Against  diseases  of  the  digestive  system,  there  have  been  campaigns 
for  the  improvement  of  the  milk  supply,  popular  education  concern- 
ing diet  in  infancy,  and  the  establishment  of  milk  stations.  Against 
general  diseases,  too,  campaigns  have  been  organized,  although  these 
have  related  to  infant  life  only  incidentally;  for  this  nosological 
group  is  made  up  largely  of  communicable  diseases,  including  tuber- 
culosis; cancer;  alcoholism;  and  lead  and  other  occupational  poison- 
ings, against  all  of  which  very  definite  organized  movements  are 
under  way.  But  against  diseases  of  the  respiratory  system  no 
specific  action  has  been  taken,  although  the  campaign  for  the  im- 
provement of  housing  conditions  comes  almost  within  that  description. 
Clearly,  if  the  circumstances  have  warranted  the  campaigns  in- 
augurated against  the  other  groups  of  diseases  named — and  the 
results  obtained  clearly  demonstrate  that  they  have — the  present 
circumstances  call  for  an  organized  campaign  against  diseases  of  the 
respiratory  system. 

Relation  oj  Diseases  of  the  Respiratory  System  in  the  First  Year  of 
Life  to  Diseases  of  the  Respiratory  System  as  Affecting  the  Entire 
Community.- — -It  has  been  shown  above  that  diseases  of  the  respira- 
tory system  play  an  important  part  in  the  mortality  of  infants.  It 
may  be  shown  further,  however,  that  the  mortality  from  respiratory 
diseases  in  infancy  plan's  an  important  part  even  in  relation  to  the 
mortality  at  all  age  periods  from  the  same  causes.  The  total  mor- 
tality from  diseases  of  the  respiratory  system,  at  all  ages,  within  the 
entire  registration  area,  in  the  calendar  year  1913,  covered  103,979 
deaths.  Of  these  deaths,  25,274  occurred  among  infants  in  the  first 
year  of  life.  The  mortality  among  infants  in  the  first  year  of  life 
represented,  therefore,  approximately  one-quarter  of  the  mortality 
at  all  ages.  In  other  words,  approximately  25  per  cent,  of  the  entire 
mortality  from  diseases  of  the  respiratory  system  within  the  regis- 
tration area  comes  within  the  purview  of  those  agencies  working  for 
the  welfare  of  infants. 
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There  are  variations,  of  course,  in  the  age  distribution  of  deaths 
from  the  individual  diseases  affecting  the  respiratory  system  and 
going  to  make  up  the  general  group  now  under  consideration. 
These  variations,  however,  emphasize  rather  than  diminish  the 
importance  of  the  relation  of  infancy  to  the  occurrence  of  diseases  of 
this  type.  Of  the  32,615  deaths  from  lobar  pneumonia,  9.67  per 
cent,  occurred  among  infants  less  than  one  year  old.  Of  31,094 
deaths  from  bronchopneumonia,  42.13  per  cent,  occurred  in  the 
age  group  just  named.  Of  20,069  deaths  from  pneumonia  undefined 
as  to  type,  21.76  per  cent,  occurred  in  infancy;  of  6602  deaths 
from  acute  bronchitis,  55.51  per  cent.;  and  of  2228  deaths  from 
pulmonary  congestion  and  pulmonary  apoplexy,  21.23  per  cent. 
Other  percentages  appear  in  Table  II,  printed  below.  They  all  make 
clear  the  fact  that  a  campaign  against  diseases  of  the  respiratory  sys- 
tem in  infancy  is  an  important  part  of  any  campaign  against  such 
diseases  generally,  and  may  well  form  its  starting-point. 


TABLE  II. 

Deaths  from  diseases  of  the  respiratory  system,  in  the  Registration  Area  of 
the  United  States,  in  the  calendar,  1913:  Showing  the  influence  of  infancy  on 
the  total  mortality  from  each  disease  in  this  group,  and  the  influence  of  each 
such  disease  on  the  total  infant  mortality  within  the  group. 


Cause  of  death 


Deaths 


At  all 
ages 


Under 
I  year 


Percentage 
to  corre- 
sponding 
deaths  of 
all  ages 


Percentage 
to  all  infant 
deaths  from 
respiratory 
diseases 


All  diseases  of  respiratory  system. .     103,979 


25,274 


14-31 


Diseases  of  the  nasal  fossae 

Diseases  of  the  larynx 

Diseases  of  the  thyroid  body 

Acute  bronchitis 

Chronic  bronchitis 

Bronchopneumonia 

Lobar  pneumonia 

Pneumonia  (undefined) 

Pleurisy 

Pulmonary   congestion   and   pul- 
monary apoplexy 

Gangrene  of  the  lung 

Asthma 

Pulmonary  emphysema 

Other  diseases  of  the  respiratory 
^  system  (tuberculosis  excepted) . . 


104 

43 

83s 

191 

358 

17 

6,602 

3,665 

4,786 

69 

31,094 

13,100 

32,615 

3,153 

20,069 

4,367 

2,211 

108 

2,228 

473 

203 

1,578 

16 

170 

S 

1,126 

67 

41-34 
22.87 

4-75 
55-51 

1-44 
42.13 

9.67 
21.76 

4.88 

21.23 

1-49 
2-94 

5-95 


o.  17 

0-75 
0.07 

14.50 
o.  27 

51-83 

12.47 

17.28 

0.43 

1.87 

0.06 
0.02 

0.26 
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Incidentally  it  may  be  remarked  that  the  recognition  of  diseases 
of  the  respiratory  system  among  infants  as  a  distinct  statistical 
group  would  be  of  material  advantage  for  the  purposes  of  the  agen- 
cies seeking  to  promote  the  welfare  of  infants,  inasmuch  as  it  would 
call  attention  to  the  frequency  of  these  diseases  at  that  period  of  life 
and  would  serve  as  a  guide  to  the  degree  of  the  success  of  any  efiforts 
made  for  their  prevention.  A  precedent  exists  for  the  recognition  of 
such  a  special  combined  disease-age  group  in  the  recognition  already 
recorded  by  the  International  List  of  Causes  of  Death  of  "diarrhea 
and  enteritis  (under  two  years)"  as  a  nosological  entity  distinct 
from  "diarrhea  and  enteritis  (two  years  and  over.") 

Relative  Fatality  of  the  Individual  Diseases  in  the  General  Group, 
^^ Diseases  of  the  Respiratory  System.'" — It  has  been  deemed  best  thus 
far  to  adhere  to  the  generally  accepted  group  of  diseases  under  the 
phrase,  "Diseases  of  the  Respiratory  System,"  in  order  to  eliminate 
so  far  as  may  be  practicable  errors  of  diagnosis.  A  death  reported 
by  one  physician  as  due  to  chronic  bronchitis  may  be  reported  by 
another  as  due  to  acute  bronchitis,  and  by  a  third  as  due  to  pneu- 
monia in  one  of  its  several  recognized  forms.  But  the  chance  of 
error  in  the  determination  merely  whether  death  was  or  was  not  due 
to  some  disease  of  the  respiratory  system  is  much  less.  For  pur- 
poses of  prevention,  however,  it  is  necessary  to  look  into  the  relative 
strength  of  the  several  units  that  go  to  make  up  the  group.  The 
table  printed  above  contains  the  data  necessary  for  this  purpose.  Of 
the  25,274  deaths  from  diseases  of  the  respiratory  system,  in  the 
first  year  of  life,  13,100,  or  51.83  per  cent,  were  due  to  broncho- 
pneumonia; 4367,  or  17.28  per  cent,  were  due  to  pneumonia,  unclas- 
sified as  to  type;  3665,  or  14.50  per  cent,  to  acute  bronchitis;  and 
3153,  or  12.47  psr  cent,  to  lobar  pneumonia.  Of  all  deaths  in  this 
class,  bronchitis  and  pneumonia  together  caused  96  per  cent.  It  is 
manifest,  therefore,  that  a  campaign  against  deaths  in  infancy  from 
diseases  of  the  respiratory  system  is  primarily  and  nearly  altogether 
a  campaign  against  bronchitis  and  pneumonia. 

Geographic  Distribution  of  Diseases  of  the  Respiratory  System  in 
Infancy. — Is  the  prevention  of  diseases  of  the  respiratory  system  a 
sectional  problem?  Within  the  entire  registration  area  of  the 
United  States,  in  the  calendar  year  1913,  there  occurred  159,435 
deaths  in  the  first  year  of  life,  and  of  these,  25,274,  or  15.85  per  cent, 
were  due  to  diseases  of  the  respiratory  system.  Within  the  regis- 
tration States  alone,  15.67  per  cent,  of  all  deaths  in  infancy  were  due 
to  such  diseases.  In  the  absence  of  necessary  figures  relating  to 
population  and  to  births,  however,  no  attempt  has  been  made  to 
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determine  the  relative  prevalence  of  diseases  of  this  group  in  the 
individual  States  and  Cities  within  the  registration  area,  or  within  the 
urban  and  suburban  areas  of  such  States.  Yet  it  is  not  difi&cult  to 
see  that  these  diseases  play  everywhere  an  important  part  in  causing 
infant  mortality.  The  very  lowest  percentage  of  infant  deaths 
charged  in  any  jurisdiction  to  diseases  of  the  respiratory  system  was 
10.37,  i^  Virginia.  The  highest  percentage  was  22.83,  ^^  New 
Haven,  Connecticut,  with  New  York  City  a  close  second,  with  a 
percentage  of  22.54.  The  percentages  for  cities  were  very  generally, 
but  not  universally,  higher  than  the  percentages  for  the  States  in 
which  those  cities  were  located.* 

The  part  that  diseases  of  the  respiratory  system  play  in  the  causa- 
tion of  infant  mortality  in  the  entire  registration  area,  in  the  regis- 
tration States,  in  the  individual  States,  within  that  group,  and  in 
some  of  the  more  important  registration  cities,  is  shown  in  Table 
III,  printed  below.  If  these  figures  do  not  show  the  extent  to  which 
diseases  of  the  respiratory  system  prevail  in  various  parts  of  the 
country,  they  do  show  that  everywhere  these  diseases  play  a  very 
important  part  in  the  destruction  of  infant  life,  and  that  wherever 
the  prevention  of  infant  mortality  is  a  task  worth  undertaking  at  all, 
an  attack  directed  specifically  against  diseases  of  the  respiratory 
system  affords  a  promising  field  for  endeavor. 

Age  in  Its  Relation  to  Deaths  from  Bronchitis  and  Pneumonia  in  the 
First  Year  of  Life. — An  efifective  attack  on  diseases  of  the  respiratory 
system,  in  infancy,  requires  a  knowledge  of  the  time  of  their  occur- 
rence in  the  life  of  the  infant.  If  they  occur  in  the  earliest  period  of 
life,  then  prenatal  nursing  and  proper  service  at  the  time  of  delivery 
must  be  relied  upon  for  their  prevention;  if  they  occur  later  in  life, 
the  pediatrician  and  the  milk  station  must  be  the  sources  from  which 
the  necessary  protection  emanates;  and  if  they  occur  throughout 
infancy,  all  these  forces  must  be  enlisted.  Available  figures,  how- 
ever, do  not  permit  the  distribution  of  all  deaths  in  infancy  from 
diseases  of  the  respiratory  system  according  to  age  periods.  Such  an 
age  distribution  can  be  made  only  of  deaths  due  to  bronchitis  and 
pneumonia.     But  as  the  deaths  caused  by  bronchitis  and  pneumonia 

*  In  view  of  the  very  common  misinterpretation  of  figures  of  this  character, 
it  seems  advisable  to  emphasize  the  fact  that  they  do  not  show  the  degree  to 
which  diseases  of  the  respiratory  system  prevail  in  the  several  places  to  which  the 
figures  relate.  If  the  number  of  deaths  due  to  diseases  of  the  digestive  system, 
or  any  group  of  diseases  whatsoever,  other  than  diseases  of  the  respiratory 
system,  be  diminished,  the  percentage  of  deaths  due  to  diseases  of  the  respiratory 
system  will  be  correspondingly  increased. 
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Deaths  from  diseases  of 
tration  Area  of  the  United 
the   calendar  year,    1913: 
mortality. 


TABLE  III. 

the  respiratory  system  during  the  first  year  of  life,  in  the  Regis- 
States,  and  in  the  States  and  certain  cities  within  that  area,  in 
Showing  influence   of  respiratory  diseases   on  the  total   infant 


Deaths  froml  Deaths  from  respiratory 


all  causes 

under 
one  year 


diseases  under  one  year 


Number     [  Percentage 


Registration  area.  .  .  . 
Registration  states.  . . 
Alabama 

Birmingham 

California 

San  Francisco. . . 
Colorado 

Denver 

Connecticut 

New  Haven 

District  of  Columbia. 
Georgia 

Atlanta 

Illinois 

Chicago 

Indiana 

Indianapolis 

Kentucky 

Louisville 

Louisiana 

New  Orleans. .  .  . 

Maine 

Maryland 

Baltimore 

Massachusetts 

Boston 

Michigan 

Detroit 

Minnesota 

Minneapolis 

Missouri 

St.  Louis 

Montana 

New  Hampshire 

New  Jersey 

Newark 

New  York 

New  York  City. 

North  Carolina 

Ohio 

Cleveland 

Pennsylvania 

Philadelphia.  . . . 
Rhode  Island 

Providence 

Tennessee 

Memphis 

Nashville 

Utah 

Vermont 

Virginia 

Richmond 

Washington 

Seattle 

Wisconsin 

Milwaukee 


159,435 
145,605 


42s 
4.354 

632 
1.643 

365 
3.342 

381 

828 


485 


6.939 
5,689 

S18 
S.582 

486 


934 
1.734 
4.373 
2,011 
9,971 
2,107 
7,620 
2,332 
4,092 
606 
7.077 
1,478 
812 
1.322 
7.S7I 
1,009 

25.059 

13.850 
1.394 

11,064 
1.944 

26,304 

4,618 

1.635 

660 


319 
255 
916 
729 

5,931 
507 

1,566 
303 

4.997 

1.262 


25.274 
22,830 


54 
636 
112 
326 

52 
S18 

87 
136 


82 


1.417 
755 

64 
640 

90 


192 
241 
649 
354 

1,648 
372 

1.030 

388 

532 

8r 

1,109 
232 
141 
182 

1,352 
176 

4.794 

3,122 
157 

1,502 
292 

4.418 

786 

24s 

99 


46 

45 

149 

lOI 

645 

83 

229 

42 
697 

177 


15.85 
15-67 


12.70 
14.61 
17.72 
19.84 
14.24 
15-50 
22.83 
16.42 


16.91 


20.42 
13-27 
12.36 
II  .46 
18.52 


20.55 
13-90 
14.84 
17.60 
16.52 
17.65 
13-52 
16-64 
13 -00 
13-37 
IS.67 
15-70 
17-36 
13-77 
17-86 
17-44 
19.13 
22.54 

II  .26 

13-57 
1502 
16.79 
17.02 
M-98 
'15 -00 


14.42 
17.64 
16.27 
13-85 
10.87 
16.37 
14.62 
13-86 
13-95 
14  03 
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comprise  approximately  96  per  cent,  of  all  deaths  within  the  group, 
the  result  of  their  distribution  according  to  age  periods  \\'ill  }deld 
results  sufl&cient  for  present  purposes. 

The  third  week  of  life  seems  to  represent  the  maximum  of  danger 
so  far  as  death  in  infancy  from  bronchitis  and  pneumonia  is  con- 
cerned, the  fatal  illness  probably  beginning  most  frequently  during 
that  week  or  the  week  preceding.  Of  the  24,285  deaths  from  these 
diseases,  within  the  registration  area,  1263,  or  5.20  per  cent, 
occurred  during  the  third  week;  within  the  registration  States  alone, 
5.17  per  cent.;  and  within  the  chief  cities  within  the  registration 
States,  4.79  per  cent.  By  far  the  greatest  percentage  of  deaths  that 
occurred  in  any  one  month  is  recorded  during  the  first  month. 
For  the  entire  registration  area,  18.62  per  cent.;  for  the  registration 
States,  18.41  per  cent.;  and  for  the  principal  cities  within  the  regis- 
tration States,  16.80  per  cent.  During  each  statistical  period  after 
the  first  month  there  is  apparently  a  diminution  in  the  monthly 
frequency  of  deaths  from  the  diseases  named,  as  is  shown  in  Table  IV. 
printed  below;  but  this  is  to  be  accounted  for  in  part  by  the  diminu- 
tion in  the  number  of  living  infants  as  the  twelve  monthly  periods 
pass.  Everywhere,  however,  the  prevention  of  bronchitis  and  pneu- 
monia, and  of  diseases  of  the  respiratory  system  generally,  is  a 
problem  not  limited  to  any  one  part  of  the  first  year  of  life,  but  cover- 
ing the  entire  period.  It  is  a  problem  aUke  for  the  prenatal  nurse, 
the  midwife,  the  obstetrician,  the  pediatrician,  and  the  infant  welfare 
station. 

conclusions. 

1.  In  the  registration  area  of  the  United  States,  in  the  calendar 
year  1913,  diseases  of  the  respiratory  system  caused  15.85  per  cent,  of 
the  total  mortaUty  in  the  first  year  of  life.  As  a  factor  in  infant 
mortality,  diseases  of  this  group  were  exceeded  in  importance  only  by 
the  pathological  conditions  peculiar  to  early  infancy  and  by  diseases 
of  the  digestive  system.  Against  both  of  the  latter  disease  groups, 
propagandas  are  already  in  operation.  The  organization  and  main- 
tenance of  a  propaganda  against  diseases  of  the  respiratory  system 
as  a  factor  in  infant  mortality  is  fully  justified  by  the  important 
position  they  occupy. 

2.  The  mortality  from  diseases  of  the  respiratory  system  in  the 
first  year  of  life  constituted  in  the  registration  area,  in  the  calendar 
year  1913,  approximately  one-quarter  of  the  total  mortality  from 
these  diseases  at  all  age  periods  taken  together.  One-quarter  of  the 
total  mortality  from  diseases  of  the  respiratory  system  lies,  therefore, 
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within  the  pur\dew  of  the  agencies  for  the  conservation  and  promo- 
tion of  infant  welfare,  and  a  campaign  against  diseases  of  the  respi- 
ratory system  in  infancy  will  form  an  important  factor  in  any  cam- 
paign that  may  be  inaugurated  against  such  diseases  generally. 

3.  Bronchitis  and  pneumonia  together  caused  96  per  cent,  of  all 
deaths  in  the  first  year  of  life,  due  to  diseases  of  the  respiratory 
system.  A  campaign  against  diseases  of  the  respiratory  system  in 
infancy  is,  therefore,  practically  a  campaign  against  bronchitis  and 
pneumonia. 

4.  The  percentage  of  infant  mortality  chargeable  against  diseases 
of  the  respiratory  system  in  individual  States  and  cities  within  the 
registration  area,  in  the  calendar  year  1913,  varied  from  10.87  P^r 
cent,  to  22.83  psr  cent.  The  percentage  for  the  entire  registration 
area  was  15.85  per  cent.  While  these  percentages  are  strongly 
influenced  by  variations  in  the  prevalences  of  diseases  other  than 
diseases  of  the  respiratory  system,  yet  they  show  that  wherever  there 
is  justification  for  the  maintenance  of  a  campaign  against  infant 
mortality,  action  against  diseases  of  the  respiratory  system  should 
form  an  important  part  of  the  work. 

5.  Deaths  from  diseases  of  the  respiratory  system  apparently  occur 
to  a  greater  extent  during  the  third  week  of  life  than  during  any 
other  weekly  period.  The  heaviest  month's  toll  taken  by  these 
diseases,  in  the  calendar  year  1913,  in  the  registration  area,  was 
levied  in  the  first  month  of  life,  when  18.62  per  cent,  of  all  such 
deaths  occurred.  Deaths  are  frequent,  however,  throughout  the 
entire  first  year  of  life.  Prevention  of  deaths  in  infancy  from  dis- 
eases of  the  respiratory  system  is,  therefore,  a  task  for  the  prenatal 
nurse,  the  obstetrician,  the  midwife,  the  pediatrician,  and  the  infant 
welfare  station. 
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REPORT  OF  A  CASE  OF  PARTLAL  ATELECTASIS  WITH 

CAPILLARY  BRONCHITIS  AND  A  TEMPERATURE  OF 

iio°  F.  WITH  REMARKS  ON  HYDROTHERAPY  AND 

FEVER. 

BY 
A.  HYMAXSOX,  M.  D., 

New  York. 

Baby  P.,  the  first  child  of  healthy  parents,  was  born  at  full  term 
in  the  Jewish  Maternity  Hospital,  May  i,  1913.  Labor  was  pro- 
tracted but  no  forceps  were  used.  The  child  was  born  asphyxiated, 
but  the  heart  continued  to  beat  feebly.  Various  methods  of  resus- 
citation were  resorted  to — aspiration  of  mucus  from  the  larynx  and 
trachea,  Schultz's  mouth-to-mouth  method,  also  warm  and  cold 
baths  were  given,  etc.  After  two  hours  of  tedious  work,  the  infant 
began  to  breathe.  It  weighed  6  pounds  and  2  ounces.  Present  ill- 
ness began  the  first  day  of  its  birth,  there  was  some  dyspnea  and  the 
breathing  was  shallow.  Expiratory  sound  was  hardly  audible  at  the 
base  and  apex  of  the  lungs.  There  were  also  some  subcrepitant  rales. 
Its  temperature  rose  during  the  first  day  to  102°  F.,  and  on  the  third 
day  to  105°  F.  During  the  following  two  weeks,  the  temperature 
fluctuated  between  98  and  103°.  Respiration,  from  40  to  70  per 
minute.  For  about  one  month,  the  pulmonary  symptoms  persisted 
and  there  were  scattered  rales  in  the  chest. 

The  child  nursed  with  difficulty  and  we  were  obliged  to  administer 
mother's  milk  by  a  medicine  dropper  and  at  times  by  spoon.  It  was 
very  weak,  and  we  had  to  give  stimulants  occasionally.  Oxygen 
was  also  administered  for  difficulty  in  breathing.  It  steadily  lost 
weight. 

When  the  baby  was  one  month  old,  on  July  30,  1913,  at  5  p.  M.,  I 
found  it  in  a  convulsive  state,  its  extremities  were  stiff  and  the  body 
and  face  cyanosed.  The  respiration  was  of  Cheyne-Stokes  character, 
and  the  pulse  could  not  be  counted.  The  rectal  temperature  was 
taken  by  three  different  thermometers  and  it  was  from  109.6  to 
110°  F.  We  at  once  administered  a  colon  irrigation  at  a  tempera- 
ture of  85  and  gradually  cooled  off  to  65;  we  kept  on  irrigating 
slowly  for  six  minutes.  We  also  rubbed  the  radial  arteries  and  head 
with  ice;  finally,  we  administered  a  bath  at  the  temperature  of  85 
gradually  reducing  it  to  70°  F.,  at  the  same  time,  we  administered 
brandy  and  some  aromatic  spirits  of  ammonia.  Its  temperature 
then  dropped  slowly  to  99°  F.  The  child  rallied;  the  temperature 
remained  low  until  the  following  morning.  In  the  afternoon,  the 
temperature  again  rose  to  105}^^°  F.,  but  by  colon  irrigation,  it  was 
reduced  to  almost  normal. 

The  baby's  condition  kept  on  improving,  it  took  nourishment,  but 
did  not  gain  in  weight.     When  it  was  five  and  one-half  weeks  old,  it 
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was  sent  to  Beth  Israel  Hospital.  It  weighed  5  pounds;  it  showed 
some  signs  of  brochitis  and  general  malnutrition.  The  urine  was 
normal;  the  blood  showed  signs  of  anemia,  as  there  was  only  40  per 
cent,  of  hemoglobin. 

During  the  first  two  weeks  of  its  stay  in  this  hospital,  the  baby 
got  along  very  well;  it  gained  9  ounces  and  its  temperature  some 
days  was  normal.  During  the  third  week,  the  pulmonary  signs  be- 
came worse;  there  were  many  crepitant  and  subcrepitant  rales;  the 
temperature  ranged  from  96  to  1043^^°  F.  The  infant  then  developed 
symptoms  of  enteritis,  the  anorexia  became  more  marked  and  the 
child  died  on  Aug.  23,  1913. 

The  reasons  for  reporting  this  case  are:  First,  the  child  was  born 
asphyxiated,  remaining  so  for  two  hours;  owing  to  the  perseverance 
and  energy  of  the  physicians,  the  child  was  resuscitated.  Second, 
the  baby  hadja  temperature  of  102°  F.  soon  after  birth;  there  evidently 
must  have  been  a  prenatal  infection.  Third,  the  hyperpyrexia,  a 
temperature  of  1 10°  F.  is  certainly,  as  a  rule,  fatal.  But  by  means  of 
hydrotherapy  the  baby's  life  was  saved.  The  fact  is  the  baby 
lived  three  and  a  half  weeks  after  the  attack  of  hyperpyrexia  and 
it  also  gained  considerable  weight. 

The  most  satisfactory  antipyretic  for  young  children  is  water, 
properly  administered.  Cold  sponging  at  a  temperature  of  75  to 
80°  F.  while  it  does  not  reduce  the  temperature  to  any  great  extent, 
produces  a  sedative  effect  upon  the  nervous  system  and  also  improves 
the  vascular  tone.  A  cold  bath  should  never  be  given  to  a  baby 
with  congenital  heart  disease.  In  giving  a  cold  pack,  cold  bath,  or 
cold  colon  irrigation  for  reduction  of  fever,  in  order  not  to  frighten 
the  timid  child,  it  is  best  to  begin  with  a  temperature  of  95°  F.  and 
lower  it  gradually  by  the  addition  of  cold  water  or  ice  until  the 
temperature  is  reduced  to  60  or  65°  F.  The  bath  must  be  accom- 
panied by  gentle  friction  of  the  body  and  extremities.  The  heart 
must,  at  times,  be  sustained  by  stimulants.  After  this  procedure, 
the  child  should  be  well  covered  until  the  cutaneous  circulation  is 
established.  When  the  child  begins  to  shiver  and  its  lips  become 
blue,  it  is  best  to  stop  the  bath,  cover  the  child  warmly,  and  administer 
some  stimulant. 

Colon  irrigation  is  easily  accomplished  and  when  properly  done 
is  the  best  and  the  most  serviceable  method  to  reduce  fever  in  children. 
The  effect  of  hydrotherapy  properly  employed  in  any  febrile  condition 
is  marvelous. 

While  hv-perthermy  signifies  danger  still,  with  our  increasing 
knowledge  of  infection  and  immunity,  we  can  safely  state  that  fever 
has  some  usefulness.  It  undoubtedly  leads  to  an  increased  activity 
13 
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of  the  body  cells,  which  results  in  the  development  of  antibodies  by 
which  toxins  are  neutralized.  In  most  diseases  it  causes  leukocytosis 
and  phagocytosis  which  aid  the  body  to  resist  bacterial  invasion. 

Experiments(i)  upon  animals  have  shown  that  a  high  temperature 
enables  them  to  resist  more  successfully  the  effects  of  pathogenic 
organisms. 

Dr.  W.  G.  MacCollum(2)  in  speaking  of  the  significance  of  hyper- 
thermy  said  that  the  growth  of  bacteria  is  somewhat  inhibited  by  a 
temperature  of  40  to  41°  C.  Heating  has  no  influence  on  the  re- 
sistance of  animals  to  fatal  doses  of  a  bacterial  poison,  but  when 
small  doses  are  given  agglutinins  and  bacteriolytic  substances  are 
produced  far  more  rapidly  and  abundantly  in  animals  which  are 
kept  overheated  than  in  those  which  are  kept  cool. 

REFERENCES. 

I.  Loewy  and  Richter.     Berliner  klin.  Wochenschr.,  1897,  No.  9. 
2  Harvey  Lectures,  p.  66,   1908-09,  quotes  Roily  and  Meltzer, 
DeiUsch.  Arch.  f.  Klin.  Med.,  1908,  xciv,  335. 
50  East  Ninety-sixth  Street. 


TRANSACTIONS  OF  THE  PEDIATRIC  SECTION 

OF  THE  SIXTH  ANNUAL  MEETING  OF  THE 

AMERICAN  ASSOCIATION  FOR  STUDY 

AND  PREVENTION  OF  INFANT 

MORTALITY. 


Held  at  Philadelphia,  November  10-12,  191 15. 
The  President,  Charles  A.  Fife,  M.  D.,  of  Philadelphia,  in  the  Chair. 
Dr.  William  C.  Woodward  of  Washington,  D.  C,  read  apaper  on 

THE    STATISTICAL    STUDY    OF    RESPIRATORY    DISEASES    AS    A    FACTOR 
IN    THE    CAUSATION    OF    INFANT    MORTALITY.* 

Dr.  Royal  Storrs  Haynes,  of  New  York  City,  read  a  paper  on 

THE  PREVENTION  OF  RESPIRATORY  DISEASES. 

He  recognized  two  important  factors  in  the  prevention  of  re- 
spiratory diseases:  (i)  destruction  or  exclusion  of  the  infecting  or- 
ganism; (2)  preservation  of  the  resistance.  Transference  by  contact 
which  was  said  to  be  the  method  of  infection  in  most  instances  he 
said  could  be  avoided  by  real  cleanliness.  In  the  preservation  of 
the  resistance  the  maintenance  of  a  perfectly  functionating  vaso- 

*For  original  article  see  page  362. 
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motor  system  was  said  to  be  of  the  greatest  importance.  In  the 
prevention  of  respiratory  diseases  the  author  suggested  the  ap- 
pointment of  a  committee  whose  duties  might  be:  (a)  Supervision 
of  the  conduct  of  an  intensive  investigation  of  respiratory  affections 
in  a  selected  area  in  a  selected  city.  By  such  an  investigation  it 
should  be  possible  to  determine  the  relative  etiological  importance 
of  various  factors  and  the  value  of  prophylactic  measures.  The 
investigation  could  embrace  the  work  of  social  workers,  physicians, 
physiologists,  sanitary  engineers  and  bacteriologists,  (b)  To  ar- 
range for  publication  through  the  medical  and  lay  press  of  articles 
acquainting  the  laity  with  the  economic  loss  and  that  of  health 
and  life  caused  by  these  diseases,  (c)  To  investigate  the  various 
State  laws  upon  health  and  improve  legislation  where  desirable. 
(d)  To  carry  on  an  educational  campaign  by  lectures  for  those  not 
reached  by  the  printed  page,  (e)  To  stimulate  the  care  of  the  child 
before  the  school  age  by  placing  greater  emphasis  upon  his  medical 
supervision  between  the  milk  station  and  school  age. 
Dr.  John  Lovett  Morse,  of  Boston,  read  a  paper  on 

THE   TREATMENT   OF   RESPIRATORY  DISEASES,   WITH   SPECIAL   REFER- 
ENCE TO  THE  VALUE  OF  FRESH  AIR. 

He  said  that  great  confusion  prevailed  in  connection  with  the 
use  of  the  term,  "fresh  air."  Such  air  might  be  defined  as  air 
which  was  in  motion,  dry,  and  cool.  It  was  not  necessarily  outdoor 
air.  Fresh  air  and  cold  air  were  not  identical.  In  certain  diseases 
of  the  respiratory  tract  cold  air,  it  was  said,  was  an  irritant  to 
the  respiratory  mucous  membrane.  Because  of  its  stimulating 
eSect  upon  the  vasomotor  system  it  had  been  thought  to  be  of  ad- 
vantage in  the  treatment  of  pneumonia.  Recent  investigations 
had  shown  that  blood  pressure  was  not  lowered  in  pneumonia,  nor 
the  vasomotor  system  impaired.  Fresh  air  was  claimed  to  be 
of  advantage  in  all  diseases  of  the  respiratory  tract.  Cold  air  did 
harm  in  acute  stages  of  nasopharyngitis,  laryngitis  and  in  bronchitis; 
while  it  might,  or  might  not,  be  of  advantage  in  the  later  stages 
of  these  conditions  and  in  broncho-pneumonia.  Dr.  Morse  believed 
it  questionable  whether  or  not  cold  air  lowered  mortality  in  pneu- 
monia. Discrimination  in  the  use  of  cold  air  in  the  treatment  of 
diseases  of  the  respiratory  system  was  to  be  observed  since  all  such 
diseases  were  not  amenable  to  the  same  methods. 

Dr.  L.  Emmett  Holt,  of  New  York,  strongly  emphasized  the 
importance  of  quarantining  the  infant,  especially  the  premature 
infant,  when  other  members  of  the  family  had  colds,  and  pointed 
out  that  efforts  against  the  contagiousness  of  pneumonia  should  be 
directed  to  raising  the  resistance  of  the  infant.  He  believed  that 
almost  as  many  deaths  had  been  caused  by  cold  air  as  there  had 
been  cures  effected  and  agreed  with  Dr.  Morse  that  great  discrimina- 
tion should  be  observed  in  its  application.  Especially  in  young 
infants  he  had  seen  much  harm  done  in  the  treatment  of  acute 
respiratory  diseases  by  exposure  to  cold  air. 

Dr.  S.  JNIcC.  Hamill,  of  Philadelphia,  recognized  the  value  of 
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the  foundation  for  the  fight  against  infant  mortality  given  in  the 
papers.  He  ventured  a  word  of  caution  in  the  use  of  vaccines  in 
the  prevention  of  colds,  feeling  that  the  whole  question  of  vaccine 
therapy  was  at  the  present  time  so  unsettled  and  its  dangers  so 
manifest  that  the  subject  should  never  be  presented  without  a  word 
of  caution  against  its  promiscuous  use.  The  use  of  the  nasal  douche 
in  the  prevention  of  the  common  cold  he  thought  also  called  for  a 
word  of  caution  because  in  the  final  analysis  this  method  was  apt 
to  do  more  harm  than  good.  He  was  in  entire  sympathy  with  Dr. 
Morse  in  his  belief  that  fresh  or  cold  air  had  been  incautiously 
employed.  In  pointing  out  that  in  the  treatment  of  all  conditions, 
the  individual  and  not  a  group  of  cases,  should  be  treated,  he  felt 
that  Dr.  Morse  had  covered  the  subject.  He  believed  that  the 
proper  way  to  obtain  "cool,  dry,  and  moving"  air  defined  by  Dr. 
Morse  as  fresh  air,  was  through  the  open  windows,  and  not  by  a 
ventilating  system. 

Dr.  J.  P.  Crozer  Griffith,  of  Philadelphia,  said  it  had  never 
been  proven  to  his  mind  that  the  universal  employment  of  cold, 
fresh,  or  open  air,  for  the  treatment  of  pneumonia  or  other  respira- 
tory diseases  was  the  correct  measure.  When  a  number  of  years 
ago  he  had  ventured  to  make  this  statement  he  had  stood  without 
any  support,  and  he  was  glad  to  note  the  present  changed  sentiment. 
In  explanation  of  such  change  of  sentiment  he  said  that  a  human 
failing  was  that  of  the  following  of  fads;  the  excessive  use  of  cold 
air  for  the  treatment  of  respiratory  diseases  had  been  a  fad  and 
as  such  had  gone  beyond  the  medical  profession  into  the  hands  of 
nurses,  hospital  managers  and  the  laity  in  general.  If  among  medi- 
cal men  there  was  doubt  concerning  cases  in  which  this  treatment 
was  indicated,  obviously  the  measure  was  not  safe  in  other  hands. 
Dr.  Grifl&th  advocated  fresh  air  in  the  treatment  of  many  diseases 
of  the  respiratory  system  but  emphasized  the  need  of  great  judg- 
ment in  its  use.  He  agreed  with  Dr.  Holt  that  many  cases  were 
made  worse  by  its  indiscriminate  use,  while  others  improved  only 
by  this  treatment. 

Dr.  Cressy  L.  Wilbur,  Vital  Statistician,  New  York,  said  that 
the  foundation  of  the  work  of  the  prevention  of  infant  mortality 
was  the  registration  of  births  and  deaths.  He  thought  it  a  shame 
to  the  country  that  such  registration  was  not  made.  The  only 
exception  to  this  lack  was  in  the  state  of  Pennsylvania  the  people 
of  which  commonwealth  he  thought  should  be  congratulated  upon 
having  compelled  such  legislation. 

Dr.  Godfrey  Roger  Pisek,  of  New  York  City,  felt  that  fresh 
air  and  exposure  to  cold  air  should  be  differentiated  that  there  might 
be  no  confusion  in  the  minds  of  nurses  and  social  workers  upon 
the  apparently  unsettled  question. 

Dr.  Emerson,  of  New  York,  thought  that  respiratory  diseases 
incident  to  the  epidemic  of  measles  that  had  swept  over  that  city 
during  the  present  year  would  give  a  higher  infant  mortality  than 
there  had  been  at  any  previous  time.  That  the  death  rate  in 
hospitals  had  been  larger  than  in  homes  in  which  the  babies  had 
been  cared  for  by  the  visiting  nurse  and  physicians  was  due  to  the 
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fact  of  the  great  number  of  children  necessarily  sent  to  the  hospitals 
because  of  mothers  working  away  from  the  home.  The  rule  had 
been  established  that  children  of  this  age  were  not  to  be  referred  to 
the  hospitals  unless  this  was  made  necessary  by  the  home  conditions. 
The  influence  of  prenatal  care  upon  the  resistance  of  the  young 
child  was  a  matter  to  be  emphasized. 

Dr.  Hoover,  of  New  York,  thought  it  possible  to  classify  by 
observation  the  two  groups  of  cases  spoken  of  in  the  discussion, 
comprising  those  who  did  well  under  outdoor  treatment  and  those 
who  did  not.  A  child  whose  hands  and  feet  were  cold  and  who  was 
uncomfortable  when  out  of  doors,  regardless  of  the  amount  of  cloth- 
ing it  wore,  would  obviously  do  better  in  the  ward.  Likewise  a 
child,  perfectly  comfortable  and  breathing  well  in  the  ward,  which 
became  dyspneic  when  taken  into  the  cold  air,  should  be  returned 
to  the  ward. 

Dr.  Abraham  Jacobi,  of  New  York,  said  that  much  he  had 
heard  in  the  discussion  convinced  him  that  some  sixty  years  ago  he 
had  not  been  so  stupid  as  twenty-five  or  thirty  years  later  he  had 
taken  himself  to  be.  At  the  former  time  he  had  been  of  the  opinion 
that  to  speak  of  the  treatment  of  ''pneumonia"  was  a  misnomer; 
the  several  pneumonias  not  being  the  one  and  the  same  thing.  In 
speaking  upon  this  subject  it  was  his  custom  to  tell  his  students 
that  they  had  in  this  disease  a  patient  to  deal  with  rather  than  a 
pneumonia.  Unless  every  case  were  studied  individually  the  best 
results  could  not  be  obtained.  The  aim  of  teachers  should  be  to 
make  good  doctors  of  their  students.  The  principal  thing  in  diag- 
nosis— and  in  the  head  of  the  doctor — was  brains.  So  long  as  the 
doctor  was  not  able  to  impress  his  nurses  with  the  fact  that  he  was 
their  superior  in  knowledge,  that  he  knew  what  he  was  about  in  a 
given  case,  the  nurses  would  be  his  superiors  in  the  management  of 
the  case,  and  he  would  be  in  the  peculiar  position  of  being  run  by 
the  nurses  and  the  hospital  managers. 

Dr.  Woodward,  in  closing  the  discussion,  confessed  to  dis- 
appointment in  its  trend  which  had  been  that  of  curing  pneumonia 
rather  than  of  its  prevention  and  the  prevention  of  diseases  of  the 
respiratory  system.  Such  prevention  he  felt  to  be  summed  up  in 
the  matters  of  clothing,  housing,  exercise,  and  personal  cleanliness. 
When  the  Association  could  present  these  four  factors  to  those  re- 
sponsible for  the  care  of  babies  and  children  a  reduction  in  diseases 
of  the  respiratory  system  might  be  hoped  for. 

Dr.  Haynes,  in  closing,  recalled  the  case  of  a  nursing  infant  who 
had  not  taken  whooping  cough  from  the  mother  who  had  the  disease; 
in  another  case  care  and  cleanliness  had  prevented  infection  of  the 
baby  when  every  other  member  of  the  family  had  whooping  cough. 
Both  cases  emphasized  Dr.  Holt's  remarks  upon  precaution  against 
infection  of  the  nursing  child.  In  deciding  which  ill  children  should 
be  subjected  to  treatment  by  cold  air  their  passivity  should  be 
carefully  considered.  The  dryness  of  air  mentioned  by  Dr.  Morse 
it  was  thought  should  be  qualified,  and  he  was  in  accord  with  Dr. 
Hamill  regarding  treatment  by  the  vaccines  and  postnasal  douch- 
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ing.     He  had  not  in  his  paper  recommended   these  methods  of 
treatment,  but  had  simply  stated  that  they  were  employed. 

Dr.  Morse,  in  closing,  admitted  the  dil£culty  of  the  differen- 
tiation of  cold  air  and  cool  air.  It  might  be  said,  however,  that 
air  of  a  temperature  of  fifty  was  cold  air;  above  that,  cool.  He 
wondered  whether  the  gentlemen  w^ho  had  spoken  upon  quarantin- 
ing the  baby  had  realized  what  a  hole  they  were  getting  the  doctors 
into;  with  the  isolation  of  the  infant  from  the  children  coming  from 
school,  the  dismissal  of  the  nurse  with  a  cold,  logically,  the  doctor 
when  he  had  a  cold  would  have  to  give  up  his  practice,  and  his  in- 
come. In  connection  with  what  had  been  said  about  dressing  the 
children  in  the  morning  by  the  thermometer  rather  than  by  the 
calendar  it  had  been  forgotten  that  in  Boston  it  was  not  possible 
to  know  in  the  morning  what  kind  of  clothing  would  be  needed 
in  the  evening.  In  the  question  of  fresh,  pure  and  cold  air,  he  be- 
lieved that  a  child  should  have  fresh  pure  air.  There  remained, 
therefore,  only  the  question  of  temperature,  and  this  obviously 
should  be  regulated  according  to  the  disease  and  the  individual 
patient. 


BRIEF  OF  CURRENT  LITERATURE. 


Permanganate  Test  for  Spinal  Fluid. — Mayerhofer  described  the 
determination  of  organic  substances  in  spinal  fluid  by  a  potassium 
permanganate  solution,  the  method  having  originally  been  described 
by  Kubel-Thiemann  for  the  determination  of  organic  substances  in 
water.  Mayerhofer  showed  that  every  spinal  fluid  oxidizes,  or,  as 
he  termed  it,  reduces,  permanganate,  and  that  spinal  fluid  in  cases 
of  meningitis  has  a  higher  oxidation  index  than  normal  fluids  or  even 
even  those  of  meningismus.  He  therefore  suggested  the  use  of  the 
permanganate  index  for  diagnostic  purposes.  He  found  that  the 
reduction  index  of  normal  spinal  fluid  is  low.  The  different  por- 
tions of  the  same  fluid  give  either  the  same  reduction  index 
or  different  ones,  the  subsequent  portions  having  a  higher  index 
than  the  first.  The  reduction  index  of  fluids  in  meningitis  is 
higher  than  that  of  normal  spinal  fluids.  (Two  and  up.)  The 
index  becomes  lower  with  the  succeeding  portions.  With  the  injec- 
tion of  meningococcic  serum  to  the  patient  suffering  from  epidemic 
cerebrospinal  meningitis,  the  reduction  index  drops  to  about  one- 
half  the  original  pathological  index.  One  of  the  writers  has  done 
permanganate  determinations  on  a  great  number  of  spinal  fluids 
and  has  come  to  the  conclusion  that  the  permanganate  method  is  of 
great  assistance  in  the  diagnosis  of  meningitis.  While  it  is  hard  to 
differentiate  by  the  permanganate  method  the  type  of  meningitis  it  is 
nearly  always  possible  in  the  examination  of  the  first  puncture  to 
ascertain  whether  the  case  is  a  meningitis  or  only  a  meningismus. 
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The  authors  record  a  case  of  tuberculous  meningitis,  with  autopsy, 
in  which  the  permanganate  test  helped  in  the  laboratory  diagnosis 
in  the  absence  of  all  other  laboratory  findings. 

Technic  of  Diagnostic  Blood  Removal  and  Intravenous  Injections 
in  Infants. — L.  Tobler  (Monatsschr.  f.  KinderheiL,  Bd.  xiii,  Nr.  8, 
1915)  says  that  the  newer  methods  of  diagnosis  by  means  of  blood 
tests  require  several  centimeters  of  blood,  more  than  can  be  obtained 
by  a  simple  prick  of  the  finger.  In  children  on  account  of  the  thick- 
ness of  the  subcutaneous  fat  and  the  small  size  of  the  vessels  it  is 
difficult  to  obtain  the  requisite  quantity  of  blood  without  the  appear- 
ance of  brutality,  which  is  objected  to  by  the  parents.  Various 
methods  have  been  used  for  collecting  the  blood,  such  as  causing 
hyperemia  in  the  portion  to  be  pricked,  but  all  have  proven  unsatis- 
factory. The  external  veins  of  the  head  and  the  jugular  veins  have 
been  suggested  for  the  collection  of  the  blood.  The  author  recom- 
mends instead  the  use  of  the  longitudinal  sinus  for  this  purpose. 
This  has  a  large  caliber,  its  walls  are  thick  and  do  not  collapse,  and  are 
easily  punctured  through  the  anterior  fontanelle  as  long  as  that  re- 
mains open.  Its  position  is  absolutely  constant,  and  it  is  not  easy  to 
pierce  the  opposite  wall  of  the  sinus  when  introducing  the  needle. 
The  author  made  a  number  of  observations  on  the  dead  body, 
inserting  the  needle  into  the  fontanelle  and  injecting  materials  of 
various  kinds.  Blood  was  aspirated  in  dying  children  also.  No 
macroscopic  or  microscopic  lesions  of  the  inner  vessel  walls  were 
found.  Puncture  has  been  made  in  fifty  living  children.  Cerebro- 
spinal fluid  has  never  appeared,  no  bad  effects  have  been  seen  from 
the  withdrawal  of  several  centimeters  of  blood,  and  the  blood  has 
been  absolutely  sterile.  Injections  of  human  serum,  diphtheria 
antitoxin,  and  a  gold  preparation  were  made  without  bad  effects. 
Pain  is  no  greater  than  elsewhere.  This  method  appears  to  be 
indicated  for  treatment  and  for  obtaining  test  blood.  The  technic 
to  be  followed  is  carefully  described. 

Prognosis  of  Congenital  Clubfoot. — E.  W.  Fiske  (Jour.  A.  M.  A., 
191 5,  Ixv,  375)  says  that  there  are  three  factors  in  the  prognosis  of 
congenital  clubfoot:  the  age  and  rigidity  of  the  foot,  neglect,  and 
the  method  of  treatment  employed.  Of  these,  the  last  is  the  one 
controllable  and  predicable  factor.  Other  things  being  equal, 
favorable  prognosis  is  proportionate  to  the  flexibility  of  the  foot, 
which  is  usually  in  indirect  proportion  to  the  age  of  the  child.  Abso- 
lute overcorrection  of  the  foot,  and  unremitting  attention  to  the 
maintenance  of  this  position  until  the  structures  have  become  per- 
manently readjusted,  are  essential.  The  deformity  being  shared  by 
all  the  structures  of  the  foot,  that  treatment  only  which  is  not  local- 
ized in  its  application  is  productive  of  uniformly  satisfactory  results. 
The  destruction  of  any  tissues  prevents  the  restoration  of  natural 
shape,  strength  and  balance  of  the  foot,  and  is  prejudicial  to  the 
return  of  normal  function.  The  nonoperative  or  so-called  manipu- 
lative treatment  of  clubfoot  avoids  these  errors  in  treatment,  and 
takes  advantage  of  the  plasticity  and  growths  of  the  foot.  By  the 
manipulative  method,  overcorrection  of  the  foot  is  rapidly  and 
thoroughly  effected,  and  relapse  is  seldom  seen.     By  the  manipula- 
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tive  method,  almost  twice  as  many  cases  show  ultimate  satisfactory 
results  as  do  those  with  operation.  The  manipulated  cases  are  easy 
and  practical  of  management,  and  overconfidence  and  carelessness 
are  often  prevented  by  the  nature  of  the  treatment.  Although  the 
cases  are  rarely  so  severe,  the  prognosis  for  perfect  result  in  calcaneo- 
valgus  is  not  so  good  as  in  equinovarus,  largely  because  of  delay  in 
diagnosis,  and  failure  to  maintain  overcorrection. 

Whooping-cough. — Ad.  Czerny  {Jahrbuch  /.  Kmderheil.,  June, 
1915)  says  that  by  many  his  attitude  with  reference  to  the  conta- 
giousness of  whooping-cough  has  been  mistaken.  It  has  been  stated 
that  he  believes  the  disease  not  to  be  contagious.  On  the  contrary 
he  believes  in  its  contagiousness,  but  that  if  the  child  is  kept  in  bed 
in  one  place,  not  allowed  to  run  around  at  all,  and  the  bed  is  removed 
to  a  certain  distance  from  the  others  around,  no  drop  infection  will 
take  place,  and  the  disease  will  not  be  communicated  by  the  attend- 
ants to  the  other  children.  Therefore  he  keeps  no  isolation  ward 
for  whooping-cough,  but  treats  these  cases  in  the  same  ward  with 
other  children.  The  distance  between  the  beds  must  be  one  and  a 
half  meters.  During  eighteen  years  of  carrying  out  this  custom  he 
has  never  had  a  communication  of  the  disease  from  one  bed  to 
another.  The  cause  of  the  disease  is  not  communicated  by  the 
circulation  of  air  in  the  ward.  In  this  peculiarity  it  varies  much 
from  measles,  scarlatina,  and  other  infectious  diseases.  All  children 
who  cough  are  suspected  of  the  disease  and  are  so  treated.  If  we 
keep  a  case  of  whooping-cough  from  other  children  there  is  no  need 
of  house  infections.  All  that  has  been  said  appHes  to  children  over 
one  year  of  age.  Infants  are  much  more  easily  infected  with  this  as 
well  as  with  other  diseases.  In  most  hospitals  for  infants  the  beds 
are  entirely  too  near  to  one  another  to  prevent  passage  of  infections 
of  the  upper  air  passages.  No  nurse  who  is  not  herself  coughing 
will  carry  infection  from  child  to  child.  But  in  adults  the  abortive 
form  of  the  disease,  without  the  whoop,  is  not  infrequent.  Bacte- 
riological examination  of  the  sputum  will  not  as  yet  cause  a  sure 
diagnosis  to  be  made;  but  the  condition  of  the  blood  is  of  value,  since 
the  disease  shows  a  marked  lymphocytosis. 

Erysipelas  Treated  with  Whole  Blood  from  Convalescent  Patient. 
— A.  D.  Kaiser  {Arch.  Pediat.,  1915,  xxxii,  519)  reports  a  case  of 
erysipelas  in  a  girl  six  years  old.  Attempts  to  check  it  early  were 
made  with  the  usual  methods — antistreptococcus  serum,  leukocyte 
extract  and  so  forth.  They  seemed  to  have  no  effect  on  the  course 
of  the  disease,  the  child's  condition  gradually  becoming  worse. 
Seven  ounces  of  citrated  whole  blood  were  withdrawn  from  a  conva- 
lescent case  of  erysipelas  and  injected  into  the  muscles  of  the  child. 
Within  twelve  hours  the  temperature  had  dropped  to  100°  and  in 
twenty-four  hours  was  normal  and  remained  so  thereafter  except  for 
a  slight  rise  one  evening.  Coincident  with  the  drop  in  temperature 
was  a  marked  local  and  general  improvement,  followed  by  complete 
recovery  within  a  few  days.  It  is  urged  in  severe  cases  where  the 
outcome  looks  dubious  to  use  this  method  if  a  suitable  donor  can  be 
obtained. 
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Postoperative  Antiseptic  Treatment  of  the  Tonsillar  Fossae. — To 

prevent  postoperative  reaction  along  the  pillars,  in  the  fauces,  and 
occasional  edema  of  the  uvula,  with  great  soreness  in  the  throat, 
difficulty  in  swallowing,  and  impaired  speech  and  a  heavy  fibrous 
exudate  in  the  tonsillar  fossae,  G.  P.  Marquis  {Jour.  A.  M.  A.,  191 5, 
Ivx,  160)  has  ready  a  tampon  about  the  size  of  the  tonsil,  and  satu- 
rated with  alcohol.  Immediately  on  removal  of  the  tonsil,  this 
replaces  it  in  the  fossa  and  prevents  the  hemorrhage.  When  it  does 
not,  the  pillar  is  retracted  and  the  bleeding  point  grasped  with  a 
hemostat.  The  fossa  is  then  painted  with  twenty-five  per  cent, 
iodine  solution,  which  is  also  carried  onto  the  pillars  and  uvula.  As 
a  rule,  there  is  almost  no  soreness  the  next  day,  but  when  any  is 
present  the  same  solution  is  applied.  He  has  treated  over  100  cases 
in  this  manner,  and  in  only  one  case  has  it  seemed  to  have  no  effect. 

Pseudoreactions  on  the  Skin,  with  Special  Reference  to  the  Schick 
Toxin  Test. — J.  A.  Kolmer  and  E.L.  Moshage  {Jour.  A.  M.  A.,  1915, 
Ixv,  144)  state  that  in  conducting  the  Schick  toxin  test  for  immunity 
to  diphtheria,  it  would  appear  advisable  to  use  as  highly  potent 
toxin  as  possible  and  to  inject  one-fiftieth  or  one-fortieth  the  mini- 
mal lethal  dose  so  diluted  with  normal  salt  solution  as  to  be  contained 
in  0.05  or  0.1  c.c.  The  percentage  of  tricresol  present  should  not 
be  more  than  0.25  per  cent.  In  this  manner  the  protein  constitu- 
ents of  the  toxin  bouillon  are  reduced  to  a  minimum  owing  to  high 
dilution,  and  trauma  of  the  epidermis  is  correspondingly  reduced. 
When  time  permits,  it  is  better  to  read  the  reactions  after  forty-eight 
than  after  twenty-four  hours,  although  in  the  presence  of  exposure 
to  diphtheria  it  may  be  advisable  and  necessary  to  inspect  the  re- 
actions and  immunize  nonimmune  or  positively  reacting  persons  at 
the  end  of  twenty-four  hours.  The  use  of  a  control  fluid  composed 
of  a  bouillon  diluted  1:10  or  1:100  and  injected  in  the  same 
amount  as  the  toxin  will  aid  in  the  detection  of  skin  hypersensitive- 
ness  and  pseudoreactions,  and  this  is  especially  indicated  when 
persons  suffering  with  scarlet  fever  and  measles  are  being  tested. 
Otherwise  the  use  of  the  control  fluid  is  not  absolutely  necessary, 
although  in  the  routine  employment  of  the  Schick  test  without  a 
control  injection,  a  small  percentage  of  persons  may  be  regarded 
after  twenty-four  hours  as  reacting  positively  on  account  of  mis- 
taking a  pseudoreaction  for  a  true  toxin  reaction.  Very  small  areas 
of  erythema  about  the  site  of  injection  measuring,  for  example,  about 
2  or  3  millimeters  in  the  largest  diameter,  may  safely  be  regarded 
as  purely  traumatic  reactions;  but  with  larger  areas  one  is  gener- 
ally unable  to  differentiate  at  the  end  of  twenty-four  hours  between 
the  true  and  the  false  reaction,  and  for  the  purpose  of  caution  should 
usually  regard  them  as  toxin  reactions  and  administer  antitoxin. 
Even  under  these  conditions  the  use  of  the  Schick  test  will  obviate 
the  necessity  of  giving  antitoxin  to  about  40  or  50  per  cent,  of  persons, 
and  it  is  probably  better  in  the  presence  of  exposure  to  diphtheria 
to  err  on  the  side  of  giving  antitoxin  to  an  immune  person  than  to 
withhold  it  from  a  nonimmune. 

Vaccine  Treatment  of  Ringworm  of  the  Scalp. — The  vaccine 
treatment  of  ringworm  of  the  scalp  rests  on  the  fundamental  fact 
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that,  in  the  blood  of  children  suffering  from  this  affection,  there  is  a 
specific  antibody  which  produces  a  positive  complement-fixation 
test  and  gives  a  positive  skin  reaction.  Kolmer  and  the  writer 
found  78  per  cent,  positive  fixation  tests  in  children  suffering  from 
tinea  tonsurans.  From  an  experience  with  this  method  of  treatment 
extending  over  one  year,  A.  S trickier  {Jour.  A.  M.  A.,  191 5,  Ixv,  224) 
concludes  that  tinea  tonsurans  is  curable  with  vaccines.  Some 
form  of  local  treatment  after  sufiicient  vaccine  had  been  administered 
to  arouse  the  antitoxic  elements  of  the  blood,  so  as  to  antagonize 
the  toxin  of  the  ringworm  fungus,  establishes  as  near  as  possible  an 
ideal  condition,  although  the  results  quoted  in  this  paper  were 
obtained  by  vaccines  only.  In  treating  a  case  of  ringworm  of  the 
scalp,  the  writer  adopts  the  following  procedure:  Hair  infected  with 
fungus  is  planted  on  French  proof  agar,  according  to  the  technic 
described,  both  for  the  purpose  of  determining  the  type  of  infection 
and  for  the  purpose  of  treatment.  He  then  injects  the  patient  with 
stock  vaccine,  once  every  five  days,  giving  five  injections,  starting 
the  first  injection  with  0.5  c.c.  and  giving  i  c.c.  for  the  second  and 
third  doses  and  2  c.c.  for  the  fourth  and  fifth  injections.  He  then 
advises  the  use  of  local  treatment  in  conjunction  with  the  vaccine. 
He  suggests  oil  of  cade  and  olive  oil,  equal  parts,  to  be  used  twice  a 
day  for  a  period  of  two  weeks,  meanwhile  giving  1.5  c.c.  of  the  vac- 
cine every  six  days.  This  local  treatment  is  then  to  be  followed  by 
the  use  of  an  ointment,  say,  20  grains  of  precipitated  sulphur  and 
I  ounce  of  petrolatum,  which  may  be  applied  once  a  day  for  a  period 
of  two  weeks.  Treatment  by  vaccine  extending  over  a  period  of 
between  three  and  four  months  usually  suffices  for  a  cure.  If, 
after  seven  or  eight  injections,  no  improvement  is  noticed,  the  stock 
vaccine  should  be  discontinued  and  an  autogenous  one  employed. 

How  Deaths  from  Bums  may  be  Prevented. — C.  F.  Pabst  {West. 
Med.  Times,  191 5,  xxxv,  7)  describes  an  easy  and  efficient  method  of 
fireproofing  [the  clothing  of  children.  Dissolve  i  pound  of  am- 
monium phosphate  in  i  gallon  of  cold  water,  and  a  clear  solution 
is  formed  in  which  the  fabric  to  be  fireproofed  should  be  soaked  for 
five  minutes.  The  garment  can  then  be  taken  out  and  allowed  to 
dry,  after  which  it  may  be  worn  with  perfect  safety,  as  it  is  absolutely 
fireproof.  This  solution  will  keep  indefinitely,  is  nonpoisonous  and 
can  be  used  for  several  suits.  Ammonium  phosphate  sells  for  about 
twenty-five  cents  a  pound.  Any  article  fireproofed  by  this  method 
will  remain  noninflammable  until  washed  or  drenched  with  rain. 
The  use  of  this  solution  is  a  safety  measure  which  should  be  employed 
for  pageants,  carnivals  and  receptions  where  flimsy  draperies  play 
an  important  part  in  the  scheme  of  decoration.  It  should  also 
be  used  for  scenery  and  properties  in  theatrical  productions  and  as  a 
safeguard  at  all  amateur  Christmastide  and  New  Year  displays. 

Diagnosis  and  Treatment  of  Gonococcal  Vulvovaginitis  in  Infants 
and  Young  Children.— C.  C.  Norris  {Jour.  ^.  M.  ^.,  1915,  Ixv,  327) 
favors  examination  of  centrifuged  washings  of  the  vagina  in  doubtful 
cases.  He  says  that  desiccation  quickly  destroys  the  gonococcus. 
The  organism  does  not  thrive  on  squamous  epithelium,  except  that 
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of  the  immature  variety,  such  as  is  found  in  the  vaginas  of  the 
young.  It  is  evident  that  cleanliness,  drying,  and  the  development 
of  the  vaginal  mucosa  should  be  important  factors  in  the  treatment. 
With  the  patient  in  the  knee-chest  or  in  the  Sims  position,  the  vagina 
is  ballooned  out  until  it  is  well  distended.  In  the  majority  of  in- 
stances, it  is  wise  to  sacrifice  the  hymen  as  soon  as  the  diagnosis  has 
positively  been  established.  In  older  children,  this  can  be  done 
under  cocain  anesthesia.  The  vagina  is  thoroughly  washed  with  a 
weak  solution  of  potassium  permanganate.  It  is  then  swabbed  with 
a  25  per  cent,  argyrol  solution.  The  latter  is  employed  chiefly  as  a 
cleansing  agent.  The  vagina  should  then  be  dried  as  thoroughly  as 
possible,  a  thin  strip  of  gauze  being  used  for  the  purpose.  To  com- 
plete the  drying,  an  empty  atomizer  is  used.  In  some  cases  it  has 
been  found  necessary  to  insert  a  small  wire  speculum  to  maintain 
the  dilatation  of  the  vagina.  If  the  child  is  in  the  knee-chest  posi- 
tion, it  may  now  assume  the  Sims  posture,  which  is  maintained  for 
from  twenty  to  thirty  minutes,  care  being  observed  during  this 
time  to  keep  the  vagina  well  distended  with  air.  As  a  final  step,  and 
with  the  vagina  thoroughly  distended,  it  is  flooded  with  a  weak  solu- 
tion of  silver  nitrate.  At  first  about  a  i  or  2  per  cent,  solution  is 
employed,  but  as  the  vaginal  mucosa  becomes  more  fully  developed, 
stronger  solutions  may  be  utilized.  The  addition  of  a  little  glycerin 
to  the  silver  solution  is  of  advantage.  The  treatment  here  described 
is  administered  three  times  a  week,  and  during  the  interim  the  vagina 
should  be  washed  out  daily  by  the  mother  or  nurse  with  either  a  weak 
potassium  permanganate  or  an  argyrol  solution,  a  soft  rubber  eye 
syringe  being  employed.  The  attendant  may  be  taught  to  place  the 
child  once  or  twice  daily  in  the  Sims  position,  and  to  separate  the 
vulva  slightly,  so  that  the  vagina  will  become  distended  with  air. 
It  is  safe  to  consider  that  a  cure  has  been  effected  when  negative 
findings  are  obtained  after  three  consecutive  bacteriologic  and  phys- 
ical examinations,  at  two-week  intervals,  during  which  time  no 
treatment  has  been  employed,  the  last  examination  being  preceded 
by  chemical  irritation  with  silver  nitrate. 

Infantile  Septicemias. — Hutinel  {Progres  med.,  Aug.  15,  1915)  says 
that  septicemias  are  much  more  frequent  in  the  infant  than  in  the 
adult,  and  result  from  slight  lesions.  The  resistance  of  the  infant 
is  lower  than  that  of  the  adult;  he  is  protected  by  no  acquired  im- 
munities, and  by  few  congenital  ones.  His  blood  is  less  calculated 
than  the  adult's  to  resist  infection.  The  alkalinity  of  the  blood  is 
less  in  the  infant,  and  it  has  a  certain  degree  of  glycemia.  Where  the 
adult  has  64  per  cent,  of  polymorphonuclears,  the  infant  has  but 
43  per  cent.  The  polymorphonuclears  are  the  most  active  phago- 
cytes, which  protect  against  infection.  The  child's  phagocytes  are 
less  in  number,  less  powerful,  and  less  active.  The  humoral  reac- 
tions of  the  infant  are  more  feeble  than  those  of  the  adult.  The 
alexines  are  less  in  proportion  than  in  the  adult.  The  infant  is  easily 
infected,  but  repairs  his  lesions  easily.  These  infections  arise  from 
small  lesions  of  the  skin,  of  the  mucous  membranes,  and  the  symp- 
toms are  very  variable;  fewer,  vomiting,  convulsions,  meningeal 
symptoms  are  common.     The  fever  is  very  irregular.     Arthritis  is 
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frequent.  The  premature  infant  is  especially  apt  to  become  infected. 
It  may  be  infected  in  utero.  The  umbihcus  is  ready  for  infection. 
Any  slight  lesion  of  the  skin  will  take  up  germs.  A  most  important 
symptom  is  a  loss  of  weight.  Septicemia  may  be  slow,  or  dramatic 
in  its  suddenness,  fatal  in  a  few  hours  or  days.  The  synovial  mem- 
branes of  the  articulations  are  points  of  least  resistance.  The  men- 
inges are  ready  for  infection,  the  liver,  and  kidney,  suprarenals, 
thyroid  and  hypophysis  are  often  afifected.  As  to  treatment  the 
best  thing  is  to  place  the  child  in  air  and  sunshine  and  build  up  as 
rapidly  as  possible  the  forces  that  will  resist  the  infection. 

Rontgen-ray  Examination  of  the  Large  Intestine  in  Infants  and 
Children. — Ignaz  Peteri  (Jahrbicch.  f.  Kinder heil.,  Aug.,  191 5)  dis- 
cusses the  value  of  the  ,^•-rays  in  the  diagnosis  and  examination  of 
the  large  intestines  in  children.  He  believes  that  much  light  can 
be  thrown  on  the  topography  and  function  of  this  organ  by  means  of 
the  .T-rays.  Since  bismuth  in  large  amount  has  been  found  harmful 
to  infants  other  materials  have  been  tried  for  the  purpose  of  rendering 
the  intestines  visible  by  the  rays.  The  author  uses  thorium.  In 
order  to  make  the  thorium  enter  the  large  intestine  a  large  amount 
must  be  fed  to  the  child  which  it  is  difficult  to  make  him  swallow. 
The  author  introduces  it  by  rectum.  He  uses  bismuth  subnitrate 
and  carbonate,  zirconium  oxy-anhydride,  with  thorium  oxy-anhy- 
dride,  and  barium  sulphate  suspended  in  a  liquid.  The  suspension 
has  proven  entirely  innocuous  in  infants.  The  author's  observations 
included  children  up  to  the  age  of  six  years.  The  colon  must  be 
entirely  filled  and  the  fluid  retained  in  place  by  an  obturator  while 
the  rays  are  being  used.  In  spastic  obstipation  the  colon  is  sure 
to  be  contracted.  The  rays  assist  in  making  a  diagnosis  of  the  form 
and  location  of  abnormalities  of  the  intestine,  dilatation,  and  dia- 
phragmatic hernias.  It  shows  numerous  normal  variations  in  the 
conformation  of  the  colon.  It  also  gives  the  opportunity  of  observ- 
ing the  function  of  the  colon,  the  peristalsis,  antiperistalsis,  and 
other  muscular  contractions  of  the  bowel.  There  are  three  sorts 
of  movements  of  the  colon,  small  movements,  which  bring  about 
mixing  of  the  contents.  Retrograde  movements,  and  gross  move- 
ments which  cause  the  feces  to  pass  rapidly  down  the  intestine.  The 
author's  observations  deal  with  twenty-eight  children. 
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The  problems  emanating  from  the  consideration  of  the  education, 
licensing  and  supervision  or  of  the  eventual  elimination  of  the  mid- 
wife have  in  the  past  few  years  attracted  much  attention,  and  are 
undoubtedly  closely  allied  to  the  study  and  prevention  of  infant 
mortality,  as  well  as  maternal  mortality  and  morbidity. 

The  time  has  come  when  the  problem  of  the  midwife  in  this 
country  must  be  reckoned  with. 

In  the  past  the  responsibility  for  the  midwife  has  been  entirely 
ignored  or  assumed  in  a  half-hearted  manner  in  isolated  instances. 

Papers  have  been  prepared  and  read  upon  the  subject,  indeed 
several  notable  ones  before  this  Association;  medical  societies  have 
discussed  the  problem;  resolutions  have  been  adopted  and  com- 
mittees on  ways  and  means  appointed. 

It  is  a  deplorable  fact  that  Httle  of  a  practicable  nature  has  been 
accomplished. 

Broadly  speaking,  three  standpoints  are  taken  in  this  country. 
First,  the  midwife  must  be  abolished.  Second,  the  midwife  should 
be  ignored  and  left  to  her  own  devices.  Third,  the  midwife  should 
be  raised  to  a  higher  plane  by  proper  education  and  state  control. 

The   first   proposition  is  in  my  belief  impossible,  until  there  is 

*  Read  at  Sixth  Annual  Meeting  of  the  American  Association  for  Study  and 
Prevention  of  Infant  Mortality,  Philadelphia,  Nov.  lo,  191 5 
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some  better  substitute  for  the  midwife;  the  second  is  unworthy  of 
consideration;  the  third  is  at  present  the  only  practical  way  of 
dealing  with  the  midwife  problem,  whether  it  has  for  its  object 
solely  the  temporary  safeguarding  of  helpless  women  and  children, 
or  a  more  far-reaching  aim — namely,  the  final  elimination  of  all  but 
educated  midwives. 

To-day  an  anomalous  condition  exists  in  this  country.  On  the 
one  hand  physicians,  and  even  trained  nurses,  before  they  are  per- 
mitted to  enter  upon  the  practice  of  their  profession,  are  required 
to  receive  several  years'  instruction  in  the  care  and  treatment  of  the 
sick,  as  well  as  special  instruction  in  the  treatment  and  care  of 
child-bearing  women  and  new-born  infants. 

On  the  other  hand,  although  about  40  per  cent,  of  the  confinements 
in  this  country  are  cared  for  by  midwives,  these  same  midwives 
are,  except  in  rare  instances,  ignorant,  untrained,  incompetent 
women,  and  some  of  the  results  of  their  obstetric  incompetence  are, 
unnecessary  deaths  and  bHndness  of  the  infants,  and  avoidable 
invalidism,  suffering  and  death  of  the  mothers. 

The  elimination  of  the  midwife  at  present  is  an  impossibiht}', 
her  ultimate  elimination  is  an  open  question. 

The  consensus  of  opinion  points  to  the  truth  of  this  statement; 
and  this  was  the  beUef  of  this  association,  as  brought  out  at  its 
Second  Annual  Conference  held  in  Baltimore,  1910. 

Since  the  evil  for  the  moment  cannot  be  eradicated,  the  danger 
to  the  public  can  be  minimized  by  some  provision  for  the  proper 
regulation,  supervision  and  control  of  the  midwife  by  the  state  and 
for  her  training  to  do  her  work  in  a  cleanly  and  intelligent  manner. 

The  argument,  from  time  to  time,  has  been  advanced,  that  the 
so-called  trained  midwife  is  a  safer  obstetric  attendant  than  some  of 
the  newly  graduated  physicians  from  our  medical  colleges. 

In  the  past  this  was  undoubtedly  true  in  many  instances,  is  even 
true  to  a  less  degree  to-day. 

The  statement,  that  in  some  localities  the  midwife  has  fewer 
cases  of  puerperal  infection  in  her  practice  than  the  physicians  in 
the  same  locality,  is,  if  true,  no  argument  in  favor  of  the  midwife, 
but  rather  for  the  raising  of  the  standard  of  medical  education. 

Even  if  we  to-day  admit,  as  this  Association  was  told  four  years 
ago,  *  that  the  midwife  with  all  her  faults  is  not  responsible  for  as 
many  deaths  as  the  ignorant  doctor  who  refuses  to  recognize  his 
limitations,  this  admission  on  our  part  is  still  no  excuse  for  the  ex- 

*  J.  Whitridge  Williams,  Proceedings  of  the  American  Association  for  Study  and 
Prevention  of  Infant  Mortality,  Second  Annual  Meeting,  p.  192. 
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istence  of  the  midwife,  but  a  call  for  a  higher  medical  standard  in 
our  medical  schools,  especially  in  obstetric  teaching.  This  ideal 
ij  medical  standard  is  being  rapidly  put  into  practice,  so  that  in  the 

coming  generation  of  medical  men,  no  such  comparison  with  the 
midwife  will  be  possible. 

The  most  satisfactory  way  to  abolish  the  more  objectionable  part 
I  of  the  midwife  problem  is  to  recognize  the  midwife,  place  her  under 

control,  and  state  educational  requirements,  and  to  elevate  these 
latter  to  such  a  height  that  only  intelligent  midwives  shall  remain 
to  practise. 

Somewhat  similar  measures  have  recently  accompUshed  much 
for  medicine  in  this  country.  Witness  the  fewer  medical  schools, 
fewer  and  better  medical  men  graduates  from  the  schools,  and  a 
general  uplift  along  all  medical  Unes.  In  the  United  States  during 
1913,  as  compared  with  191 2,  the  medical  schools  were  decreased  by 
fourteen,  the  students  by  1200,  and  the  graduates  in  medicine  by 
500.* 

One  cannot  but  be  optimistic  as  regards  the  future  of  medical 
education.  The  work  in  the  uplifting  of  the  standard  of  Medical 
Education,  begun  and  carried  forward  by  the  American  Medical 
Association,  and  recently  strengthened  by  the  American  College  of 
Surgeons,  will  gradually,  but  surely,  eUminate  the  incompetent 
medical  man. 

Without  in  the  sUghtest  degree  beUtthng  the  importance  of  the 
education,  licensing  and  supervision  of  midwives,  let  us,  in  all  our 
endeavor  along  these  lines,  ever  aim  at  the  ultimate  elimination 
of  the  midwife. 

In  the  Third  Annual  Meeting  of  this  Association,  in  191 1,  the  ques- 
tion of  "The  Ehmination  of  the  Midwife"  was  ably  presented.f 

Quite  recently  again,  indeed  within  the  past  few  weeks,  Doctor 
Ziegler,  the  reader  of  the  foregoing  paper,  thus  expresses  himself  :| 

"Any  scheme  for  improvement  in  obstetric  teaching  and  practice 
which  does  not  contemplate  the  ultimate  ehmination  of  the  midwife 
will  not  succeed. 

"This  not  alone  because  midwives  can  never  be  taught  to  practise 

*  Report  of  Federal  Bureau  of  Education. 

t  "The  Elimination  of  the  Midwife,"  by  Charles  Edward  Ziegler,  Proceedings 
of  the  American  Association  for  the  Study  and  Prevention  of  Infant  Mortality, 
pp.  31-32. 

J  Charles  Edward  Ziegler,  "The  Teaching  of  Obstetrics,"  American  Association 
of  Obstetricians  and  Gynecologists.  (See  page  50,  January  Au.  Jour,  of 
Obst.) 
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obstetrics  successfully,  but  most  especially  because  of  the  moral 
eflFect  upon  obstetric  standards." 

It  is  quite  within  the  bounds  of  possibility  that  the  extension  of 
maternity  hospitals  as  well  as  further  development  and  increase  of 
our  outdoor  maternity  services  will  in  time  render  the  existence  of 
the  midwife  unnecessary. 

A  rough  estimate,  recently  made  of  the  number  of  patients  cared 
for  by  maternity  hospitals  and  dispensaries  in  the  Borough  of  Man- 
hattan, alone  shows  that  about  10,000  were  last  year  confined  in 
maternity  hospitals  as  charity  patients  and  7000  in  their  own  homes, 
a  total  of  17,000  free  confinements. 

A  study  of  birth  returns  for  the  City  of  New  York  during  the  past 
ten  years  is  instructive.  For  1905,  1906,  1907,  1908,  the  percentage 
of  births  reported  by  midwives  is  about  the  same,  namely,  in  the 
neighborhood  of  43  per  cent.  But  in  the  past  six  years  there  has 
been  a  gradual  but  persistent  decline  in  the  births  reported  by  mid- 
wives  until  in  19 14  it  reaches  37.6  per  cent.,  as  is  shown  by  the 
following  table: 

CITY  OF  NEW  YORK, 
BIRTHS  REPORTED. 


1905 

Physicians 

60,051 

Midwives 

43>830 

42.1  per  cent. 

1906 

Physicians 

63,661 

Midwives 

48,111 

43.0  per  cent. 

1907 

Physicians 

68,186 

Midwives 

52,536 

43 . 5  per  cent. 

1908 

Physicians 

71,210 

Midwives 

55,652 

43 . 8  per  cent. 

1909 

Physicians 

73,359 

Midwives 

49,616 

40.3  per  cent. 

I9I0 

Physicians 

77,071 

Midwives 

52,010 

40.2  per  cent. 

I9II 

Physicians 

82,788 

Midwives 

51.756 

38.4  per  cent. 

I9I2 

Physicians 

82,390 

Midwives 

53,265 

39.2  per  cent. 

I9I3 

Physicians 

83,770 

Midwives 

51,364 

38.0  per  cent. 

I9I4 

Physicians 

87,650 

Midwives 

52,997 

37.6  per  cent. 

How  readily  a  maternity  dispensary  service  is  built  up  is  well 
illustrated  in  our  experience  with  the  Bellevue  School  for  Midwives. 
We  started  our  school  upon  August  i,  1911.  In  the  five  months 
from  that  date  to  January  i,  191 2,  the  school  cared  for  fifty-four 
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confinements  in  its  hospital  building  and  six  in  the  surrounding 
tenements. 

In  the  year  from  January,  1912  to  January,  1913,  it  cared  for  185 
patients  in  the  school,  and  131  in  the  tenements,  and  in  the  year 
from  January,  1914  to  January,  1915,  307  in  the  school  and  630  in 
the  tenements. 

But  this  solution  of  the  problem  is  not  so  simple  as  it  at  first 
sight  appears. 

As  has  been  recently  pointed  out,*  the  immigrant  woman  employs 
a  midwife,  not  only  because  she  is  cheaper  than  a  doctor,  but  be- 
cause the  patient  prefers  a  midwife  to  a  doctor,  who  is  a  man. 

The  number  of  women  among  the  foreign-born  population,  who 
employ  a  midwife  because  she  is  a  woman  and  not  a  man,  in  New 
York  is  very  large.  Be  the  number  large  or  small,  the  recent 
movement  to  encourage  graduate  nurses  from  our  training  schools  to 
fit  themselves  for  obstetric  work  not  only  in  the  city  tenements,  but 
in  the  rural  districts,  would  meet  this  objection. 

It  is  planned  to  offer  a  course  of  midwifery  this  autumn  in  the 
Washington  University  Hospital  in  St.  Louis,  open  only  to  graduate 
nurses  and  offered  for  the  purpose  of  increasing  their  equipment 
to  do  rural  visiting  nursing. 

There  is  the  woman  who  employs  a  midwife  because  she  is  cheaper 
than  the  doctor;  and  second,  the  woman,  usually  in  our  experience, 
of  the  new  immigrant  class,  who  secures  the  services  of  the  midwife 
because  she  prefers  a  woman  "doctor"  to  a  man  doctor.  More- 
over, an  advantage  to  the  patient,  of  the  midwife  over  the  doctor, 
which  never  must  be  lost  sight  of  in  any  plan  for  the  elimination 
of  the  midwife,  rests  in  the  fact,  that  the  midwife  not  merely  delivers 
the  woman,  but  often  bathes  the  mother  and  baby,  cares  for  the 
other  children  of  the  household,  and  frequently  acts  as  housekeeper 
and  cook  as  well. 

Our  observation  points  to  the  fact,  that  while  newly  arrived  im- 
migrants often  seek  the  services  of  midwives  in  their  first  confine- 
ments, they  later  apply  to  maternity  hospitals,  or  outdoor  maternity 
services  for  their  subsequent  labors.  Innumerable  hospital  records 
are  available  to  illustrate  this  fact. 

The  eUmination  of  the  midwife  as  such  need  not  necessarily 
cause  any  great  hardship,  for  most  of  the  better  class  of  midwives 
now  in  existence  could  subsequently  find  a  HveHhood,  should  they 
wish  it,  in  caring  for  the  older  children  and  the  household  during  the 

*  "Grace  Abbott,  the  Midwife  in  Chicago,"  Publication  of  the  Immigrant's 
Protective  League,  Series  I,  No.  4. 
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mother's  two  weeks  absence  in  a  maternity  hospital,  or  during  the 
time  the  mother  is  confined  to  her  bed  in  her  owti  home  under  the 
care  of  a  dispensary  physician.  It  would  be  quite  feasible  that  the 
one-time  midwife  will  act  as  a  moderate-priced  obstetric  nurse 
under  the  last  condition.  Indeed,  it  is  not  uncommon  for  licensed 
midwives  to  apply  to  the  training  school  for  nurses  of  some  of  the 
smaller  New  York  hospitals  for  admission  to  the  course  of  training 
for  nurses. 

It  is  most  unfortunate,  that  for  those  women  who  can  and  wish 
to  pay  for  their  confinement  in  a  maternity  hospital,  there  are  very 
few  moderate-priced  private  rooms  in  our  New  York  hospitals  avail- 
able for  such  patients. 

education. 

The  gist  of  the  matter  is,  that  since,  for  the  moment,  the  mid- 
wife cannot  be  eh'minated,  she  must  be  educated,  Hcensed  and 
supervised. 

The  licensing  and  supervision  present  no  insurmountable  obstacles, 
but  the  education  of  material,  such  as  offers  itseK  in  New  York  City, 
is  a  much  more  difficult  problem. 

The  countries  of  the  Old  World  have  faced  this  problem  and 
solved  it  with  greater  or  lesser  success. 

Most  of  us  are  familiar  with  the  training  of  the  German  midwife, 
and  it  may  not  be  generally  known,  as  Miss  Alice  Gregory  of  the 
National  Training  School  for  Midwives  in  England  has  pointed  out, 
that  Holland,  Belgium,  France  and  Italy  give  a  full  two  years' 
training  to  their  mid  waves;  and  Norway,  Sweden  and  Denmark,  one 
year. 

England  faced  this  problem  and  solved  it  as  late  only  as  1902,  by 
the  establishment  of  the  Central  Midwives  Board  by  an  Act  of 
Parliament  entitled  "An  Act  to  Secure  the  Better  Training  of  Mid- 
wives  and  to  Regulate  their  Practice." 

Miss  Caroline  C.  Van  Blarcom,  secretary  of  the  New  York  Com- 
mittee for  the  Prevention  of  Blindness,  has  studied  at  first  hand  the 
details  of  the  English  method  and  described  it  in  a  report  entitled 
"The  Midwife  in  England — Being  a  Study  of  the  Working  of  the 
English  Midwives  Act  of  1902"  (1913). 

The  success  in  any  branch  of  education  rests  largely  in  the  material 
with  which  we  have  to  deal. 

Miss  Crowell's  graphic  accounts  of  the  character  of  the  midwife 
in  New  York  City,  in  1906.  show  that  of  the  500  midwives  personally 
interviewed,  less  than  10  per  cent,  could  be  classified  as  capable. 
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reliable  midwives;  the  rest  were  hoplessly  dirty,  ignorant  and  in- 
competent. Over  90  per  cent,  in  New  York  City  hopelessly  dirty, 
ignorant  and  incompetent.     So  much  for  their  characteristics. 

The  education  of  previously  ignorant  and  untrained  women  to  be 
midwives  in  courses  of  three,  six  or  twelve  months'  instruction  is  an 
impossibility. 

A  graduate  nurse,  from  a  training  school  in  good  standing,  can 
undoubtedly  be  trained  in  six  months  or  less,  to  become  a  safe  and 
efficient  attendant  upon  cases  of  normal  labor,  and  could  be  depended 
upon  to  realize  her  own  limitations  and  seek  professional  aid,  should 
danger  threaten  or  occur. 

The  possibility,  on  the  other  hand,  of  educating  a  woman,  pre- 
\iously  ignorant  of  all  medical  matters  to  become  an  efficient  midwife 
in  one  or  even  two  years,  is  an  open  question. 

However  disheartening  the  outlook,  an  attempt  to  educate  the 
midwife  has  to  be  made,  and  a  modest  attempt  in  this  direction  was 
begun  some  four  years  ago,  on  August  i,  191 1,  when  the  Bellevue 
Midwife  School  opened  its  doors. 

It  is  the  first  wedge,  a  beginning,  and  the  only  school  of  its  kind  in 
this  country. 

It  is  my  great  pleasure  in  this  connection,  to  refer  to  an  interesting, 
historical  coincidence.  Less  than  half  a  century  ago,  there  was 
opened  at  Bellevue  Hospital  in  New  York  City,  the  first  training 
school  for  nurses  in  this  country,  based  on  the  Nightingale  plan. 
The  establishment  of  this  school  was  due  solely  to  the  vision  of  Miss 
Louisa  Lee  Schuyler,  who  formed  the  committee,  which  subsequently 
organized  the  training  school. 

The  same  mind,  which  conceived  the  importance  of  introducing  in 
this  country  courses  of  training  to  fit  honorable  and  intelligent  women 
to  care  for  the  sick,  has  recently  appreciated  the  dangers  which  are 
due  to  and  may  result  from  allowing  untrained  midwives  to  care 
for  mothers  and  babies. 

And  so  at  old  Bellevue  Hospital,  the  cradle  of  trained  nursing  in 
this  country,  was  also  started  The  Bellevue  School  for  Midwives,  the 
first  institution  of  its  kind  in  this  country,  and  opened  in  April,  191 1. 

This  midwife  school  was  the  direct  result  of  the  work  and  planning 
of  the  New  York  Committee  for  the  Prevention  of  Bhndness,  organ- 
ized by  Miss  Schuyler  in  1908,  and  of  which  she  has  been  the  wise  and 
devoted  Chairman  ever  since. 

The  actual  establishment  of  the  Bellevue  Midwife  School  was  due 
entirely  to  the  efi'orts  of  Dr.  John  Winters  Brannan,  President  of  the 
Board  of  Trustees  of  Bellevue  Hospital.     He  had  such  faith  in  the 
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practicability  of  the  views  of  the  New  York  Committee  for  the  Pre- 
vention of  Blindness,  that,  of  his  own  accord,  he  secured  from  the  city 
sufficient  funds  to  make  possible  the  little  midwife  school  mentioned. 
Possibly  a  brief  report  of  the  first  four  years'  work  of  the  Bellevue 
School  for  Midwives,  the  only  one  of  its  kind  in  this  country,  would 
interest  the  Association. 

REPORT   OF  THE  BELLEVUE  MIDWIFE  SCHOOL,  FROM  AUGUST    I,    191I 
TO  AUGUST  I,  1915. 

Applicants  for  training  are  accepted  from  residents  of  New  York 
City,  between  the  ages  of  twenty-three  and  thirty-  five,  who  must  be 
cleanly  in  their  person  and  homes,  and  of  high  moral  character. 
There  are  no  fees  for  instruction;  board  and  lodging  are  also  fur- 
nished free  of  charge.  Applicants  serve  a  probation  period  of  four 
weeks,  after  which  they  are  registered  as  pupils  if  they  have  shown 
suitable  aptness.  They  must  live  in  the  school,  and  pursue  a 
six  months'  course,  during  which  they  are  taught  the  management 
of  normal  confinements,  and  to  recognize  abnormalities.  Instruc- 
tion is  given  by  a  visiting  obstetrician,  the  resident  obstetrician 
and  superintendent.  In  addition,  practical  demonstrations  are 
given  and  bedside  clinics  are  held  daily  in  the  wards  of  the  school. 

During  the  first  two  months,  the  work  includes  the  care  of  the 
mothers  and  babies  in  the  school;  the  second  two  months,  assisting 
at  labors  in  the  hospital  and  in  the  tenement  district;  attend  clinics, 
and  postpartum  calls  on  out-patients  under  the  super\asion  of  a 
graduate  nurse.  The  last  two  months,  pupils  deliver  patients,  first 
in  school  and  on  the  district,  under  the  direction  of  the  resident 
obstetrician.  In  conjunction  with  the  school,  a  prenatal  clinic  is 
held  every  afternoon  at  two  o'clock.  At  the  clinic,  applicants  for 
care  during  confinements  are  registered,  short  histories  are  taken, 
urines  are  examined,  physical  and  pelvic  examinations  are  made, 
instruction  as  to  hygiene  is  given  to  the  patient,  probable  date  of 
confinement  estimated  and  patients  told  to  return  at  definite  inter- 
vals. This  is  an  important  feature  in  the  course  of  the  pupils,  as 
each  is  required  to  serve  a  definite  time  in  the  clinic  and  make 
examination  under  the  direction  of  the  resident  obstetrician. 
Pupil  midwives  serve  at  least  ten  hours  daily,  every  week.  Each 
midwife  must  witness  or  assist  in  at  least  eighty  deliveries  and,  in 
addition,  deliver  a  minimum  of  twenty  cases.  When  this  course  is 
completed,  a  practical  and  oral  examination  is  given  by  a  visiting 
obstetrician,  and  if  the  candidate  successfully  passes  these,  a  diploma 
is  granted. 

SCHOOL  ESTABLISHED  AUG.  i,  191 1. 

Number  of  inquiries  or  applications  from  prospective 

midwives 803 

Number    of    applications    from    prospective    midwives 

accepted 204 

Number  entered  school 106 
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Number  of  pupil  midwives  dropped  from  Roster  on  ac- 
count of  illness,  incompetence,  character,  etc 40 

Number  of  pupil  midwives  in  school  at  the  present  time,     ss 
Number  of  graduates  of  the  school 

1912 25     1913 22 

1914 40     1915 36  (six  months)   123 

Nationality  of  the  Graduates. 

Italian 30     Romanian i 

German 24     Slavish i 

American 13     Bohemian i 

Hungarian 13     Russian 4 

Polish 10     Swedish i 

Irish 5     Finnish i 

English 3     Norwegian i 

Austrian 6     Swiss i 

Scotch 3    Lithuanian 2 

Danish 2 

Nationality  of  Pupil  Midwives  in  School. 

Italian 12     Polish 6 

German 3     Russian i 

American 4    Irish i 

Hungarian 3     French 2 

Number  of  Applications  Taken  of  Patients  at  Clinic. 

Years 

August,  1911  to  January,  1912 39 

January,  191 2  to  Januarj^  1913 421 

January,  1913  to  January,  1914 12 18 

January,  1914  to  January,  1915 1351 

January,  1915  to  August,  19x5 1018 

4047 
Number  of  patients  registered  undelivered,  to  be  de- 
livered, and  delivered  elsewhere 1316 

Delivery  of  patients  In  school  hospital  In  tenements 

August,  1911  to  January,  1912 54     6 

January,  1912  to  January,  1913 185     131 

January,  1913  to  January,  1914 230     464 

January,  1914  to  January,  1915 307     630 

January,  1915  to  August,  1915 190     534 


966  1765 

Total 2731 

Number  of  Maternal  Deaths  at  the  School. 

1.  Septic    pneumonia — edema    of    lungs    (delivery    normal)  .  .  3 

2.  Accidental  hemorrhage — hydramnios. 

3.  Suicide — ruptured  uterus. 
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Number  Died  after  being  Transferred  to  Bellevue. 

1.  Rupture  of  uterus  (ventral  fixation  had  been  done) 3 

2.  Puerperal  sepsis — (labor  uneventful,  negative  blood  culture). 3 

3.  Ruptured  pelvic  abscess,  myocarditis. 
Maternal  mortality,  0.21  per  cent. 

Number  of  Fetal  Deaths  and  Causes. 

Prematurity 7     Abscess  of  parotid  gland i 

Atelectasis 4     Pneumonia i 

S)T)liilis o     Fractured  skull 1 

Generalized   hemorrhages  or  hemo-         Cong,  malformation  of  heart 2 

philia 4     Rupture  of  adrenal  gland i 

Malnutrition i     Cerebral  hemorrhage 2 

Unknown 4     Melena  neonatorum i 

Total 29 

Number  of  Cases  Transferred  to  Bellevue  {Mothers). 

Contracted  pelvis 19     Hydramnios 2 

Abscess  of  mammary  gland 2     Phlebitis 2 

Alcoholism i     Secondary  syphilis i 

Psycopathic 3     Toxemia i 

Influenza 2     Otitis  media i 

Miscarriage i     Sepsis,  puerperal 2 

Salpingitis  and  pelvic  cellulitis. ...  2  (One  bad  Widal  reaction.) 

Ventral  fixation i     Hemorrhage i 

Total 41 

Number  of  sapremia  (no  mortality) 6 

Number  of  mammary  gland  abscesses 2 

Number  of  infections  of  umbilical  cord o 

Number  of  gonorrheal  ophthalmia i 

Number  of  deaths  of  out-patients o 

Number  of  infections  of  out-patients o 

Number  of  revoked  licenses  from  graduates  of  Bellevue 

Hospital  School  of  Midwives o 

The  conservative  nature  of  our  teaching  at  the  Bellevue  School  for 
Midwives  is  shown  by  the  fact  that  in  the  first  four  years  of  its  exist- 
ence the  forceps  was  used  only  sixty-seven  times  in  2731  cases,  or 
once  in  each  forty  cases — a  forceps  percentage  of  2.4  per  cent. 

Not  the  least  advantage  of  our  primitive  attempt  to  educate  the 
midwife  at  the  Bellevue  School  is  the  thorough  teaching  of  each 
candidate  for  graduation  her  limitations.  The  material  that  we 
have  to  work  with  is  often  poor,  if  not  impossible;  our  standards  of 
education  as  yet  may  not  be  of  the  highest;  the  six-month  course 
allowed  us  is  all  too  short  for  anything  like  an  adequate  training,  but 
one  important  fact  is  instilled  into  the  brain  of  each  midwife,  and 
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that  is  the  knowledge  of  her  own  limitations — the  knowledge  of 
what  not  to  do,  and  when  to  seek  the  aid  of  a  practising  physician. 

If  we  must  have  the  midwife  among  us,  then  let  us  hope  that 
the  standard  of  her  education  be  placed  so  high  that  only  the  more 
intelligent  will  be  able  to  successfully  compete  for  license  to  practise. 

The  higher  standards  sought  for  the  training  and  examination  of 
midwives  in  England,  through  the  provisions  of  the  Midwife  Act, 
have  resulted  in  securing  for  the  profession  a  higher  class  of  women. 
These  now  include  not  only  the  well-educated  and  well-trained 
graduates  of  standardized  midwifery  schools,  but  also  many  nurses 
who  recognize  the  value  and  importance  of  midwifery  training  and  are 
willing  to  enter  the  service,  now  that  it  has  been  made  a  reputable 
calling  (Van  Blarcom). 

SUPERVISION. 

As  far  as  we  have  been  able  to  ascertain,  most  of  the  supervision 
of  the  midwife  in  this  country  exists  only  on  paper,  and  is  not  put 
into  actual  practice.  Notable  exceptions  are  to  be  found  in  the 
cities  of  Philadelphia,  Buffalo,  Pittsburgh  and  Providence. 

Supervision  means  not  alone  the  inspector  visiting  the  midwife  in 
the  latter's  home  and  checking  off  the  contents  of  ^uch  a  bag  as  she 
(the  midwife)  chooses  to  present  for  inspection,  but  it  means  going 
to  the  homes  of  the  midwife's  patients  and  observing  the  actual 
conditions  of  mother  and  child. 

That  this  is  entirely  practicable  is  being  demonstrated  to-day  in 
the  cities  just  mentioned  and,  as  far  as  we  are  aware,  in  no  others. 

Even  licensed  midwives  should  be  supervised  by  the  local  depart- 
ment of  health,  this  supervision  to  consist  of  instruction  as  well 
as  inspection  and  to  be  carried  on  for  the  purpose  of  limiting  the 
work  of  even  most  highly  trained  midwives  to  nursing  care,  instruc- 
tion in  hygiene  of  pregnancy,  attendance  upon  normal  cases  of 
confinement  only,  and  instruction  of  the  mother  in  the  care  of  her 
baby. 

Quite  obviously  this  instructive  supervision  involves  a  knowledge 
of  the  condition  of  the  midwife's  patients,  and  this  can  only  be 
learned  through  visits  to  the  homes  of  the  patients  themselves. 
Moreover,  supervision  of  this  character  is  made  still  more  effective 
through  conferences  with  the  midwives  convened  periodically  for 
this  purpose.  In  two  or  three  places  in  this  country  midwife  super- 
visors assemble  midwives  under  their  jurisdiction,  discuss  practical 
points  in  their  work,  and  encourage  questions  and  discussion. 

This  outUne  of  supervision  follows  closely  the  system  which  has 
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been  in  successful  operation  for  some  years  in  England  and  New  Zea- 
land— two  countries  conspicuous  for  their  low  infant  death  rate. 

A  study  of  the  midwife  question  in  England,  previously  men- 
tioned as  made  by  Miss  Van  Blarcom,  has  been  used  as  a  basis  for 
recommendations  looking  toward  effective  midwife  control  in  this 
country.  It  is  gratifying  to  note  that  already,  in  a  few  instances, 
these  recommendations  have  been  adopted  in  whole  or  in  part. 

LICENSING. 

No  unlicensed  woman  should  be  permitted  to  practise  midwifery, 
and  only  as  a  temporary  measure  should  any  but  properly  qualified 
women  be  granted  a  license. 

The  Advisory  Council  of  the  New  York  State  Department  of 
Health,  empowered  by  law  to  regulate  the  practice  of  midwifery 
in  New  York  State  outside  of  New  York  City,  Buffalo  and  Rochester, 
amended  the  Sanitary  Code  of  the  State  of  New  York  on  November 
i6,  1914,  to  include  a  chapter  on  midwives.  The  plan  of  the  Depart- 
ment of  Health,  which  the  New  York  Committee  for  the  Prevention 
of  Blindness  endorses,  comprises: 

1.  The  licensing  of  all  women  who  call  themselves  midwives,  in 
order  that  they  may  be  brought  under  the  supervision  of  midwife 
inspectors. 

2.  After  January  i,  191 5,  the  issuing  of  Hcenses  to  those  women 
only  who  had  attended  fifteen  maternity  cases  and  nursed  fifteen 
lying-in  patients,  under  the  supervision  of  a  physician,  this  pending 
the  enactment  of  laws  empowering  the  Board  of  Regents  to  examine 
and  Ucense  midwives  and  regulate  midwife  training  schools. 

3.  The  adoption  of  rules  and  regulations  which  would  limit  the 
work  of  midwives  to  attendance  upon  normal  cases  only,  and  nursing 
of  mother  and  child,  these  rules  and  regulations  to  be  enforced  by  a 
practical  system  of  supervision  which  would  tend  to  improve  the 
work  of  the  midwives  over  their  patients. 

Since  January  i,  191 5,  the  New  York  State  Department  of  Health 
has  required  all  midwives  to  register  their  name  and  address  with  the 
local  registrar  of  vital  statistics,  this  registration  to  be  repeated 
annually  and  upon  any  change  of  a  midwife's  address.  Moreover, 
the  State  Department  has  already  adopted  rules  and  regulations 
governing  the  details  of  the  practice  of  midwives  and  has  made  a 
beginning  toward  midwife  inspection  such  as  has  been  described 
above,  having  as  its  object  the  improvement  of  those  women  who 
were  capable  of  profiting  by  instruction,  and  debarring  from  practice 
those  who  were  unquestionably  a  menace  to  the  welfare  of  mothers 
and  babies. 
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This  action  is  regarded  as  the  most  progressive  step  thus  far  taken 
in  this  country  toward  the  solution  of  the  midwife  problem. 

It  is  frankly  acknowledged  by  those  who  are  interested  in  this 
work  that  women  who  have  attended  fifteen  maternity  cases  and 
nursed  fifteen  lying-in  patients  as  their  sole  preparation  to  practise 
as  midwives  are  far  from  being  adequately  trained  for  this  function. 
It  should  be  understood,  therefore,  that  this  limited  and  inadequate 
preparation  is  accepted  only  as  a  temporary  provision  which  forms 
one  link  in  the  chain  which  will  ultimately  provide  for  adequate 
midwife  control.  It  must  be  remembered  that  in  the  licensing  of 
doctors,  lawyers  and  all  other  practitioners,  it  has  been  necessary, 
first,  to  register  all  who  claim  to  be  practising  the  profession  in 
question  and.  next,  to  set  the  standard  for  admission  to  practise, 
which  has  always  been  admittedly  too  low  and  which  has  been 
almost  invariably  steadily  raised.  Accordingly,  it  is  hoped  that  in 
the  not  far-distant  future  there  will  be  on  the  statute  books  of  the 
State  of  New  York  a  law  which  will  permit  (a)  only  those  women  to 
practise  as  midwives  who  shall  have  been  Hcensed  to  practise  by  a 
state  board  of  examiners  appointed  by  the  Regents;  (b)  licenses  to  be 
issued  only  to  those  candidates  who  shall  have  passed  a  written  and 
oral  examination  given  by  the  State  Board  of  Midwife  Examiners; 
and  (c)  only  such  women  as  have  graduated  from  schools  for  midwives 
approved  by  the  Regents  shall  be  eligible  for  this  State  Board 
examination.  If  a  law  imposing  this  restriction  is  passed,  it  will 
then  be  possible  to  steadily  raise  the  standards  of  training,  examina- 
tion and  licensure  until  only  highly  trained  women  will  find  it  possible 
to  obtain  midwife  licenses.  This  will  mean  the  elimination  of  the 
unfit  and  even  mediocre  practitioners,  and  leave  in  the  field  only  a 
small  group  who  may  be  regarded  as  public  health  nurses. 

Within  the  present  year  Miss  Grace  Abbott,  Director  Immigrants' 
Protective  League,  Chicago,  in  an  article  "The  Midwife  in  Chicago" 
makes  a  study  of  the  training  and  control  of  the  midwife  in  that 
city,  and  incidentally  of  several  of  the  other  larger  cities  of  the 
country. 

Miss  Abbott  concludes  that  "since  the  licensing  of  practitioners 
is  a  state  function,  to  meet  the  need  of  ^the  Chicago  situation,  an 
amendment  to  the  statutes  containing  the  following  essential  fea- 
tures should  be  obtained: 

"(i)  Training  in  a  school  approved  by  the  State  Board  of  Health. 

"(2)  Licensing  after  examination. 

"  (3)  Annual  renewal  of  licenses  without  cost,  provided  the  midwife 
has  observed  the  rules  and  regulations  of  the  board. 
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"(4)  Supervision  of  the  practice  of  mid  wives." 

As  Chicago  has  no  school  for  midwives,  requirement  (i)  would  be 
of  little  use.  The  establishment  of  such  a  school  would  undoubtedly 
be  forthcoming]upon  the  passage  of  such  a  law. 

As  far  as  the  practical  education  of  the  midwife  is  concerned,  such 
a  school  for  midwives  as  that  at  Belle vue  Hospital,  now  in  the  fifth 
year  of  its  existence,  could  readily  be  extended  and  enlarged  to  meet 
almost  any  requirement. 

CONCLUSIONS. 

1.  The  midwife  should  have  no  place  in  modern  medicine  or 
surgery. 

2.  For  the  present  the  elimination  of  the  midwife  is  an 
impossibility. 

3.  The  midwife  is  to-day  a  necessary  evil,  for  traditional,  social 
and  economic  reasons,  attending  as  she  does  about  40  per  cent,  of 
confinements  in  this  country. 

4.  Of  the  three  professions,  namely,  the  physician,  the  trained 
nurse  and  the  midwife,  there  should  be  no  attempt  to  perpetuate 
the  last  named  as  a  separate  profession. 

5.  The  midwife  should  never  be  regarded  as  a  practitioner,  since 
her  only  legitimate  functions  are  those  of  a  nurse  plus  the  attend- 
ance on  normal  deliveries  when  necessary. 

6.  The  solution  of  the  midwife  question  in  the  rural  and  outlying 
districts  is  to  be  found  in  the  inclusion  of  midwifery  service  in  rural 
district  nursing,  should  a  physician  be  not  available. 

7.  Control  of  the  education,  licensing  and  annual  renewal  of 
license  should  be  in  the  power  of  the  State  Board  of  Health  or  State 
Board  of  Education,  supervision  of  the  practising  midwife  by  the 
local  board  of  health,  and  annual  renewal  of  license  to  depend  upon 
the  midwife's  record  for  the  year. 

8.  State  licenses,  state  control,  high  standard  of  education,  annual 
renewal  of  license,  critical  and  constant  supervision  of  the  midwife, 
encouragement  to  trained  nurses  to  take  out  midwife  licenses,  and 
further  extension  of  dispensary  maternity  services  will  mitigate  the 
midwife  evil,  reduce  the  ranks  of  the  midwife,  and  render  the  remain- 
ing ones  less  a  menace  to  the  country,  and  pave  the  road  for  their 
final  elimination. 

28  West  Fifty-sixth  Street. 
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IS  THE  MIDWIFE  A  NECESSITY?* 

BY 
J.  M.  BALDY,  M.  D., 

Philadelphia.  Pa. 

The  question  whether  or  not  the  midwife  is  a  necessity  is  one 
which  cannot  be  answered  by  a  definite  yes  or  no.  The  whole  sub- 
ject is  relative  and  I  presume  depends  largely  upon  one's  point  of 
view.  Theoretically  there  can  be  but  one  opinion;  the  midwife 
should  be  unnecessary.  It  is  just  as  true  that  osteopathy,  chiro- 
practic, Christian  Science,  massage  and  other  cults  of  the  same  kind 
should  be  unnecessary,  but  we  are  faced  with  the  unfortunate  fact 
that  these  things  do  exist  and  further  that  the  community  demands 
them.  Midwives  have  existed  over  the  whole  world  practically 
throughout  all  time  and  it  is  more  than  likely  that  the  midwife  will 
be  with  us  for  some  time  to  come.  The  good  to  be  gotten  out  of  a 
discussion  of  this  kind  is  not  whether  a  given  thing  should  exist;  but 
if  it  does  exist  and  we  are  unable  to  get  rid  of  it,  the  important  ques- 
tion is,  how  can  we  best  deal  with  it.  It  would  seem  to  me  in  decid- 
ing the  answer  to  the  title  of  this  paper  it  would  be  wise  to  first 
survey  the  field  as  it  exists  and  then  decide  in  view  of  the  facts;  not 
from  a  theoretic  viewpoint. 

In  the  first  place  I  think  we  can  start  (with  no  fear  of  denial)  with 
the  premises,  that  midwives  exist. 

This  being  the  case  we  are  faced  with  two  propositions: 

First,  is  it  possible  to  dispense  with  her? 

Second,  if  we  dispense  with  her  what  can  we  substitute  sufficiently 
efficient  to  take  her  place. 

The  midwife  exists  to  a  large  extent  in  all  countries.  She  exists 
quite  numerously  in  our  own  country.  Efforts  have  been  made  from 
time  to  time  to  dispense  with  her.  Legal  measures  have  been 
adopted.  For  instance  in  Massachusetts  the  law  pronounced  an 
ultimatum  that  the  midwife  shall  not  exist  and  yet  she  does  exist  as 
do  most  other  things  in  this  world  which  the  laws  prohibit  and  the 
people  want.  The  clear  fact  that  she  does  exist  in  Massachusetts  in 
spite  of  legal  prohibition,  is  proof  positive  that  there  is  a  demand  for 

*Read  before  the  Sixth  Annual  Meeting  of  the  American  Association  for 
Study  and  Prevention  of  Infant  Mortality,  Philadelphia,  November  lo,  1915. 
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her  services.  I  know  of  no  other  section  of  the  country  which  has 
been  more  successful  in  prohibition  than  has  ]Massachusetts.  The 
very  element  of  the  population  which  one  would  expect  would  be 
the  first  to  aid  in  her  extinction  is  the  one  of  all  others  which  defeats 
the  law,  namely,  the  doctors.  Individuals  from  Massachusetts  may 
produce  all  the  statistics  they  choose  to  the  effect  that  the  practice 
of  midwifery  is  limited  but  one  has  only  to  consult  her  own  authori- 
ties and  to  converse  with  physicians  of  the  State  and  with  lay  people 
familiar  with  the  facts  in  order  to  know  that  there  are  many  cases  of 
women  delivered  by  midwives  whose  records  are  covered  up  by  the 
signature  of  a  doctor.  In  fact,  it  is  stated  that  the  certificate  of 
birth  signed  by  the  midwife  herself  is  not  infrequently  accepted.  It 
takes  no  great  experience  for  anyone  interested  in  the  administra- 
tion of  these  matters  to  understand  not  only  that  this  is  true,  but 
how  easily  it  is  done.  It  is  a  common  thing  among  doctors  of  a  cer- 
tain class  to  use  the  midwife  to  forward  their  own  interests.  In 
Pennsylvania  for  instance  we  frequently  find  a  doctor  charging  a 
midwife  25  cents  to  sign  her  certificate  or  charging  her  a  dollar  to 
make  a  visit  for  her. 

She  is  frequently  used  as  a  nurse  by  the  doctor,  who  after  charging 
the  patient  $10,  or  $15,  makes  a  single  visit,  collects  the  fee,  and 
pays  the  midwife  a  few  meager  dollars  for  her  share  of  the  work. 
There  are  a  thousand  ways  in  which  such  a  law  may  be  evaded 
and  Massachusetts  has  made  not  even  a  dent  in  the  direction  of 
prohibition. 

Granting  that  midwives  do  exist  and  that  the  public  demands 
them,  which  is  undeniable,  what  is  offered  as  a  substitute  in  order  to 
either  lessen  their  numbers  or  eliminate  them  entirely? 

1.  Visiting  Dispensaries. 

2.  Medical  School  Dispensaries. 

3.  Doctors. 

4.  Maternities. 

All  of  these  substitutes  have  existed  alongside  of  midwifery  as  long 
as  I  can  personally  remember.  I  have  had  personal  dealings  with  all 
of  these  systems  and  in  spite  of  all  or  any  of  them  the  midwife  still 
flourishes  and  competes  more  than  successfully,  not  only  with  one  of 
them,  but  with  all  of  them. 

The  question  naturally  arises  if  she  competes  successfully  as  to 
numbers,  does  she  compete  in  efficiency? 

The  visiting  dispensary  is  the  institution  in  which  I  acquired  my 
own  early  experience  in  obstetrics.  My  name  was  registered  as  one 
of  the  obstetricians  in  charge  of  a  certain  specified  district  of  one  of 
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the  largest  dispensaries  in  Philadelphia.  Application  from  this 
district  was  made  at  the  dispensary  for  a  doctor  to  attend  a  case  of 
confinement.  A  card  was  given  the  applicant,  which  card  contained 
my  name  and  address.  This  card  was  brought  to  my  home  and  I  was 
summoned  to  the  case.  I  had  little  or  no  experience  (in  fact  was 
doing  this  work  with  the  object  of  obtaining  an  experience),  as  was 
the  case  with  all  the  rest  of  my  colleagues  in  the  dispensary.  I 
went  to  the  case  alone  and  struggled  through  as  best  I  might.  Can 
anyone  pretend  that  there  was  any  great  degree  of  efficiency  to  the 
patient  in  that  service? 

The  medical  school  dispensary  is  run  largely  on  the  same  basis.  A 
central  office,  students  assigned  to  those  quarters  for  a  given  period, 
application  made  by  patients'  friends  and  the  student  sent  to  the 
case;  it  being  left  largely  to  his  own  judgment  whether  or  not  he 
needs  or  wants  a  consultant.  In  the  vast  majority  of  cases  he  does 
neither.  Although  a  degree  better,  can  anyone  pretend  that  this 
service  is  overly  efficient? 

The  class  of  doctors  to  whom  this  class  of  patients  apply  are  not  of 
a  very  high  order  of  intelligence  and  education  in  the  profession  and 
not  infrequently  have  an  eye  more  to  remuneration  than  to 
efficiency.  As  a  matter  of  fact,  our  statistics  in  Philadelphia  show 
that  patients  are  as  well  ofif,  if  not  better,  in  the  hands  of  our  mid- 
wives  than  they  are  in  the  hands  of  doctors:  as  witness  7  maternal 
deaths  and  365  fetal  deaths  in  a  series  of  about  12,000  cases. 

When  we  began  the  midwife  work  in  Pennsylvania  we  felt  more 
than  dubious  of  statements  to  this  effect.  To-day  with  definite 
statistics  from  the  midwife  standpoint  to  compare  with  our  general 
knowledge  of  the  conditions  of  medical  practice  we  feel  strongly  that 
the  comparison  results  not  to  the  confusion  of  the  mid\\dfe,  if  she 
be  properly  controlled. 

If  it  could  be  brought  about  that  the  people  demanding  the  services 
of  the  midwife  would  go  to  a  maternity  hospital  then  the  question 
would  be  solved.  This  is  largely  a  matter  of  time  and  education  and 
unfortunately  from  an  educational  standpoint  it  is  one  in  which  in  our 
country,  the  beginning  is  never  ended.  We  have  a  continuous 
influx  of  foreigners  added  to  our  population.  These  foreigners  come 
from  countries  and  communities  where  they  have  been  in  the  habit 
from  time  immemorial  of  employing  the  midwife  and  they  bring 
their  traditions  and  customs  with  them  and  in  their  new  homes  de- 
mand the  same  kind  of  attention.  We  may  educate  the  influx  of  a 
given  year  after  a  very  long  time  to  resort  to  maternities  and  to  give 
up  the  midwife,  but  one  has  hardly  made  a  beginning  in  this  educa- 
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tional  feature  before  there  is  a  new  influx  and  again  a  new  one,  ad 
infinitum.  The  one  effective  way  of  educating  the  foreigner  to  dis- 
pense with  the  midwife  and  to  accept  the  maternity  is  to  stop  emi- 
gration and  we  all  know  how  hopeless  i§  that  task.  It  may  cease  some 
day,  but  that  will  be  because  the  country  is  too  full  to  absorb  more. 
Therefore  we  can  consider  that  we  have  a  never-ending  incoming 
population,  many  of  whom  will  not  go  to  maternities. 

It  is  easy  to  gather  from  what  I  have  already  said  that  I  do  not 
believe  that  the  midwife  can  be  entirely  eliminated  even  by  legis- 
lation. However,  I  do  believe  that  the  midwife  evil,  if  you  so  choose 
to  call  it,  may  be  greatly  minimized  in  two  ways. 

First,  by  education  and  control  of  the  midwife. 

Second,  by  education  of  their  clientele. 

However,  the  very  fact  of  educating  the  midwife  and  making  her 
a  measurably  safe  instrument  in  the  community  tends  to  defeat  her 
ultimate  entire  elimination.  If  she  be  made  comparatively  safe 
there  is  danger  that  her  clientele  mil  be  more  likely  to  stick  to  her, 
at  least  to  those  of  the  midwives  who  they  know  are  not  frowned 
upon.  In  other  words,  if  the  State  certifies  the  midwife  and  by  edu- 
cation and  control  makes  her  measurably  efl&cient,  a  large  part  of  the 
foreign  population  will  be  tempted  to  turn  to  this  certified  midwife 
because  of  the  fact  that  her  certification  would  mark  her  as  a  safe  one 
to  employ.  This  together  with  hereditary  influences  brought  by 
the  emigrant  to  this  country  would  tend  to  perpetuate  the  reign  of 
these  women.  The  question  largely  resolves  itself  then  to  the  point, 
should  a  fight  be  made  to  accomplish  the  almost  impossible  or  should 
we  temporarily  accept  the  lesser  evil  and  recognizing  the  necessity  of 
this  type  of  practitioner  make  her  as  safe  as  possible.  An  answer  to 
such  a  question  would  naturally  be  found  in  the  possibility  of  how 
safe  she  could  be  made.  This  again  brings  us  on  to  debatable  ground 
and  there  are  many  opinions  as  to  whether  the  midwife  can  or  cannot 
be  made  a  safe  factor  in  the  community. 

It  is  held  that  the  comprehensive  system  of  education  and  so-called 
control  in  Germany  and  England  as  well  as  other  European  countries 
has  proven  not  only  unsatisfactory  to  the  medical  profession,  but 
inefficient.  I  am  not  particularly  interested  in  whether  or  not  such 
a  system  is  satisfactory  to  the  medical  profession.  In  no  true  sense 
can  this  matter  be  considered  from  that  viewpoint.  This  is  a  matter 
purely  for  the  best  interest  of  the  community  and  has  involved  in  it 
an  essential  matter  of  humanity  and  if  it  be  that  the  material  or 
sentimental  interests  of  my  own  profession  are  encroached  upon  in 
its  proper  solution  then  let  it  be  so.     We  doctors  all  know  that  the 
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medical  profession  is  dissatisfied  with  a  great  many  good  things — 
that  is,  good  for  the  community  but  possibly  bad  for  their  own  im- 
mediate personal  and  individual  interests.  Competition  never  has 
appealed  to  many  of  the  medical  profession  and  I  am  afraid  never 
will.  The  point  that  does  need  serious  consideration  is,  does  such 
a  system  as  is  in  existence  on  the  continent  and  in  England  make  for 
safety  and  efficiency?  I  do  not  believe  it  does.  But  when  it  is 
assumed  that  these  systems  are  the  best  that  can  be  adopted  for 
accomplishing  such  a  result,  I  very  emphatically  dissent.  There  is 
a  great  deal  in  both  these  systems  which  is  admirable,  but  they 
both  stop  short  of  the  real  point — that  is,  efficiency.  After  all  is 
said  and  done  these  systems  both  leave  the  ultimate  decision  as  to 
what  the  midwife  should  and  should  not  do  to  the  midwife  herself. 
They  practically  leave  the  decision  as  to  the  result  of  the  midwife's 
work  to  herself.  They  both  require  that  she  report  and  her  report 
is  accepted  off-hand.  They  both  allow  more  freedom  on  her  part 
in  selection  of  the  cases  which  she  is  at  liberty  to  attend  than  is  com- 
patible with  safety  or  efficiency.  They  both  like  the  ostrich  bury 
their  heads  in  the  sand  and  think  they  are  safe. 

In  Pennsylvania  we  have  adopted  a  system  of  procedure  of  our 
own  which  we  believe  more  efficient  and  more  sure  of  results  than 
any  other  system  of  which  we  know:  a  system  which  is  producing 
statistics  which  are  true  and  not  imaginery;  statistics  which  are  com- 
piled at  the  bedside  by  medical  inspectors  who  have  no  interest 
whatever  except  to  produce  and  report  true  results.  To  begin  with, 
taking  Philadelphia  as  an  illustration,  because  in  this  district  the 
system  is  most  perfectly  developed,  the  State  employs  through  the 
Bureau  of  Medical  Education  and  Licensure  a  Supervisor  of  Mid- 
wifery who  is  a  trained  specialist  in  obstetrics.  This  Supervisor 
has  at  his  disposal  as  inspectors  women  graduates  in  medicine  wdth  a 
special  experience  in  this  branch  of  medicine  and  who  have  the  addi- 
tional qualification  of  command  of  the  various  languages  of  the 
emigrants.  Each  midwife  receives  a  certificate  which  is  good  for 
one  year  only  and  only  good  for  use  in  the  Philadelphia  district. 
If  she  leaves  the  district  she  must  apply  for  a  transfer  and  be  promptly 
handed  over  to  the  district  to  which  she  is  going.  She  is  allowed 
to  attend  only  normal  cases.  She  must  report  to  her  inspector 
every  labor  of  a  primipara  which  is  of  thirty  hours'  standing  and  it 
becomes  the  duty  of  the  inspector  to  see  the  case  at  once.  A  multi- 
para cannot  be  in  labor  more  than  twenty  hours  before  her  case 
must  be  reported. 

If  the  mother  shows  at  any  time  fever  or  any  other  symptom,  if 
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the  child  be  sick  or  have  sore  eyes  the  inspector  must  immediately 
be  summoned.  In  other  words,  it  is  not  left  entirely  to  the  mid- 
wife's discretion  as  to  what  is  and  what  is  not  normal.  The  State 
ofi&cer  after  the  above  limit  of  time  decides  this  point. 

The  midwife  is  allowed  to  perform  no  operation  of  any  kind 
except  tying  the  cord.  She  is  called  by  her  inspector  to  certain 
central  points  at  stated  intervals  in  order  to  receive  fresh  in- 
struction, lectures  and  demonstrations  and  is  called  down  into 
the  amphitheater  and  made  to  demonstrate  her  knowledge  of 
her  work.  She  is  re-examined  each  year  and  a  new  certificate 
is  issued  her.  Within  forty-eight  hours  after  each  delivery  her 
report  card  must  be  in  the  hands  of  her  inspector  and  at  stated 
intervals  the  reports  of  the  inspectors  must  be  in  the  hands  of  the 
supervisor.  A  quarterly  report  of  the  supervisor  is  furnished  the 
Bureau  of  Medical  Education  and  Licensure.  Every  case  with  rare 
exception  delivered  by  the  midwife  is  seen  by  an  inspector  and  con- 
ditions as  to  lacerations  and  injuries  to  the  mother,  fever  and  any 
abnormalities  are  carefully  noted  and  reported.  The  condition  of 
the  child  is  reported,  especial  note  being  taken  as  to  the  condition 
of  the  eyes,  and  no  chance  is  taken  on  the  word  of  the  midwife. 
Nor  is  the  inspector  a  free  body.  Her  reports  are  checked  up  care- 
fully by  the  supervisor  and  the  supervisor's  work  is  overlooked  and 
closely  scrutinized  by  the  Bureau  itself.  The  details  of  this  work 
will  be  given  by  others  and  will  be  oflEicially  placed  on  record  for 
the  benefit  of  all  who  may  be  interested  in  this  type  of  work.  It 
would  be  impossible  in  a  paper  of  this  sort  to  enter  into  these  details. 

We  do  not  believe  that  any  system  which  leaves  a  loophole  for  the 
midwife  to  make  misstatements  as  to  fact  either  purposely  or  through 
fear  or  ignorance,  is  eflScient.  It  is  our  conviction  that  a  personal 
inspection  by  trained  medical  people  of  every  patient  is  the  only 
true  safeguard. 

The  inspectors  are  State  ofl&cers  on  salary.  They  are  allowed  to 
practice  medicine  but  only  after  the  State  work  has  been  completed 
and  if  the  State  work  takes  their  full  time — that  is  demanded  of 
them.  It  is  impossible  for  them  to  shirk  this  matter  because  of  the 
constant  checkup  all  along  the  line.  The  supervisor  can  tell  at  a 
glance  whether  or  not  all  the  cases  have  been  seen  and  there  is  no 
trouble  whatever,  by  a  bit  of  inquiry  from  the  mid\vives,  to  verify 
from  time  to  time  whether  or  not  the  inspectors  are  doing  their 
duty.  A  card  reporting  the  occurrence  of  the  labor  must  contain 
certain  information,  answers  to  questions  printed  on  the  card,  which 
can  only  be  obtained  at  first  hand  and  by  personal  visitation. 
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Complicated  cases  are  disposed  of  by  the  inspector  in  three  ways. 
The  family  is  notified  that  it  must  call  in  a  physician;  the  inspector 
sees  that  they  do  this  and  there  is  surprisingly  little  resistance  to 
this  matter  by  the  people  employing  the  midwife.  When  they  are 
notified  the  case  is  a  complicated  one  and  that  a  doctor  must  be 
called,  they  rarely  refuse.  Cases  in  which  the  patient  is  unable  to 
afford  the  service  of  a  doctor  are  sent  to  hospitals  and  a  bit  of  per- 
suasion is  all  that  is  necessary  in  the  majority  of  cases.  In  other 
cases,  in  emergency,  the  inspectors  themselves  give  attention  to  the 
women.  The  inspectors  are  encouraged  to  do  as  little  personal  work 
of  this  kind  as  possible  and  when  they  do  so  are  not  allowed  to  accept 
any  remuneration  whatever. 

Any  child  with  a  sore  eye  demands  the  attention  of  a  physician 
and  the  family  is  so  instructed  by  the  inspector.  A  smear  is  taken 
by  the  inspector  of  every  suspected  case  and  is  sent  to  the  city 
laboratory.  All  cases  of  ophthalmia  neonatorum  are  placed  at 
once  in  the  hands  of  physicians  or  sent  to  hospitals  and  are  not  lost 
sight  of  until  they  are  completely  well. 

Recently  there  was  added  to  the  staff  of  the  Philadelphia  district 
a  so-called  follow-up  inspector.  All  complicated  cases  of  fever  in 
the  mother  and  sore  eyes  in  the  children  are  at  once  transferred  to  her 
care  and  it  becomes  her  special  duty  to  follow  these  cases  up  to  the 
end,  be  they  in  the  hands  of  doctors  or  be  they  transferred  to  hos- 
pitals; no  chance  is  taken  that  either  the  mother  or  child  be  neglected. 
It  is  the  duty  of  this  particular  inspector  to  continually  closely  in- 
spect reports  in  the  City  Health  Department  in  order  to  at  once 
detect  any  midwife  attempting  to  practice,  who  has  not  a  State 
certificate.  Such  a  one  when  found  is  notified  to  quit,  until  she 
has  qualified  and  in  case  of  disobedience  is  arrested.  It  is  rare  that 
the  department  fails  of  conviction.  It  is  also  the  duty  of  this  par- 
ticular inspector  to  give  systematic  instruction  to  new  midwives 
coming  into  the  field  and  who  desire  to  become  certified,  whether 
they  have  certificates  from  elsewhere  or  not.  We  have  no  school  of 
midwifery  in  Pennsylvania  which  is  worthy  of  the  name  and  for 
lack  of  funds  the  department  has  failed  so  far  in  establishing  such 
a  school  on  an  efficient  footing.  Consequently  in  this  respect  we 
are  doing  the  best  we  can  by  giving  these  applicant  women  such 
systematic  instruction  as  appears  necessary  until  such  time  as  they 
show  a  fair  theoretic  competency  and  then  send  them  out  with 
doctors  or  some  of  our  better  certified  midwives  for  practical 
experience. 

Personally  I  am  of  the  opinion  that  we  should  not  educate  new 
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midwives,  but  should  allow  of  a  gradual  natural  elimination.  How- 
ever, this  matter  has  two  sides  to  it  and  it  is  possible  if  we  eliminate 
the  midwafe  too  closely  and  too  quickly  that  the  portion  of  the  com- 
munity demanding  them  would  again  resort  to  uncertified  ones. 
Consequently  for  expediency  the  Bureau  has  for  the  time  yielded  to 
the  opinion  of  their  supervisor. 

Like  all  communities  many  of  our  better  midwives  have  come  from 
Continental  schools  and  yet  we  find  even  from  the  best  of  these 
schools  that  they  have  vastly  improved  under  our  system  and  are 
becoming  more  and  more  efficient.  The  work  of  these  women  is 
showing  progressive  improvement  from  quarter  to  quarter  and  it  can 
be  distinctly  demonstrated  that  they  are  largely  benefited.  The 
requirements  have  been  enforced  gradually,  starting  with  simple 
details  which  could  be  readily  understood  and  readily  carried  out. 
As  soon  as  the  department  became  satisfied  that  each  woman  was 
fairly  efficient  in  the  requirements  given  her,  new  ones  were  added  to 
her  list.  For  the  last  six  months  or  more  no  midwife  has  been  allowed 
to  attend  upon  a  case  excepting  in  a  laundered  uniform.  So  marked 
has  been  the  improvement  throughout  that  that  portion  of  the  com- 
munity which  employs  midwives  will  no  longer  employ  one  who 
has  not  a  State  certificate;  so  much  have  they  recognized  the 
difference  of  the  new  condition  of  affairs  from  the  old. 

A  system  of  this  kind  efficiently  carried  out  it  would  seem  to  me 
were  far  and  away  better  than  that  of  a  system  of  prohibition  which 
in  itself  is  ineffectual  and  which  only  brings  apparent  results. 

One  of  the  requirements  in  Pennsylvania  for  an  approved  hospital 
for  interneship  is  that  the  hospital  shall  furnish  for  the  interne  a 
minimum  six  weeks  service  in  obstetrics.  The  result  of  this  require- 
ment has  been  the  opening  by  most  of  the  hospitals  of  the  State 
either  of  maternity  wards  or  the  building  of  separate  maternity 
buildings.  These  quarters  are  invariably  filled  to  overflowing  and  in 
many  instances  are  being  increased  in  capacity.  Who  can  tell  as  yet 
how  far  this  patronage  is  being  drawn  from  the  midwife's  clientele; 
undoubtedly  some  and  probably  a  very  great  deal  of  it  is  coming 
from  this  source.  Consequently  as  foreseen  by  the  Bureau  of  Med- 
ical Education  and  Licensure  this  requirement  of  the  approved 
hospitals  is  working  not  only  for  the  benefit  of  the  poor  and  the 
education  of  the  interne,  but  also  in  no  mean  degree  for  the  ultimate 
elimination  of  the  midwife. 

To  summarize  my  views: 

Theoretically  the  midwife  should  not  exist. 

The  time  has  not  come  when  it  is  possible  to  eliminate  her.     The 
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proper  thing  is  therefore  to  educate  those  already  in  the  field  and  to 
strictly  regulate  those  in  practice.  This  in  itself  will  lessen  their 
number  in  a  way  which  even  prohibition  will  not  do. 

The  education  of  new  midwives  or  the  admission  of  fresh  ones 
coming  from  other  countries  is  of  dubious  value. 

Hospitals  with  maternity  departments  and  maternity  hospitals 
should  be  developed  to  the  point  of  highest  efficiency  and  this  class  of 
patient  should  be  encouraged  to  go  to  them  for  help. 

A  lessening  of  the  number  of  midwives  by  the  elimination  of  the 
unfit  together  with  the  refusal  of  admission  to  any  or  possibly  but  a 
few  new  ones  and  the  placing  of  ample  service  of  maternity  hospitals 
and  maternity  wards  at  the  disposal  of  the  community,  will  go  a 
long  way  toward  eventually  doing  that  which  prohibition  cannot 
accomplish  in  the  elimination  of  the  midwife. 

2219  DeLancy  Place. 


PROGRESS  TOWARD  IDEAL  OBSTETRICS.* 

BY 
JOSEPH  B.  DeLEE,  M.  D., 

Chicago,  111. 

I  DESIRE  to  state  that  I  am  fundamentally  opposed  to  any  move- 
ment designed  to  perpetuate  the  midwife.     These  are  the  grounds: 

I.  The  midwife  destroys  obstetric  ideals.  She  is  a  drag  on  our 
progress  as  a  science  and  art; 

II.  The  midwife  is  not  absolutely  necessary  at  the  present  time; 
HI.  European  countries,  for  centuries,  have  been  trying  to  bring 

the  midwife  up  to  a  tolerable  standard  and,  measured  even  by  their 
low  ideals,  have  failed  miserably. 

I.  The  midwife  is  a  relic  of  barbarism.  In  civilized  countries  the 
midwife  is  wrong,  has  always  been  wrong.  The  greatest  bar  to 
human  progress  has  been  compromise,  and  the  midwife  demands  a 
compromise  between  right  and  wrong.  All  admit  that  the  midwife 
is  wrong;  it  has  been  proven  time  and  again  that  it  is  impossible  to 
make  her  right — further,  a  part  cannot  be  equal  to  the  whole,  and 
yet  there  are  those  who,  crying  expediency,  are  willing  to  foster 
_and  perpetuate  this  evil. 

There  is  here  a  struggle  between  expediency  and  idealism.  The 
midwife  has  been  a  drag  on  the  progress  of  the  science  and  art  of 
obstetrics.     Her  existence  stunts  the  one  and  degrades  the  other. 

*  Read  at  the  Sixth  Annual  Meeting  of  the  American  Association  for  Study 
and  Prevention  of  Infant  Mortality,  Philadelphia,  November  11,  19 15. 
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For  many  centuries  she  prevented  obstetrics  from  obtaining  any 
standing  at  all  among  the  sciences  of  medicine. 

Even  after  midwifery  was  practised  by  some  of  the  most  brilliant 
men  in  the  profession,  such  practice  was  held  opprobrious  and  de- 
graded. Less  than  loo  years  ago,  in  1825,  the  great  English 
accoucheur  Ramsbotham  complained  of  the  low  esteem  in  which 
he  was  held  by  his  brother  surgeons.  He  was  denied  admittance 
to  the  Royal  College  and  his  colleagues  would  not  dare  to  be  seen 
talking  to  him  on  the  street.  This  opprobrium,  to  a  decided  extent, 
still  attaches  to  the  accoucheur  and  his  work.  Obstetrics  is  held 
in  disdain  by  the  profession  and  the  pubHc.  The  pubhc  reasons 
correctly.  If  an  uneducated  woman  of  the  lowest  classes  may 
practise  obstetrics,  is  instructed  by  the  doctors  and  licensed  by  the 
State,  it  certainly  must  require  very  little  knowledge  and  skill — 
surely  it  cannot  belong  to  the  science  and  art  of  medicine. 

Ziegler  of  Pittsburgh  says,  "Both  the  teaching  and  practice  of 
obstetrics  are  generally  regarded  as  the  poorest  of  all  the  clinical 
branches  of  medicine.  There  must  be  a  reason  for  this.  The  lay 
public  will  continue  to  regard  with  indiflference  all  pleas  for  improve- 
ment in  the  teaching  and  practice  of  obstetrics  so  long  as  more  than 
50  per  cent,  of  confinements  are  in  the  hands  of  ignorant,  non- 
medical persons  who,  as  a  class,  are  regarded  as  capable  of  doing  the 
work  satisfactorily,  even  by  physicians,  among  whom  are  certain 
well-known  professors  of  obstetrics." 

Why  should  there  be  a  double  standard  in  obstetrics?  Is  there 
to  be  one  standard  for  midwives  and  one  for  doctors?  Should  there 
be  two  standards  of  skill  when  common  sense  and  science  demand 
only  one?  Would  the  surgeons  tolerate  a  renaissance  of  the  cutters 
for  stone?  Do  the  ophthalmologists  favor  a  school  for  the  instruction 
of  optometrists,  spectacle  fitters?  And  can  anyone  deny  that  the 
spectacle  vendor  does  much  less  harm  than  the  midwife?  Why  not 
train  the  chiropractors  and  Christian  Scientists  also?  They  do  as 
much  harm  as  the  midwife.  An  editorial  from  the  Illinois  Medical 
Journal  is  apropos : 

"Wants  Equal  Standards.  The  committee  on  medical  education 
of  the  lUinois  Medical  Society  in  its  last  report  calls  attention  to 
the  inequitable  provision  in  the  Illinois  statutes  which  exacts  certain 
requirements  of  preliminary  education  and  prescribed  medical 
courses  of  applicants  for  medical  licensure,  while  practitioners  of 
other  systems  of  healing  and  midwives  are  required  only  to  pass  an 
examination,  without  preliminary  educational  requirements.  It 
certainly  looks  like  class  legislation,  and  legislation  which  does  not 
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conserve  the  health  and  lives  of  the  people.  If  the  state  board  has 
power  under  the  present  practice  act,  and  we  think  that  it  has  such 
power,  to  exact  similar  educational  requirements  of  other  practi- 
tioners and  midwives,  we  hereby  recommend  that  this  be  done,  to 
the  end  that  all  licensures  shall  be  placed  on  an  equitable  footing." 

The  medical  schools  are  raising  the  standards  of  medical  teaching 
all  along  the  line.  Preliminary  education,  thorough  and  complete 
courses  in  all  branches,  even  a  fifth  or  hospital  year,  are  being  de- 
manded. And  yet  we  are  to  try  to  educate,  in  a  few  months,  an 
ignorant  woman  up  to  responsibilities  of  cases  with  mortalities 
which  would  stagger  the  best  of  surgeons.  Is  not  this  a  jump 
backward  and  should  we  subscribe  to  this  anomaly,  this  anachro- 
nism in  medicine? 

The  midwife  is  innocent  of  the  trouble  she  causes  and  of  the  high 
mortality  and  morbidity  among  the  mothers  and  babies.  It  is 
not  her  fault  that  she  is  allowed  to  practise  such  a  deUcate  profession, 
carrying  such  direful  responsibilities.  If  the  doctors  recognized 
the  dignity  of  obstetrics,  she  could  not  exist.  Engelman  says, 
"The  parturient  suffers  under  the  old  prejudice  that  labor  is  a 
physiologic  act,"  and  the  profession  entertains  the  same  prejudice, 
while  as  a  matter  of  fact,  obstetrics  has  great  pathologic  dignity — 
it  is  a  major  science,  of  the  same  rank  as  surgery. 

Certainly,  having  babies  is  a  natural  process  and,  in  the  intention 
of  nature,  should  be  a  normal  function,  yet  there  is  no  one  here  who 
can  deny  that  it  is  a  destructive  one.  We  all  know  that  even  natural 
deliveries  damage  both  mothers  and  babies,  often  and  much.  If 
child-bearing  is  destructive,  it  is  pathogenic,  and  if  it  is  pathogenic 
it  is  pathologic. 

I  do  not  have  to  go  far  to  prove  these  statements,  and  will  cite 
only  a  few  facts.  That  20,000  women  die  in  the  United  States 
every  year,  during  childbirth,  is  a  very  conservative  estimate. 
Hundreds  of  thousands  of  women  date  lifelong  invalidism  from  ap- 
parently normal  confinement,  and  our  local  findings  are  very  meager. 
A  few  of  the  less  prominent  but  proven  sequences  of  childbirth 
are:  laceration  of  the  cervix,  parametritis  postica,  chronic  metritis, 
sterility;  again,  laceration  of  the  perineum,  rectocele,  pelvic  conges- 
tion, patulous  vulva,  chronic  infection  of  the  vagina,  cervix,  uterus, 
etc. ;  again,  urethrocystocele,  cystitis,  ureteritis,  pyelitis,  nephritis — 
and  combinations  of  all  these,  leading  to  incurable  invalidism.  Of 
the  more  evident  damages,  prolapse  of  the  uterus  and  deviations 
of  this  organ  may  be  mentioned,  and,  let  this  be  emphasized,  these 
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admittedly  pathologic  sequences,  not  seldom,  but  often  follow  so- 
called  normal  labor. 

As  for  the  babies,  there  is  a  birth  mortality  of  at  least  3  per  cent, 
in  spontaneous  deliveries,  and  there  is  a  larger  percentage  of  brain 
injuries  than  can  be  proven  by  available  statistics. 

Thus  far  I  have  had  in  mind  only  natural  deliveries — so-called 
normal  labors.  Let  us  remember  the  complications  of  pregnancy 
and  labor,  placenta  previa,  eclampsia,  abruptio  placentae,  ruptura 
uteri — accidents  occurring  with  startling  suddenness  and  requiring 
instant  treatment.  They  have  a  mortality  of  from  15  to  80  per 
cent.,  as  high  if  not  higher  than  any  of  the  comphcations  of  surgery. 
And  we  are  to  trust  the  prevention  of  these  accidents,  these  diseases, 
these  deaths  to  ignorant  midwives! 

If  the  profession  would  realize  that  parturition,  viewed  with 
modern  eyes,  is  no  longer  a  normal  function,  but  that  it  has  imposing 
pathologic  dignity,  the  midwife  would  be  impossible  even  of  mention. 
The  double  standard  of  obstetric  practice  would  be  abandoned. 

It  is  a  general  complaint  of  obstetric  teachers  that  young  physi- 
cians will  not  adopt  obstetrics  for  their  specialty.  That  the  work 
is  hard,  that  obstetrics  is  a  jealous  and  exacting  mistress,  is  appre- 
ciated, but  neither  deters  the  young  man,  because  the  science  and 
art  of  obstetrics  are  the  most  interesting  and  gratifying  in  medicine. 
What  does  deter  him,  and  it  may  be  said  without  disparagement, 
is  the  fact  that  his  arduous  labor  and  sacrifice  of  time,  of  comfort  and 
self,  are  not  appreciated  and  requited  with  respect  and  remunera- 
tion. These  two  go  together.  If  the  pubUc  would  acknowledge 
the  dignity  of  his  specialty,  it  would  properly  remunerate  him  for  his 
services.  If  the  specialty  were  as  remunerative  as  the  other  depart- 
ments of  medicine,  it  would  attract  to  itself  a  large  number  of  young 
men.  The  capable  accoucheurs  instead  of  being  rare,  as  now, 
would  be  very  numerous,  and  the  mortality  and  morbidity  of  child- 
bearing  women  would  rapidly  approach  a  tolerable  minimum. 

But  as  long  as  the  medical  profession  tolerates  that  brand  of 
infamy,  the  midwife,  the  pubhc  will  not  be  brought  to  realize  that 
there  is  high  art  in  obstetrics  and  that  it  must  pay  as  well  for  it  as 
for  surgery.  I  will  not  admit  that  this  is  a  sordid  impulse.  It  is 
only  common  justice  to  labor,  self-sacrifice  and  skill. 

It  is  generally  admitted  that  more  women  die  during  confinement 
in  the  hands  of  doctors  than  among  midwives.  WilHams,  in  his 
remarkable  and  epoch-making  paper,  seems  to  have  demonstrated 
this  as  the  prevalent  opinion.  The  fact  that  only  40  per  cent,  of 
the  women  of  the  United  States  employ  midwives  does  not  explain 
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the  difference.  There  seems  to  be  actually  a  larger  number.  In 
England,  as  the  result  of  stricter  regulations  for  midwives,  their 
mortality  decreased,  but  the  total  mortality  throughout  the  land 
remained  about  the  same.  Would  these  seeming  facts  not  indicate 
that  the  standard  of  practice  of  the  doctors  required  raising,  and 
would  it  not  also  follow  that  we  could  save  more  lives  by  increasing 
the  number  of  skillful  accoucheurs?  The  energy  directed  to  the 
training  of  midwives  would  bring  greater  results  if  spent  on  the 
doctors.  This  would  improve  the  condition  of  the  60  per  cent. — • 
and  the  40  per  cent,  would  be  benefited  indirectly  also. 

We  are  to  educate  the  midwife  as  a  matter  of  expediency,  to  pro- 
vide a  Httle  better  care  for  the  poor,  the  ignorant  woman  or  foreigner, 
and,  we  are  told,  though  I  do  not  believe  it,  that  40  per  cent,  of  the 
women  in  America  must  have  midwives.  The  60  per  cent,  employ- 
ing doctors  are  well  to  do,  or  at  least  not  paupers — educated  and 
Americans. 

Now,  I  hope  I  will  not  be  misunderstood  in  what  I  am  going  to 
say.  1  will  take  second  place  to  no  man  or  woman  in  my  regard 
for  the  poor,  the  ignorant,  the  foreign  born,  childbearing  mother. 
Those  who  know  my  work  among  them  will  bear  witness  to  this. 
But  I  have  just  as  high  regard  for  the  well-to-do,  the  educated  and 
the  American  woman,  and  I  must  raise  my  voice  against  a  measure 
which,  I  am  convinced,  from  twenty-five  years  of  deep,  close  obser- 
vation and  study,  will  tend  to  jeopardize  her  health  and  her  life. 
While  we  may,  by  educating  midwives,  improve  somewhat  the  con- 
dition of  the  40  per  cent,  we  will  delay  progress  in  ameliorating  the 
evil  conditions  under  which  the  60  per  cent,  now  exist.  For  every 
life  saved  in  the  40  per  cent.,  we  wdll  lose  many  more  in  the  60  per 
cent. 

Ideas  and  ideals  are  the  hardest  things  in  the  world  to  establish, 
but  once  established,  they  are  impossible  of  eradication  and  they 
raise  the  plane  of  human  existence.  It  is,  therefore,  worth  while 
to  sacrifice  everything,  including  human  life,  to  accomplish  the 
ideal.  Witness  what  is  going  on  in  Europe!  Knowing  this,  I  am 
willing  for  the  time  to  close  my  eyes  to  what  the  midwives  are 
doing,  and  establish  high  ideals.  Then  all,  poor  and  ignorant,  as 
well  as  rich  and  educated — ^the  40  per  cent,  as  well  as  the  60  per 
cent. — will  enjoy  the  benefits  of  improved  conditions. 

In  all  human  endeavor  improvement  begins  at  the  top  and  slowly 
percolates  down  through  the  masses.  One  man  runs  ahead  of  the 
crowd  and  plants  a  standard,  then  drives  the  rest  up  to  it.  Search 
history,  biblical  and  modern,  and  this  fact  stands  out  brilliantly. 
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Philanthropic  workers,  everywhere,  are  convinced  that  remedial 
measures,  meeting  conditions  as  they  exist,  only  salve  the  sores  of 
society  and  perpetuate  the  underlying  evils. 

II.  The  midwife  today  is  not  an  absolute  necessity.  The  midwife  is 
slowly  disappearing  in  America.  In  the  rural  districts  of  Illinois 
she  is  almost  unknown.  Dr.  A.  E.  Diller  of  Aurora  found  some  of 
the  counties  did  not  have  a  single  midwife,  they  were  only  in  the 
larger  towns  and  cities.  The  secretary  of  the  Illinois  State  Board 
of  Health  says  that  about  1200  midwives  are  registered,  of  which 
900  are  in  Chicago. 

Of  the  loi  counties  in  the  state  of  Ilhnois,  Dr.  Diller  received 
statistics  from  eighty-seven.  There  were  no  births  registered  by 
midwives  in  thirty-seven  counties,  which  means  that  there  are  no 
midwives  in  these  counties.  Of  the  55,187  births  registered  in  the 
state  outside  of  Chicago  the  past  year,  51,832  were  registered  by 
doctors  and  3,353  by  midwives. 

There  are  201  midwives  registered  in  Indiana,  of  which  125  are 
in  the  larger  cities,  a  few  in  the  rural  districts.  Statistician  Carter 
of  the  State  Board  of  Health  considers  them  dispensable. 

Dr.  Bracken  of  the  ^Minnesota  State  Board  of  Health  also  considers 
midwives  dispensable  and  believes  it  feasible  to  abolish  them.  He 
says  they  do  not  practise  in  country  districts,  but  only  among  the 
crowded  communities  of  foreigners. 

Dr.  G.  H.  Matson  of  Ohio  says  that  midwives  are  still  employed 
by  foreigners  and  not  in  rural  districts.  He  believes  it  possible  to 
abolish  them. 

Dr.  St.  Clair  Drake  of  the  State  Board  of  Health  of  Illinois  be- 
lieves we  cannot  abohsh  them,  and  that  we  should  train  them. 

The  subjoined  was  published  in  the  Journal  of  the  A.  M.  A. 

country  practitioners  please  notice 

To  the  Editor: — The  undersigned,  for  the  purposes  of  a  paper  on 
the  midwife  question  in  America,  is  very  anxious  to  get  information 
relative  to  the  number  of  midwifes  in  country  (farming,  lumber, 
mining)  districts,  in  small  villages  and  towns. 

Would  the  doctors  in  such  districts,  villages  and  towns  kindly 
jot  down  on  a  postal  card  answers  to  the  following  questions  and 
mail  to  me? 

1.  How  many  midwives  practise  in  your  vicinity? 

2.  Do  yon  consider  the  midwives  a  necessity  in  your  neighbor- 
hood? 

Any  other  information  will  be  gratefully  received. 
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Fifty-one  replies  were  received,  and  I  here  again  thank  those 
physicians  who  took  the  trouble  to  answer  the  questions.  The 
doctors  write  from  the  following  states:  Pennsylvania,  Virginia, 
North  Dakota,  Illinois,  Wyoming,  Iowa,  Arkansas,  Ohio,  Minnesota, 
Kentucky,  Tennessee,  Texas,  Indiana,  Wisconsin,  Vermont,  Mis- 
souri, Oklahoma,  California,  West  Virginia,  Utah,  Alabama,  Massa- 
chusetts and  Washington. 

Twenty-four  doctors  say  there  are  no  midwives  in  their  vicinity. 
In  El  Paso,  Texas,  twenty  to  forty  practise  among  the  Mexicans. 
In  North  Dakota  midwives  do  not  exist  in  the  \dllages  but  do 
practise  in  the  country.  Dr.  Daca  of  Reeder,  North  Dakota,  con- 
siders them  a  necessity,  as  also  does  Dr.  Ames  of  Mt.  Grove,  Missouri 
— both  because  of  the  distances.  Dr.  Giannini  of  Kettle  Island, 
Kentucky,  because  of  the  mountainous  country,  also  says  they  are 
needed.  Of  the  fifty-one,  only  five  physicians  say  the  midwife  is 
necessary;  forty-four  hold  her  entirely  dispensable;  two  are  doubt- 
ful. Most  of  these  forty-four  practise  in  districts  where  it  is  many 
miles  to  the  doctor,  and  yet  they  find  that  they  get  along  without 
midwives. 

From  these  facts  and  opinions  we  may  decide  that  rural  districts 
get  along  without  midwives  very  well,  that  these  women  do  not 
exist  in  a  larger  part  of  the  country.  It  may  therefore  be  said  that 
we  do  not  have  to  train  midwives  to  care  for  the  rural  districts. 
In  the  crowded  communities,  especially  industrial  centers  employ- 
ing foreigners  speaking  an  alien  language,  the  midwife  thrives,  but 
because  she  thrives  we  may  not  conclude  she  is  indispensable.  It 
is  exactly  in  crowded  communities  that  our  substitute  agencies 
are  able  to  work  with  their  greatest  efficiency. 

What  has  been  done  to  take  the  midwife's  place? 

In  the  larger  cities,  Boston,  New  York,  Philadelphia,  Baltimore, 
Pittsburgh,  Chicago,  substitute  agencies  are  supplanting  her,  and 
what  is  still  more  hopeful,  even  the  poor  foreigner  is  becoming  en- 
lightened as  to  the  value  of  medical  attendance  and  is  demanding  it. 
By  supplying  midwives  we  will  keep  these  women  longer  in  their 
ignorance.  The  Prenatal  Clinics  in  Boston  indicate  the  marvellous 
possibihties  in  this  direction.  To  those  unfamiliar  with  this  work, 
the  articles  by  Dr.  Arthur  B.  Emmons  and  Miss  Mary  Beard  will 
prove  highly  illuminating. 

What  is  being  done  in  Boston  is  also  done  in  other  large  cities  and 
can  be  done  in  every  city,  town  and  village  in  this  country.  While 
the  effort  required  to  accomplish  all  this  will  be  greater  than  that 
to  give  a  few  midwives  a  smattering  of  obstetric  knowledge,  the 
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amount  of  good  attained  will  be  immeasurably  superior,  and  what 
is  more,  it  is  a  permanent  improvement  in  obstetrics — real  progress. 

Since  poverty  is  given  as  the  cause  for  the  perpetuation  of  the 
midwife,  let  us  see  if  there  be  not  some  way  to  eliminate  poverty, 
at  least  as  far  as  childbirth  is  concerned. 

The  free  maternity  hospital  will  take  a  certain  number — always 
small,  however,  but  still  growing  each  year — as  the  demand  among 
the  people  for  experienced  accoucheurs  increases.  The  number  of 
beds  in  hospitals  for  women  of  moderate  means  is  also  increasing 
rapidly.  The  free  dispensaries — ^or  out  cHnics — are  now  caring  for 
a  very  large  percentage  of  the  cases.  Accurate  statistics  are  very 
hard  to  obtain.  I  would  guess  that  in  Chicago,  about  one-fifth  of 
the  births  are  cared  for  by  institutions  of  the  dispensary  type. 

The  Peter  Bent  Brigham  Hospital  allows  Sio  per  case  to  young 
physicians. 

Why  not  endowed  accoucheurs  as  there  are  endowed  visiting 
nurses?  The  city,  the  county,  the  state  could  well  afford  to  sub- 
sidize the  accoucheur,  if  private  philanthropy  did  not  assume  the 
burden.  Maternity  insurance  has  been  suggested,  and  if  sickness 
insurance  comes  into  vogue,  provision  for  the  maternity  case  will 
surely  be  incorporated. 

The  Visiting  Nurses  do  an  immense  amount  of  real  good  in  mater- 
nity work.  They  provide  a  degree  of  prenatal  care  that  is  unrecog- 
nized in  our  journals.  They  get  neighborhood  physicians  to  attend 
the  women  during  labor,  while  they  care  for  both  mother  and  baby 
afterward. 

There  are  thousands  of  young  physicians,  who  would  take  cases 
now  cared  for  by  midwives,  were  it  not  considered  undignified  work — 
and  also  undignified  to  accept  such  a  small  fee  for  the  service. 

In  the  mining  and  factory  communities  physicians  employed  by 
the  companies  can  and  do  care  for  the  wives  of  many  of  the  workers. 
With  all  these  agencies  at  w^ork,  it  is  not  an  unattainable  dream  to 
furnish  good  obstetric  care  for  all  women.  The  midwife  can  be 
dispensed  with,  she  is  being  gradually  eUminated.  I  feel  certain 
that  if  every  midwife  in  America  were  to  vanish  today,  before  the 
week  end  every  woman  in  the  United  States  would  be  cared  for — 
and  cared  for  much  better  than  she  is  today. 

III.  //  is  impossible  to  train  the  midwife  sufficiently  to  make  her  a 
safe  person  to  attend  labor  cases.  After  what  has  been  said  it  is  super- 
fluous to  dilate  on  this  point.  Obstetrics  is  a  major  science.  It 
requires  the  highest  kind  of  skill,  in  addition  to  much  knowledge, 
to  do  even  tolerable  work.     The  high  class  of  work  and  superior 
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knowledge  required  of  the  Infant  Welfare  Nurses,  the  Child  Saving 
Societies,  Public  Health  movements,  all  these  throw  into  relief  the 
impossibility  of  training  the  midwife  for  any  good  purpose. 

But  all  these  arguments  are  unnecessary  and  insult  one's  intelli- 
gence. 

Finally,  we  have  the  experience  of  others.  Europe  has  tried  to 
educate  midwives  for  many  centuries,  and  has  failed  signally. 
Ekstein,  of  Teplitz,  Austria  has  been  chairman  of  the  midwife  com- 
mittee of  the  German  Gynecologic  Society  for  years.  He  is  editor 
of  a  midwife's  annual.  He  calls  the  midwife  situation  in  Austria 
and  Germany  a  state  of  misery,  and  envies  us  our  conditions  here. 
I  have  visited  many  European  clinics  and  I  am  convinced  that  the 
reason  they  are  so  far  behind  ours  in  their  obstetric  technic,  is 
because  of  the  presence  of  the  midwife  and  the  low  ideal  she 
establishes. 

In  Europe  the  midwife  has  more  standing  than  she  has  in  this 
country;  the  laws  she  must  obey  are  stricter,  they  are  enforced 
better  than  they  could  possibly  be  enforced  here;  she  receives  a 
two-year's  training  in  the  best  maternities  under  the  world-famed 
professors;  she  has  to  take  post-graduate  courses  every  few  years; 
sheis  under  the  direct  supervision  of  the  health  physicians — and  they 
supervise;  and  yet  an  authority  on  midwives  calls  the  situation 
miserable! 

If  the  medical  profession  fails  to  establish  tolerable  conditions  in 
Germany,  can  we  hope  to  succeed?  And  if  we  do  succeed,  what 
have  we  accomplished?  The  answer  to  this  question  will  be  found 
in  the  foregoing. 

I  would  refer  to  the  paper  of  Emmons  and  Huntington  of  Boston, 
read  in  Chicago  four  years  ago.     Their  ideas  are  identical  with  mine. 

I  conclude.  I  am  heart  and  soul  opposed  to  any  measure  which 
is  calculated  to  perpetuate  the  midwife.  In  educating  her  we  assume 
the  responsibility  for  her;  we  lower  standards,  we  prostitute  ideals, 
we  compromise  with  wrong,  and  I  for  one  refuse  to  be  particeps 
criminis.     We,  for  the  lesser  evil,  lose  the  greater  good. 

Finally,  she  is  not  a  necessity.  The  rural  districts  are  already 
getting  along  very  well  without  her.  The  foreign  population  of  the 
cities  is  being  taken  care  of  better  every  year,  and  as  their  education 
improves,  will  also  learn  to  do  without  her. 
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THE  PRENATAL  PROBLEAI  AND  THE  INFLUENCE  WHICH 

MAY  FAVORABLY  AFFECT  THIS  PERIOD  OF  THE 

CHILD'S  GROWTH.* 

BY 

MRS.  MAX  WEST, 
Washington,  D.  C. 

Those  of  you  who  were  present  at  the  meeting  of  this  Association 
in  Boston  last  year  will  remember  that  the  attention  of  that  meeting 
was  directed  on  several  occasions,  notably  by  Dr.  Williams  in  his 
presidential  address,  to  the  subject  of  prenatal  care,  as  being  one  of 
the  most  important,  and  largely  neglected  or  unrecognized  factors,  in 
the  prevention  of  the  early  infant  mortality,  whose  causes  reach  back 
into  conditions  affecting  the  mother  before  childbirth. 

This  year  we  are  approaching  the  matter  from  a  slightly  different, 
though  closely  related  viewpoint,  namely,  to  inquire  what  prenatal 
care  will  do  to  prevent  or  decrease  the  weakness,  illness  and  deficiency 
of  the  infants  who  manage  barely  to  survive  the  conditions  which  kill 
so  many  others.  One-third  of  the  infants  who  die  in  the  first  year  of 
life,  die  in  the  first  month,  from  congenital  debility,  prematurity  or 
accident  at  birth  and  the  like,  or  from  some  disease  in  the  mother; 
but  no  one  has  even  been  able  to  count  the  babies  who  never  live  at 
all,  and  those  who,  though  they  may  live  through  the  first  month,  are 
more  or  less  permanently  injured  and  disabled  by  these  same  causes. 
These  puny,  ill-conditioned  babies  crowd  our  welfare  stations  and 
hospitals;  many  of  them  die  in  later  infancy;  many  succumb  in 
childhood  to  some  form  of  acute  illness,  against  whose  inroads  they 
have  but  slight  power  of  resistance;  others  live  to  recruit  our  insti- 
tutions for  sick,  crippled,  deficient  and  defective  children;  still 
others  live  on  dragging  out  enfeebled  existence  possibly  becoming 
finally  the  progenitors  of  weaklings  like  themselves. 

I  take  it  then  that  the  question  that  the  eugenicist  is  particularly 
concerned  with  to-day  is  to  inquire  what  prenatal  care  will  do  to 
remove  this  handicap,  so  far  as  it  is  removable.  To  what  extent  and 
in  what  particulars  can  we  hope  to  forestall  infant  weakness,  illness, 

*  Read  before  the  Sixth  Annual  Meeting  of  the  American  Association  for 
Study  and  Prevention  of  Infant  Mortality,  Eugenics  Section,  Philadelphia, 
November  ii,  1915. 
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and  deficiency  of  development,  and  to  increase  the  proportion  of 
healthy,  well-born  children,  who  shall  grow  to  full  and  normal  matur- 
ity fit  to  be  the  progenitors  of  a  vigorous  and  virile  line,  by  surround- 
ing the  prospective  mother  with  every  known  condition  for  her  phys- 
ical and  mental  well-being  during  the  months  of  pregnancy. 

Let  us  then  hastily  run  over  the  already  proved  results  of  prenatal 
care  as  demonstrated  in  the  various  experiments  now  being  carried 
on,  and  see  what  hopeful  augury  for  the  future  may  be  gleaned  from 
this  experience. 

The  first  proposition  I  wish  to  submit  is  that  maternal  illness  and 
suffering  may  be  greatly  reduced  and  much  of  it  prevented  altogether 
by  the  intelligent  application  of  prenatal  care.  This  seems  to  me  to 
be  a  point  of  great  significance  to  the  eugenicist. 

The  child  within  the  mother's  body  is  dependent  entirely  upon  the 
mother  for  the  materials  for  growth,  and  it  is  only  through  the  sub- 
stances conveyed  in  the  maternal  circulation  that  the  mother  can 
affect  the  child  for  good  or  ill  during  pregnancy.  It  is  therefore  a 
simple  proposition  requiring  no  demonstration,  that  a  healthy 
mother,  who  has  enough  suitable  food  to  eat,  who  is  not  overworked, 
overtired  or  overstrained,  who  is  relieved  of  worry,  who  has  time  for 
exercise  out  of  doors,  who  takes  plenty  of  sleep  and  who  is  kept  free 
from  illness,  or  whose  illnesses  are  promptly  relieved,  in  short,  one 
whose  various  bodily  processes  are  carried  on  in  the  highest  degree  of 
health  will  be  more  likely  to  send  into  her  own  blood  stream  the  right 
sort  of  nutritive  material  for  the  building  of  a  sound  and  normal 
infant.  On  the  other  hand,  it  is  equally  plain  that  a  mother  who  is 
continually  surrounded  by  unfavorable  conditions  will  hardly  be 
able  to  furnish  the  proper  food  elements  either  in  quantity  or  quality, 
and  that  as  a  natural  and  inevitable  consequence  the  baby  will  be 
unable  to  draw  from  the  maternal  blood  stream  the  necessary  food 
for  complete  and  perfect  development.  The  result  is  a  weakened  and 
impoverished  infant,  not  to  mention  a  weakened  and  debilitated 
mother. 

These  are  conditions  of  practical  importance.  The  child  who  has 
been  half  starved  during  the  nine  momentous  months  before  birth,  or 
deprived  of  a  healthy  intrauterine  development  because  of  the  ill- 
ness or  overwork  of  the  mother,  is  hardly  less  likely  to  become  a 
social  derelict  than  the  one  who  has  an  inheritance  of  morbidity 
and,  therefore,  it  takes  only  ordinary  intelligence  to  recognize 
the  wisdom  of  giving  prenatal  care  at  least  a  full  and  fair 
test.  If  the  widespread  application  of  complete  and  standardized 
methods  of  antenatal  hygiene  to  women  awaiting  childbirth  will  have 
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the  result  that  we  have  good  reason  to  believe  it  will  have  of  raising 
the  standard  of  maternal  health  and  removing  from  our  infant  popu- 
lation some  part  of  the  burden  of  physical  inefficiency  which  it  now 
carries,  then  every  eugenicist  will  hail  its  establishment  with  joy,  for 
he  will  see  in  it  some  shortening  of  his  long  task. 

The  great  importance  of  the  conservation  of  maternal  health  be- 
fore, during  and  after  childbirth  is  emphasized  in  an  important 
English  report,  just  issued  for  1914-1915,  written  by  Doctor  Arthur 
Newsholme,  Medical  Officer  of  the  Local  Goverment  Board.  Doctor 
Newsholme's  report  gives  a  carefully  analyzed  statement  of  the  ma- 
ternal mortality  connected  with  childbearing,  and  discusses  the  con- 
ditions leading  to  this  mortality,  together  with  a  consideration  of 
public  health  administration  bearing  upon  the  subject.  Students 
can  hardly  do  better  than  to  read  tliis  most  instructive  report,  as 
showing  the  fact  that  the  protection  of  mothers  and  the  function  of 
motherhood  have  become  matters  of  grave  concern  to  England. ' 

Conceding,  if  you  please  then,  that  it  is  of  prime  importance  to 
estabhsh,  conserve,  and,  if  necessary,  rebuild  the  mother's  health, 
to  use  every  known  means  to  make  her  most  efficient  for  the  function 
of  child-bearing,  what  then  will  be  the  resulting  effect  upon  the  child? 
The  first  and  most  striking  result  will  be  the  production  of  a  greater 
proportion  of  live-born,  full-term  babies.  It  is  hardly  necessary  to 
pause  here  to  adduce  the  figures  in  proof  of  the  fact  of  the  great  re- 
duction in  the  number  of  miscarriages,  premature  births  and  stillbirths 
resulting  from  the  super\dsion  of  pregnancy.  The  facts  are  well 
understood  and  figures  are  given  in  detail  in  the  proceedings  of  this 
Association  for  last  year  and  the  preceding  year.  Babies  carried  to 
term,  it  is  needless  to  say,  will  be  stronger  and  better  fitted  for  life 
than  otherwise. 

The  second  important  result  of  prenatal  care  is  that  the  babies  of 
supervised  pregnancies  are  somewhat  above  the  average  in  weight. 
In  the  work  of  the  Boston  Prenatal  Committee,  the  average  weight 
of  the  babies  of  supervised  mothers  was  7  pounds,  11  ounces,  and 
this  average  included  the  weight  of  premature  babies.  This  gain  of 
from  4  to  8  ounces  in  weight  over  the  ordinary  average  is  a 
distinct  advantage  to  the  baby,  as,  within  reasonable  limits,  the 
larger  a  baby  is  at  birth,  the  better  the  start  he  has. 

The  third  point  is  that  prenatal  care  increases  the  number  of 
breast-fed  babies.  The  result  comes  about  from  the  fact  that  the 
mother  is  better  fed  during  a  supervised  pregnancy,  her  health  is 
conserved  by  suitable  care,  her  breasts  and  nipples  are  properly 
treated,  and  also  from  the  fact  that  intelligent  prenatal  care  in- 
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evitably  leads  to  improved  obstetrical  and  postnatal  nursing  care,  so 
that  the  maternal  function  is  not  allowed  to  lapse.  Testimony  on 
this  point  is  given  by  many  organizations.  In  Boston  about  85  per 
cent,  of  all  babies  of  supervised  mothers  were  breast-fed  at  the  end 
of  one  month;  and  93.5  per  cent,  of  those  supervised  by  the  New 
York  Milk  Committee.  I  do  not  need  to  take  the  time  of  this  audi- 
ence to  recite  the  advantages  of  breast  feeding.  It  may  be  taken 
for  granted  that  every  one  here  will  concede  that  the  natural  method 
of  feeding  is  perhaps  the  biggest  single  postnatal  factor  necessary  to 
the  rearing  of  a  race  of  better  babies. 

Unusually  striking  testimony  to  the  general  value  of  the  super- 
vision of  pregnancy  and  the  provision  of  proper  care  before  and 
during  childbirth  is  furnished  by  an  article  by  Dr.  Pinard  in  the 
Bulletin  of  the  Academy  of  Medicine  in  Paris,  for  February,  1915. 
Dr.  Pinard  says: 

"A  central  ofl&ce  for  the  assistance  of  mothers  and  infants  was 
organized  on  the  principle  that  during  a  war  and  as  long  as  an 
army  is  kept  mobiUzed  every  woman  without  adequate  means 
who  is  pregnant  or  has  a  child  under  three  years  of  age,  should  be 
assured  the  social,  medical  and  legal  protection  to  which  she  has  a 
right  in  civilized  society.  Never  have  pregnant  women  been  so 
well  cared  for;  74  per  cent,  of  the  16,579  childbirths  during  the  first 
five  months  of  the  war  were  in  institutions,  some  improvised  to 
serve  as  maternities  during  the  war.  Never  have  all  the  parturients 
and  young  children  had  so  much  done  for  their  welfare  as  in  Paris 
at  this  time.  Comparing  the  figures  with  those  of  the  previous  year, 
the  result  is  shown  in  a  much  lower  morbidity  and  mortality  and 
there  were  only  45  foundlings  to  662  in  the  same  period  in  the  pre- 
\4ous  year,  and  all  this  notwithstanding  the  anxiety  of  the  mothers 
with  the  dear  ones  in  the  trenches.  All  the  women  delivered  in  the 
institutions  were  able  to  nurse  their  babies  at  first.  The  maternal 
mortality  was  about  20  per  cent,  less  than  that  of  the  same  period 
in  1913,  and  the  infant  mortality  was  30  per  cent.  less.  The  number 
of  infants  abandoned  by  their  parents  is  less  by  about  half.  It  may 
also  be  said  that  the  infants  of  19 14  were  superior  to  those  of  previous 
years.  Their  weight,  which  averages  15  per  cent,  higher  than  that 
of  the  infants  of  the  previous  years,  proves  this  incontestably.  Re- 
sults such  as  these,  obtained  during  a  period  of  distress  and  trouble 
show  what  can  be  done  in  the  future  during  peace  and  ordinary 
industry  for  the  future  of  the  race." 

Leaving  the  soHd  basis  of  proved  results  for  a  moment  for  the  less 
secure  ground  of  speculation,  it  is  interesting  to  find  more  than  one 
writer  hinting  at  the  possibilities  of  prenatal  care  in  the  prevention 
of  mental  defect.     Dr.  H.  B.  Sheffield  says:     {The  Backward  Baby.) 
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"There  is  ample  reason  for  the  belief  that  the  anteconceptional 
deficiencies  in  the  germ-plasm  which  are  productive  of  amentia  in 
the  child  may  be  the  result  not  only  of  neuropathy  in  the  parents 
but  also  of  other  pathologic  states,  more  especially  tuberculosis, 
cancer,  syphihs,  and  the  like,  the  toxins  of  which  acting  as  poisoning 
and  deteriorating  agents  upon  the  germ  cells,  the  embryo  and  fetus  and 
arresting  their  normal  development.  *  *  *  The  postconceptional 
causes  of  mental  deficiency  acting  upon  the  embryo  and  fetus  are  as 
prolific  as  and  possibly  more  so  than  those  exerting  their  influence 
through  heredity.  Notwithstanding  the  purity  and  normal  activity 
of  the  parental  germ-plasm,  it  may  yet  fail  in  its  destiny,  if  the  soil 
in  which  the  seed  is  to  grow  is  lacking  in  the  essential  prerequisites 
for  healthy  growth  and  development.   *  *  * 

"No  definite  statistics  have  thus  far  been  adduced  to  show  the 
degree  or  extent  of  the  beneficial  influence  of  antenatal  hygiene 
upon  the  mentality  of  the  offspring,  but  some  approximate  estimate 
can  be  obtained  by  analogy,  when  we  compare  the  weight  and  phys- 
ical power  of  resistance  of  babies  born  under  favorable  conditions 
with  those  born  of  mothers  who  up  to  the  last  moment  of  pregnancy 
were  exposed  to  hardship  and  struggle  for  existence." 

Dr.  Walter  Fernald  has  called  attention  in  a  recent  paper  to  the 
need  for  intensive  pathological  research  into  the  nonhereditary  or 
environmental  group  of  cases  of  feeble-mindedness  concerning  which 
there  is  little  or  no  exact  knowledge. 

Closely  connected  with  this  matter  is  the  subject  of  the  mental 
defects  of  infants  due  to  brain  injuries  at  birth.  Dr.  E.  W.  Ryerson, 
of  Chicago,  states  that  these  are  very  common  and  frequently  pass 
unrecognized.  The  general  improvement  of  obstetrical  procedure, 
which  is  everywhere  recognized  to  be  one  of  the  most  important 
objects  of  prenatal  care  and  education  would  tend  to  prevent  a 
certain  number  of  these  cases. 

Summarizing  then,  prenatal  care,  it  appears,  will  result  in  the 
saving  of  many  lives,  both  of  mothers  and  of  babies;  it  will  result 
in  greatly  improved  maternal  health,  leading  to  a  great  increase  in 
the  capability  of  breast  feeding;  as  a  corollary  to  these  facts,  pre- 
natal care  will  tend  to  the  production  of  a  race  of  vigorous,  normal 
babies,  who  shall  start  out  with  the  full  development  of  organs  and 
functions.  Furthermore,  since  improved  prenatal  care  ine\dtably 
involves  and  includes  the  provision  of  the  right  sort  of  obstetrical 
and  nursing  care  at  birth,  and  during  the  lying-in  period,  it  will  work 
toward  the  reduction  of  injuries,  neglect  and  mistaken  practices, 
which  will  finally  reduce  the  number  of  blind  babies  and  of  babies 
who  suffer  unnecessary  harm  to  the  brain  and  spinal  cord  at  this 
period. 

Granting  then   that  prenatal  care  is  sufficiently  productive  of 
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permanent  good  to  make  it  worth  while  to  follow  it  up,  and  to  ex- 
tend it,  both  for  the  sake  of  its  known  and  its  unknown  possibili- 
ties, it  remains  to  inquire  what  are  some  of  the  more  important 
problems  to  be  met  in  this  work. 

The  nursing  side  of  prenatal  care  is  already  quite  widely  in  opera- 
tion and  presents  no  special  problems  save  those  of  ways  and  means. 
The  number  of  organizations  employing  one  or  more  prenatal  nurses 
is  constantly  increasing  and  the  instruction  they  give  is  more  nearly 
standardized,  probably,  than  any  other  part  of  this  work.  Recent 
reports  made  to  the  Children's  Bureau  of  the  U.  S.  Dept.  of  Labor, 
show  that  agencies  in  at  least  260  cities  are  carrying  on  this  work. 
What  is  chiefly  needed  is  more  money  for  more  nurses;  more  and 
better  equipment  and  facilities  for  applying  the  already  well-under- 
stood and  productive  hygienic  advice  to  all  the  women  who  need 
it.  Especially  from  the  rural  districts  comes  the  cry  for  the  \dsiting 
nurse.  Nowhere  is  she  more  sorely  needed  and  nowhere  more  wanted 
or  more  useful.  This  demand  looks  like  a  large  one,  but  the  exten- 
sion of  present  working  methods  is  a  sUght  task  compared  with  the 
institution  of  new  and  untried  methods,  which  were  undertaken 
and  carried  through  by  the  earliest  prenatal  workers. 

On  the  medical  side  of  prenatal  care  many  and  serious  problems 
arise.  The  cooperation  of  obstetricians  with  the  nursing  service, 
through  clinics  and  otherwise  is  proceeding  quite  satisfactorily.  But 
the  great  question  of  how  to  place  really  scientific  medical  and  obstet- 
rical care  at  the  disposal  of  all  pregnant  women  in  the  country  is  yet 
almost  entirely  unsolved.  In  addition,  there  remains  the  vast  unex- 
plored field  of  questions  regarding  the  physiology  and  pathology  of 
pregnancy  which  can  be  answered  only  by  medical  research,  as  Dr. 
Williams  and  others  have  pointed  out,  notably  of  Dr.  DeLee  in 
his  paper  at  yesterday's  session.  The  London  Lancet  has  lately 
pubUshed  an  important  article  by  Dr.  Amand  Routh,  urging  upon 
the  medical  profession  the  great  ne'cessity  of  more  careful  attention 
to  the  health  of  the  expectant  mother,  and  a  study  of  morbid  condi- 
tions affecting  her  and  through  her  the  unborn  child.  Dr.  Wilhams 
brought  out  the  same  necessity  in  his  paper  on  the  limitations  and 
possibilities  of  prenatal  care  last  year,  especially  as  regards  syphilis. 
There  are  the  medical  problems  presented  by  alcohoHsm,  lead  and 
other  forms  of  poisoning,  the  effect  of  the  employment  of  the  pros- 
pective mother  upon  embryonic  and  fetal  development,  and  many 
others.  There  is  for  example  the  great  problem  of  the  improvement 
of  obstetrical  practice  and  teaching,  involving  the  medical  colleges, 
medical  students  and  the  midwife.  There  is  an  infinitude  of  work  on 
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this  phase  of  prenatal  work  yet  to  be  done,  but  the  problems  involved 
are  not  hopeless,  and  certainly  it  is  not  fair  to  say  that  the  potentiali- 
ties of  prenatal  care  have  been  measured  while  so  much  remains  to 
be  done. 

On  the  social  side  there  are  still  many  and  equally  pressing 
questions. 

These  are  the  practical  difl&culties  that  every  prenatal  worker 
constantly  faces  and  which  baffle  and  discourage.  Of  what  use  is  it 
to  insist  that  pregnant  women  shall  have  plenty  of  nourishing  and 
appetizing  food,  soup,  fresh  meat,  eggs,  vegetables,  milk,  fruit  and 
the  like,  when  the  whole  family  lives  upon  potatoes  and  baker's  bread 
for  its  entire  ration?  Where  is  the  good  food  to  come  from?  Nor 
is  it  any  more  reasonable  to  insist  that  a  poor  pregnant  woman  shall 
have  plenty  of  rest  in  the  last  two  months  of  pregnancy  when  she  has 
all  the  work  of  the  family  on  her  shoulders,  or  when  her  giving  up 
some  gainful  outside  occupation  for  the  rest  so  vitally  necessary  re- 
duces the  family  income  below  a  living  level. 

It  is  futile  to  insist  upon  her  presenting  herself  at  the  chnic  at 
stated  intervals  or  to  beg  her  to  leave  home  for  two  or  three  weeks  at 
confinement  if  there  is  a  family  of  small  children  to  be  left  alone  at 
home  and  an  overworked  and  underfed  husband — helpless  before  the 
added  burden,  if  there  is  no  practical  relief  in  sight.  This  opens  the 
whole  question  of  maternity  insurance. 

The  conditions  which  press  heavily  upon  so  many  women  in 
crowded  tenement  districts  in  large  cities  have  their  prototype 
in  country  districts  as  well.  Dr.  Dorothy  Reed  Mendenhall,  a 
lecturer  in  the  extension  division  of  the  University  of  Wisconsin, 
says: 

"In  districts  where  the  servant  class  is  unknown  and  the 
income  of  the  average  farmer  is  only  $500  or  $600  a  year,  it 
is  absurd  for  us  to  preach  rest  and  the  dangers  of  overwork  to 
women  on  whom  depend  the. washing,  scrubbing,  cooking,  sew- 
ing, and  caring  for  a  family  often  of  large  size.  The  average 
book  or  pamphlet  on  hygiene  for  the  prospective  mother  does  not 
furnish  much  help  for  the  mother  of  six  when  it  tells  her  that  she 
must  not  do  any  heavy  manual  work  and  that  she  should  enter  a  hos- 
pital if  she  cannot  secure  the  services  of  a  competent  physician.  In 
many  instances  she  has  to  do  heavy  work  or  see  her  family  suffer, 
and  she  unfortunately  cannot  leave  her  children  to  the  care  of  the 
hired  man,  as  the  farmer  does  his  stock,  if  a  hospital  were  near 
enough  to  be  of  service  to  her." 

It  is  such  questions  as  these,  that  confront  every  prenatal  worker. 
They  ramify  into  every  part  of  our  social  and  industrial  life.  In 
the  last  analysis  they  are  the  problems  that  follow  in  the  train  of 
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poverty  and  ignorance  and  can  be  answered  only  by  the  spread 
of  education,  and  the  satisfactory  adjustment  of  social  and  eco- 
nomic conditions.  But,  however  discouraging  this  problem  appears, 
I  beg  to  submit  that  prenatal  work  is  possibly  more  hopeful  and 
encouraging  than  any  other  form  of  social  work.  The  immediate 
work  of  prenatal  care  is  not  expensive  nor  difficult.  Very  much  can 
be  accomplished  without  great  expenditure,  and  the  necessary 
hygienic  instruction  is  within  the  compass  of  ordinarily  intelUgent 
persons.  The  amount  of  good  that  can  be  done  is  sometimes  in 
gratifying  disproportion  to  the  time  and  effort  spent.  The  worker 
knows  that  not  only  may  the  coming  baby's  life  be  saved  and  given 
a  full  normal  development,  with  all  the  possibilities  that  go  with 
that  fact,  but  the  mother  will  be  spared  needless  illness  and  suffer- 
ing and  that  because  of  this  the  family  will  be  better  taken  care  of 
and  the  sum  total  of  human  happiness  will  be  definitely  increased. 

No  one  fancies  for  a  moment  that  the  limit  of  benefit  in  prenatal 
work  has  been  reached.  Ten  years  ago  the  words  "prenatal  care" 
were  unknown.  Five  years  ago  they  were  just  beginning  to  be 
mentioned;  and  it  is  only  within  the  past  two  years  that  this  Asso- 
ciation has  begun  really  to  reckon  with  this  subject  as  a  vital  issue. 
Certainly  no  one  is  fatuous  enough  to  suppose  that  the  final  possi- 
biUties  in  a  movement  thus  in  its  earliest  beginnings,  can  by  any 
means  yet  be  estimated  or  weighed.  Even  the  well- understood 
measures  are  only  partially  in  effect.  There  are  still  hundreds  of 
thousands  of  women  who  are  bearing  children,  without  having  had 
the  least  scientific  attention  during  pregnancy,  and  even  those  who 
come  under  the  inteUigent,  beneficent  care  of  prenatal  nurses  and 
obstetrical  physicians  are  so  few  that  it  would  not  be  hard  to  count 
them.  Therefore,  I  beg  to  submit  that  there  is  here  a  vast  opportu- 
nity for  the  eugenicists  if  they  should  care  to  join  the  ranks  of  those 
whose  chief  interest  is  the  reduction  of  infant  mortality  in  pushing 
the  work  of  proper  and  adequate  supervision  of  pregnancy  to  the 
fullest  extent. 

If  with  the  slight,  more  or  less  incomplete  and  largely  unstandard- 
ized  prenatal  care  already  being  done,  it  is  possible  to  secure  such 
results  as  those  mentioned,  is  it  not  practical  good  sense  to  test  the 
method  fully,  and  thus  by  elimination  separate  whatever  defects  are 
thus  capable  of  being  prevented  from  those  that  are  inherent  in  the 
germ-plasm.  If  any  considerable  number  of  these  defects  are  shown 
to  be  amenable  to  antenatal  treatment,  then  surely  it  is  only  common 
sense  to  apply  this  treatment  in  the  widest  fashion  before  resorting  to 
far  more  difficult  and  vet  uncertain  measures. 
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The  most  encouraging  feature  of  this  work  is  that  it  may  be 
brought  to  the  test  at  once,  and  we  do  not  have  to  wait  the  slow 
process  of  centuries  to  get  the  results.  To-day  we  may  begin  to  care 
for  expectant  mothers,  and  may  test  the  result  of  that  care  in  the  next 
generation.  As  Dr.  J.  W.  Ballantyne,  the  well-known  Edinburgh 
obstetrician,  in  strongly  urging  the  overwhelming  necessity  of  much 
greater  attention  to  the  pregnant  state,  says  with  regard  to  eugenics 
and  prenatal  work: 

"Should  the  results  of  surrounding  the  pregnant  woman  with  the 
conditions  of  health  be  disappointing,  a  very  unlikely  occurrence; 
should  her  offspring  prove  no  better  developed  and  no  healthier 
than  the  children  of  her  less  happily  situated  sister,  an  almost 
unthinkable  result;  should,  in  a  word,  antenatal  well-being  turn 
out  to  be  unattainable  by  means  of  the  hygienic  management  of 
pregnancy,  then,  after  all,  comparatively  little  time  *  *  *  will  have 
been  lost.  *  *  *  Until  the  full  effect  of  surrounding  the  expectant 
mother,  and  through  her  the  unborn  infant,  with  a  healthy  environ- 
ment has  been  tried;  until  the  possible  results  of  sending  to  the 
child's  tissues  through  the  maternal  blood  the  right  materials  in 
their  proper  proportions  have  been  thoroughly  ascertained;  until  it 
is  known  what  influence  the  exclusion  of  all  toxins  and  toxinic  agents 
from  the  life  that  is  before  birth  may  have;  until  these  things  have 
been  done  and  these  measures  attempted,  it  is  foolish  to  propose 
revolutionary  legislation. 

Much  stiU  remains  to  be  done.  Let  me  say  in  closing  that  the 
extension  of  prenatal  care  is  rapidly  assuming  greater  and  greater 
importance  in  all  forms  of  infant  welfare  work,  that  its  possibilities 
have  only  begun  to  be  appreciated  and  that  its  vast  extension  will 
result  in  incalculable  benefit  to  the  human  race. 
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With  the  widening  of  the  field  of  application  of  Cesarean  section 
to  include  indications  other  than  the  absolute  mechanical,  there  has 
arisen  a  new  obstetric  problem,  namely,  the  future  of  patients  op- 
erated on  for  other  than  mechanical  reasons  as  regards  subsequent 
pregnancy  and  labor.  It  makes  no  difference  what  opinion  one  may 
hold  concerning  Cesarean  section  in  eclampsia,  placenta  previa, 
primiparous  breech  presentation,  contraction  ring,  inertia  uteri, 
etc.,  the  fact  remains  that  there  exists  to-day  a  class  of  patients  with 
no  pelvic  deformity  upon  whom  Cesarean  section  has  been  performed 
for  one  of  the  above-named  reasons.  The  question  must  therefore 
arise:  Is  a  scar  in  the  uterus  from  a  former  Cesarean  section  an  indi- 
cation for  further  Cesareans,  or,  in  the  absence  of  disproportion 
between  the  fetus  and  pelvis,  may  such  a  patient  safely  be  allowed 
to  go  into  labor  and  be  dehvered  by  the  natural  passages? 

In  1910,  the  writer,  in  collaboration  with  Dr.  N.  R.  Mason  (i),  at- 
tempted to  answer  this  question. 

First,  by  determining  the  strength  of  experimental  scars  in  animals. 

Second,  by  analysis  of  the  reported  cases  of  uterine  rupture  fol- 
lowing Cesarean  section. 

Third,  by  investigation  of  the  subsequent  obstetric  histories  of 
patients  delivered  by  Cesarean  section. 

The  method  employed  in  the  experimental  work  was  to  perform 
Cesarean  section  upon  a  pregnant  animal  (cats  and  guinea-pigs 
were  the  animals  used).  After  a  sufficient  time  had  elapsed  (about 
equal  to  the  length  of  the  gestation  period  for  the  given  animal),  the 
animal  was  killed  and  the  relative  strength  of  the  scar  and  the 
uterine  wall  tested  by  suspending  w^eights  to  a  section  of  the  uterine 
muscle  containing  the  scar.  It  was  found  that  rupture  invariably 
took  place  in  the  uterine  muscle  and  not  in  the  scar. 

*  Read  at  a  clinical  meeting  at  the  Boston  City  Hospital,  April  15,  1915. 
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Analysis  of  the  reported  cases  of  rupture  of  a  Cesarean  scar  showed 
thinning  of  the  scar  in  practically  every  case.  In  some  instances  it 
was  undoubtedly  the  result  of  injection.  In  others  it  was  probably 
due  to  undue  haste  and  lack  of  care  in  suturing  the  uterine  incision. 
From  our  study  of  the  reported  cases  of  uterine  rupture  and  our 
experimental  work  we  formulated  the  following  conclusions: 

1.  A  carefully  sutured  and  well-united  scar  will  withstand  any 
strain  that  can  be  endured  by  the  uterine  muscle. 

2.  Rupture  of  a  Cesarean  scar  is  always  secondary  to  unusual 
weakness  of  the  scar,  dependent  upon  imperfect  consolidation. 

3.  The  most  frequent  cause  of  imperfect  consolidation  is  placing 
the  deep  stitches  too  far  apart  or  not  including  the  entire  thickness 
of  the  uterine  muscle. 

4.  Infection,  in  certain  instances,  plays  a  very  important  part  in 
causing  weakness  of  the  cicatrix. 

5.  As  a  corollary  to  the  foregoing  conclusions,  it  seems  evident 
that,  given  a  uterus  which  has  been  sutured  with  care  to  include  the 
entire  thickness  of  the  muscular  portion  of  the  wall  in  each  stitch, 
and  to  place  the  deep  stitches  close  together  throughout  the  entire 
length  of  the  incision,  and  where  there  has  been  no  sepsis  during  the 
convalescence;  such  a  uterus  may  be  subjected  with  safety  to  disten- 
tion by  a  full-term  pregnancy  or  even,  in  the  absence  of  mechanical 
indications  for  Cesarean  section,  to  the  strain  of  labor  itself. 

It  is  a  not  uncommon  experience  in  performing  repeated  Cesarean 
section  to  find  the  scar  in  the  uterus  of  the  former  operation  almost 
imperceptible.  According  to  Ziegler(2)  wound  heaUng  in  any  organ 
composed  of  smooth  muscle  fibers  is  brought  about  not  only  by 
connective-tissue  union  but  also  by  actual  proliferation  of  the  muscle 
cells  themselves. 

On  the  other  hand,  thinning  of  the  uterine  wall  at  the  seat  of  the 
Cesarean  scar  is  observed  in  a  certain  proportion  of  cases,  20  out  of 
117  collected  by  v.  Leu  wen  (3).  This  is  easily  explained  by  failure 
to  include  the  entire  thickness  of  the  uterine  wall  in  the  sutures,  or 
in  some  instances  by  suppuration  in  the  uterine  stitches. 

The  subject  of  the  present  paper  is  labor  in  human  females  pre- 
viously delivered  by  Cesarean  section.  According  to  Breitstein(4) 
there  are  in  the  literature  about  forty-two  cases  of  rupture  of  a 
Cesarean  scar,  and  I  think  it  may  be  assumed  that  practically  aU 
the  ruptures  which  have  occurred  have  been  reported.  The  litera- 
ture is  rich  in  reports  of  Cesarean  section  and  repeated  Cesarean 
section.  Yet  reports  of  labor  following  Cesarean  section  are  seldom 
to  be  found. 
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V.  Leuwen(3)  up  to  1904  was  able  to  find  in  the  literature  thirty- 
two  cases  of  successful  delivery  through  the  natural  passages  fol- 
lowing Cesarean  section,  and  I  have  found  few  since. 

Green(5)  reported  two  patients  who  had  each  had  three  Cesarean 
sections  for  the  relative  indication.  In  the  fourth  labor,  in  each  case, 
the  fetus  being  of  smaller  size,  spontaneous  delivery  took  place.  In 
a  third  case  with  a  conjugata  vera  of  8  cm.  two  rather  large  babies 
were  delivered  by  Cesarean  section.  In  the  third  pregnancy,  the 
baby  being  of  smaller  size,  the  patient  was  allowed  to  go  into  labor 
and  a  534-pound  baby  was  delivered  by  high  forceps.  In  none  of 
these  was  there  the  slightest  reason  to  doubt  the  integrity  of  the 
Cesarean  scar. 

Harrar(6)  reported  two  cases  from  the  New  York  Lying-in  Hos- 
pital. The  first  of  these,  a  multipara  with  a  funnel  pelvis  and  several 
previous  stillbirths,  was  delivered  by  Cesarean  section,  September 
22,  1903,  of  a  4100-gram  child.  March  26,  1906  she  delivered  herself 
of  a  3600-gram  child  after  a  short  labor,  and  again  on  March  9,  1908 
of  a  child  weighing  3450  grams. 

The  second  patient  had  a  flat  pelvis.  She  had  a  living  baby 
delivered  after  a  diflScult  high  forceps  in  her  first  pregnancy,  a 
Cesarean  section  in  her  second  with  birth  of  a  child  weighing  3700 
grams,  and  a  successful  high  forceps  delivery  of  a  3500-gram  child 
in  her  third  pregnancy. 

Marioton(7)  mentions  a  case  in  which  a  Cesarean  section  was  done 
for  eclampsia  in  the  first  pregnancy,  which  was  followed  by  a  normal 
delivery  in  the  second.  Examination  of  the  interior  of  the  uterus 
revealed  some  thinning  of  the  scar. 

The  writer  is  able  to  add  two  more  cases  of  delivery  by  the  natural 
passages  in  patients  previously  delivered  by  Cesarean  sc^^ion. 

PERSONAL  CASES. 

Case  I. — Mrs.  J.  S.  Cesarean  section  two  years  previously  by 
Dr.  Crandon  for  undilatable  contraction  ring  after  failure  of  forceps 
delivery  by  patient's  physician.  Both  mother  and  bab}^  were 
discharged  well.  As  the  pelvic  measurements  were  normal  in  all 
diameters  and  the  patient  desired  to  avoid  another  Cesarean,  it 
was  decided  to  allow  her  to  go  into  labor  and  be  delivered  by  the 
natural  passages.  Dr.  Crandon  very  kindly  referred  the  patient 
to  me.  On  Nov.  22,  1914,  she  delivered  herself  normally  of  ayj^- 
pound  baby  after  a  five-hour  labor.  The  placenta,  however,  was 
adherent  to  the  anterior  uterine  wall  under  the  Cesarean  scar,  and 
it  was  necessary  to  etherize  the  patient  and  remove  the  placenta 
manually.  This  gave  an  excellent  opportunity  to  examine  the 
interior  of  the  uterus  and  the  scar  was  found  perfectly  solid  except 
for  a  small  culdesac  at  the  upper  extremity,  barely  large  enough 
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to  admit  the  finger-tip,  where  the  thickness  of  the  uterine  wall  was 
not  over  3^^  inch.  Mother  and  baby  made  uninterrupted  recoveries. 
Case  II. — Mrs.  I.  L.  was  delivered  by  Cesarean  section  by  myself 
on  Jan.  27,  1914.  She  was  then  pregnant  for  the  first  time  and  at 
term.  She  had  had  four  days  of  false  pains  with  no  effect  upon  the 
OS.  The  pulse  had  risen  from  80  to  no.  The  head  was  engaged 
but  not  through  the  brim.  There  was  a  slight  pelvic  contraction 
in  all  diameters.  Under  these  circumstances  Cesarean  seemed  the 
safest  method  of  delivery.  The  baby  weighed  63^  pounds  and  did 
well,  and,  except  for  a  rapid  pulse  for  forty-eight  hours,  the  mother 
made  an  uninterrupted  recovery.  She  again  became  pregnant 
and  at  her  own  request  was  allowed  to  go  into  labor.  False 
pains  started  on  the  6th  of  IMarch  last  and  for  forty-eight  hours 
no  dilatation  took  place,  but  on  the  morning  of  the  third  day 
true  labor  began.  After  fourteen  hours  the  os  was  dilated  only  i3^^ 
inches  so  under  ether  dilatation  was  completed  manually  and  a 
moderately  hard  forceps  delivery  performed.  This  baby  also  weighed 
6}/2  pounds.  The  placenta  was  easily  expressed  and  it  did  not  seem 
justifiable  to  explore  the  interior  of  the  uterus  solely  for  scientific 
purposes,  so  no  examination  of  the  scar  was  made.  The  baby  did 
well.  The  mother  had  an  ether  pneumonia  and  was  moderately 
sick  for  ten  days  but  eventually  recovered.  There  was  not  the 
slightest  disturbance  referable  in  any  way  to  the  pelvis,  however. 

CONCLUSIONS. 

The  writer  realizes  that  these  cases  are  too  few  upon  which  to 
base  very  definite  conclusions,  but  his  object  has  been  to  produce 
such  evidence  as  is  available  in  opposition  to  the  stand  taken  and 
ably  advocated  by  Breitenstein(4),  by  Couvelaire(8),  by  Mario- 
ton  (7)  and  numerous  others,  that  once  a  patient  is  subject  to  Cesa- 
rean section  she  must  always  be  delivered  by  Cesarean  section, 
whether  or  not  there  is  any  indication  other  than  the  scar  on  the 
uterus.  He  firmly  believes  that  further  experience  will  only  serve  to 
confirm  his  opinion  that  where  a  uterus  has  been  sutured  with  care 
and  there  has  been  no  subsequent  sepsis  the  Cesarean  scar  will 
be  strong  enough  to  withstand  the  distention  of  a  full-term 
pregnancy  or  even  the  strain  of  labor  itself. 
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THE  TECHNIC  AT  THE  JEWISH  MATERNITY  HOSPITAL 
AND  ITS  RESULTS.* 

BY 

J.  WALKER,  M.  D., 

Chief  Resident  Physician,  Jewish  Maternity  Hospital,  Philadelphia,  Pa. 

In  presenting  this  topic  I  have  been  influenced  by  the  demonstra- 
tion of  what  rigid  surgical  routine  may  do  in  improving  conditions 
and  results  in  hospital  obstetrics.  In  a  hospital  practice  where  the 
cases  range  from  sixty  to  loo  a  month  and  where  the  patients 
differ  greatly  in  social  status,  health,  manners,  and  customs,  especial 
measures  must  be  taken  to  prevent  conditions  favorable  for  the 
propagation  of  disease,  and  for  the  recognition  of  the  various  toxe- 
mias of  pregnancy  or  other  abnormal  states. 

The  routine  instituted,  which  has  been  followed  by  greatly  im- 
proved conditions  at  the  hospital,  is  as  follows: 

Weekly  prenatal  clinics  are  held  at  which  the  patient's  history  is 
thoroughly  investigated,  any  symptoms  indicating  toxemia  noted 
and  efforts  at  correction  immediately  begun.  Careful  notes  are 
made  of  diseases  that  the  patient  may  have  had,  of  the  number  of 
children,  the  character  and  duration  of  each  labor,  whether  or  not 
it  was  instrumental,  of  stillbirths,  abortions,  and  of  the  nature  of  the 
puerperal  periods.  The  blood  pressure  is  taken  at  intervals  of  two 
weeks,  or  more  often  if  there  is  any  indication  for  it.  I  have  noted 
in  a  large  series  of  blood  pressures  that  a  great  proportion  of  them 
range  below  a  systolic  pressure  of  105  and  diastolic  pressure  of  55. 
This  seems  rather  low  in  comparison  with  blood  pressures  taken  in 
the  nonpregnant  state.  Urines  are  requested  from  every  patient  and 
repeated  examinations  are  made  if  necessary.  Careful  instruction 
in  the  hygiene  of  pregnancy  is  given  them  individually.  Following 
these  instructions  an  examination  is  made  to  ascertain  the  condition 
of  the  breasts,  the  height  of  the  fundus  of  uterus,  the  expected  time 
of  confinement,  the  position  and  presentation  of  the  fetus,  and  the 
fetal  heart  sounds.  Enlarged  thyroid  or  edema  of  the  legs  is  noted, 
and  a  physical  examination  is  made  to  ascertain  the  existence  of 
local  or  general  disease.  Pelvic  measurements  of  all  primipara  are 
taken,  and  of  multipara  if  any  of  their  previous  labors  were  difficult. 
Six  weeks  prior  to  the  estimated  full  term  careful  determination  of 

*  Read  before  the  Obstetrical  Society  of  Philadelphia,  November  4,  1915. 
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the  exact  relation  of  the  presenting  part  to  the  pelvic  inlet  is  noted. 
Special  attention  is  paid  to  the  finding  of  cases  of  postmaturity, 
multiple  gestation,  placenta  previa,  and  polyhydramnios.  All 
patients  are  requested  to  report  at  least  once  a  month,  and  twice  a 
month  during  the  last  two  months.  With  the  above  data  at  hand, 
we  are  in  position  to  predict  the  nature  of  the  course  of  labor,  and 
know  whether  the  patient  is  to  be  held  under  suspicion  on  her  final 
arrival  at  the  hospital  for  delivery. 

On  entering  the  hospital,  in  supposed  labor,  the  patient  is  ques- 
tioned as  to  whether  there  be  a  show  or  the  membranes  ruptured, 
and  the  exact  duration  and  frequency  of  pains  is  ascertained  by 
abdominal  palpation  of  the  fundus  of  the  uterus,  with  watch  in  one 
hand,  and  the  other  on  the  fundus.  This  same  instruction  is  given 
to  nurses,  so  that  they  are  able  to  note  the  frequency  and  duration 
of  pains  accurately,  and  also  know  when  it  is  time  to  call  the  sur- 
geon. Let  me  emphasize  here  that  no  vaginal  examinations  are 
made  at  this  stage  to  ascertain  if  the  patient  is  in  actual  labor,  for 
the  patient  not  having  her  proper  preparation  to  do  so  would  sub- 
ject her  to  a  risk  of  infection.  We  make  our  diagnosis  by  the  pres- 
ence of  labor  pains,  show,  or  rupture  of  membranes.  Sometimes 
we  fail  to  do  so,  and  in  twelve  to  twenty-four  hours  the  patient  is 
permitted  to  go  home,  but  this  occurs  rather  infrequently. 

The  diagnosis  of  labor  being  made,  the  patient  is  prepared,  the 
initial  step  being  a  high  enema  of  soap-suds,  this  enema  being  re- 
peated in  twelve  hours  if  the  patient  has  a  prolonged  labor  and  if 
she  is  not  at  this  time  in  the  second  stage.  The  pudenda  are  then 
shaved,  and  a  shower  bath  given  wath  warm  water,  the  abdominal 
wall,  vulva,  and  thighs  are  washed  thoroughly  with  liquid  soap. 
Following  this  the  parts  are  again  washed  with  1-5000  biniodide  of 
mercury  or  liq.  cresoHs  comp.  i  per  cent.  We  do  not  tub  the  pa- 
tient as  there  is  danger  of  infectious  material  from  the  patient  enter- 
ing the  genital  canal,  especially  in  multipara,  as  many  of  them  have 
gaping  vaginal  orifices  and  access  to  such  a  tract  would  be  an  easy 
matter.  Attention  is  drawn  to  the  removal  of  smegma  from  the 
clitoris  and  a  sponge  is  inserted  in  the  introitus  while  being  locally 
prepared.  Any  cleansing  about  the  genitals  is  done  from  above 
down,  and  any  sponge  coming  near  the  anus  is  immediately  dis- 
carded. After  this  preparation  the  patient  is  dressed  in  a  loose 
wrapper,  a  sterile  vulvar  pad  applied,  and  the  patient  is  instructed 
not  to  touch  the  parts,  nor  go  to  the  lavatory,  the  use  of  bed-pan 
or  commode  chair  being  requested.  At  this  stage  the  nurse  is  in- 
structed to  carefully  watch  the  patient's  progress  in  labor,  and  to 
report  any  evidence  of  oncoming  exhaustion.     To  watch  the  prog- 
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ress  of  labor  does  not  necessarily  mean  the  necessity  of  making 
vaginal  examinations  but  can  be  done  by  the  nurse  pressing  her 
hand  upward  above  the  side  of  the  pubis  where  a  firm,  hard  resist- 
ance is  felt  deep  in,  and  this  becomes  more  marked  as  the  head 
comes  down  on  the  perineum.  At  this  stage  a  rectal  examination 
can  furnish  valuable  information  as  to  the  descent  of  the  presenting 
part  and  also  the  degree  of  dilatation,  this  method  often  being  used 
by  Dr.  Longaker  in  avoiding  vaginal  examinations.  It  is  surprising 
to  note  the  number  of  cases  that  enter  the  maternity  and  give  birth 
without  having  a  single  vaginal  examination,  and  we  refrain  as 
much  as  possible  from  making  them  unless  the  patient  is  having  a 
prolonged  labor,  or  external  palpation  does  not  furnish  us  definite 
information  as  to  the  position  of  the  presenting  part,  its  descent,  or 
cause  of  delay.  Again,  a  vaginal  examination  made  in  the  latter 
part  of  labor  is  not  as  dangerous,  and  reveals  more  information  than 
one  made  when  the  cervix  is  not  fully  dilated  and  the  head  is  high 
up.  For  in  the  second  stage,  the  examining  finger  need  not  enter 
the  uterus  as  the  cervix  is  fully  dilated  and  there  is  also  plenty  of 
secretion  present  to  prevent  entrance  of  infective  agents.  I  have 
stated  that  many  of  our  cases  do  not  have  a  single  vaginal  examina- 
tion. The  greatest  number  of  them  do  not  have  more  than  one 
examination.  It  is  needless  for  me  to  state  that  all  examinations 
are  made  with  sterile  gloves  and  after  the  patient  has  properly  been 
prepared.  We  feel  that  the  infrequency  of  vaginal  examinations, 
and  vaginal  examinations  made  late  in  labor,  bear  a  direct  relation- 
ship to  a  low  or  absent  morbidity,  as  it  has  been  proven  by  several 
investigators  that  the  vaginae  of  apparently  healthy  women  in  the 
last  weeks  of  pregnancy  contain  streptococci  and  staphylococci  in 
from  40  to  75  per  cent,  of  the  cases. 

Another  point  of  great  importance  in  the  welfare  of  the  patient 
and  her  offspring  is  the  careful  watching  of  the  fetal  heart  sounds. 
It  is  surprising  to  note  how  this  matter  is  overlooked  and  under- 
estimated by  the  general  practitioner.  Many  of  them  hardly  think 
of  listening  to  the  fetal  heart  sounds.  Our  nurses  are  carefully  in- 
structed in  the  matter  of  listening  to  the  fetal  heart,  and  this  is  done 
at  least  every  hour,  and  if  there  is  any  change  in  the  fetal  tones  they 
are  instructed  to  count  them  every  ten  to  twenty  minutes.  They 
are  requested  to  report  any  sudden  change  in  heart  rate,  either  slow- 
ing, increasing  or  irregularity,  and  it  is  surprising  to  see  how  accu- 
rate the  intelligent  nurse  can  be  in  calling  the  doctor's  attention  to 
changes  or  failing  heart  sounds.  I  can  cite  many  instances  where 
stillbirths  were  averted  by  the  nurse  who  called  attention  to  such 
cases  for  by  a  rapid  forceps  delivery,  the  lives  of  many  children  have 
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been  saved.  Recently  our  attention  was  called  to  a  case  where  the 
fetal  heart  sounds  were  very  irregular  and  the  amniotic  fluid  was 
tinted  green.  Upon  examination  the  cervix  was  found  to  be  fully 
dilated.  Forceps  were  applied  in  an  effort  to  save  the  baby's  life 
and  upon  the  delivery  of  the  head,  the  cord  was  found  to  be  wound 
about  the  neck  twice,  very  tightly,  this  having  probably  asphyxiated 
the  child. 

The  nurses  are  instructed  to  note  the  color  of  the  escaping  am- 
niotic fluid,  to  see  whether  it  is  stained  by  meconium  or  not,  and  if 
there  is  much  greenish  discoloration,  to  call  attention  to  it,  as  this 
is  a  sign  of  fetal  danger.  They  are  also  instructed  to  place  the  hand 
on  the  uterus  and  watch  the  uterine  contractions,  especially  in  long 
and  hard  labors  and  toward  the  end  of  labor,  when  excessive  con- 
tractions are  most  likely  to  occur.  With  such  attention  to  patients 
and  constant  watching,  I  can  state  that  in  a  series  of  over  500  cases, 
our  stillbirth  rate  is  2.2.  I  am  sure  that  with  even  more  rigid  atten- 
tion, this  sometimes  being  impossible,  when  a  large  number  of  cases 
are  going  on  at  one  time,  our  percentage  of  stillbirth  would  even  be 
less  than  the  one  stated.  I  have  included  in  this  percentage  cases 
occurring  from  transverse  positions,  eclampsia,  prolapsed  cords, 
twins,  premature  births  and  a  case  of  diabetes  mellitus,  in  which  a 
stillborn  was  delivered. 

Another  point  of  great  importance  in  hospital  obstetrics  is  the 
fact  that  a  patient  can  receive  the  proper  test  of  labor.  It  is  inter- 
esting to  see  the  cases  that  will  deliver  themselves  in  the  best  condi- 
tion, if  the  doctor  is  not  too  meddlesome.  Of  course,  such  tests  of 
labor  are  difficult  to  procure  in  home  condition,  where  it  is  not  so 
much  the  fault  of  the  physician  as  it  is  of  the  patient's  relatives  who 
are  constantly  pleading  for  the  attending  doctor  to  do  something  to 
hasten  labor  and  shorten  the  pains.  At  the  hospital  we  are  not 
pestered  by  relatives,  none  being  permitted  to  remain  with  the 
patient,  and  it  is  surprising  to  note  how  well  the  patient  bears  the 
pains  and  is  not  nearly  as  hysterical  as  if  she  were  at  her  own  home 
with  sympathizing  friends.  Thus  the  patient  is  permitted  to  go 
through  a  normal  labor  without  interference,  provided  there  is  no 
exhaustion,  no  abnormalities  of  position  existing,  and  that  the  fetal 
heart  is  in  good  condition.  In  500  cases  we  have  had  to  use  the 
forceps  thirty-six  times  and  the  greater  portion  of  these  forceps  were 
in  multipara,  who  either  had  relaxed  perinei,  inertia  of  the  second 
stage,  pendulus  abdomen,  resistant  perinei,  or  enlarged  and  firmly 
ossified  heads.  Of  this  number  seventeen  were  low  forceps  and  nine- 
teen midforceps.  With  the  infrequent  use  of  the  forceps  there  is  also 
infrequent  third-degree  laceration,  none  having  occurred  in  the  500. 
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I  do  not  want  to  leave  the  impression  that  we  are  timid  about  the 
use  of  the  forceps,  for  such  is  not  the  case,  as  it  is  a  standing  order 
that  forceps  must  always  be  ready  for  instant  use  at  all  of  our  de- 
liveries. The  infrequent  use  of  forceps,  unless  there  are  special 
indications  for  the  same,  lessen  the  chances  for  morbidity.  In  our 
series  of  forceps  cases  two  cases  had  temperatures  of  100.4  for  two 
days,  and  then  returned  to  normal.  Another  case  had  a  temperature 
of  104  for  one  day  and  103  for  another  day,  but  with  the  removal  of 
three  silkworm-gut  sutures,  the  temperature  came  down  to  normal. 

It  is  stated  that  the  best  available  test  of  the  efi&ciency  of  a 
maternity's  technic,  as  regards  infection,  is  its  morbidity  percentage. 
Statistics  by  Herff  and  Lea  show  that  6  to  30  per  cent,  of 
puerperse  have  fever  postpartum.  As  to  the  basing  of  these  per- 
centages, it  depends  on  the  definition  of  morbidity,  how  frequently 
the  temperatures  are  taken,  whether  by  mouth  or  axilla,  and  whether 
all  rises  occurring  during  the  puerperium,  irrespective  of  nonpuer- 
peral causes,  are  included.  At  the  maternity  we  base  our  statistics 
on  the  plan  followed  by  DeLee  of  Chicago  and  Dr.  Longaker.  Any 
case  showing  a  rise  of  temperature  above  99.3  on  any  two  of  the  three 
daily  readings  from  the  end  of  the  first  day  to  the  eighth  day  after 
delivery,  is  considered  a  case  of  morbidity.  You  can  readily  see  that 
this  rule  is  rigid,  and  would  naturally  raise  the  number  of  cases 
labeled  morbid,  whereas  other  statistics  are  based  on  the  100°  tem- 
perature and  on  daily  readings,  omitting  the  afternoon  temperatures. 

For  the  last  seven  months,  our  morbidity  rate,  including  cases  which 
may  have  been  due  to  nonpuerperal  causes,  only  averages  7.1  per 
cent.  Included  in  the  statistics  is  a  case  of  facial  erysipelas  and  a 
mammary  abscess.  In  all  our  operative  procedures  including 
forceps,  versions,  transverse  positions,  induction  of  labor  with 
bougies,  bags  or  gauze  method,  breech  presentations,  postpartum 
hemorrhage,  manual  removal  of  placenta  and  eclampsia  the  mor- 
bidity has  been  very  low  and  lasting  for  a  few  days  only.  Of  four 
cases  of  manual  removal  of  placenta  we  have  had  morbidity  in  two, 
the  temperature  remaining  above  99.3  for  three  days.  The  other  two 
cases  showed  no  morbidity  whatever.  The  infrequent  necessity  of 
manual  removal  of  the  placenta,  I  think,  can  be  explained  by  the  fact 
that  ample  time  is  given  for  the  separation  of  the  placenta,  having 
been  influenced  in  this  procedure  after  reading  Tweede's  book  on 
the  "Management  of  the  Third  Stage  of  Labor"  as  practised  at  the 
Rotunda  Hospital,  where  they  even  wait  as  long  as  seventy-two  hours 
for  the  placenta,  provided  there  is  no  bleeding  or  any  other  indica- 
tion for  a  hurried  removal.  Unnecessary  manipulation  of  the  uterus 
is  avoided,  this  helping  to  lessen  postpartum  hemorrhage. 


434     walker:  the  techxic  at  the  jeimsh  maternity  hospit.al 

A  few  words  in  regard  to  the  use  of  pituitrin.  In  500  cases  we 
have  used  pituitrin  about  thirty  times,  averaging  about  one  in 
sixteen  cases.  I  do  not  think  this  is  a  large  number.  I  would 
emphasize  the  fact  that  we  do  not,  by  any  means,  use  it  routinely  as 
the  general  practitioner  is  wont  to  do,  as  it  proved  to  them  to  be  a 
time  saver.  Unless  the  full  indications  are  present,  as  complete 
dilatation  of  the  cervix  and  a  proper  proportion  between  the  head 
and  pelvis,  we  do  not  use  it,  and  we  use  it  less  often  in  primipara, 
and  thus  help  avert  some  serious  lacerations  and  ruptured  uteri. 
Forceps  are  always  ready  to  be  used  when  pituitrin  is  given.  I 
may  here  state  that  }4,  c.c.  doses  of  pituitrin  has  been  just  as 
efficient  as  i  c.c.  doses,  and  that  the  pains  brought  on  by  half  c.c. 
doses  are  not  as  alarming  as  I  have  seen  produced  by  full  doses. 
Of  the  normal  deliveries  we  have  had  several  cases  of  morbidity,  but 
the  morbidity  lasting  at  the  highest  for  four  days  and  then  would 
reach  normal  and  remain  so.  Many  of  these  cases  responded  to  a 
thorough  cleansing  of  the  intestinal  canal  and  others  to  the  restraining 
of  visitors.  Other  rises  that  lasted  for  a  day  were  due  to  the  income 
of  milk.  Two  cases  of  retained  secundag  gave  rise  to  temperature 
above  100°  on  the  sixth  day  but  returned  to  normal  in  three  days  with 
the  removal  of  same.  We  permit  visitors  to  our  wards  only  three 
times  a  week,  each  visit  lasting  one  hour,  and  if  it  would  be  possible, 
even  less  than  three  visits  per  week  would  be  advisable,  especially 
during  the  first  week  of  confinement,  this  measure  being  taken 
to  avoid  unnecessary  excitement  of  the  patient  and  preventing 
rises  of  temperature  such  as  I  have  noted  often  occur  after  visitors 
leave. 

As  a  summary  I  would  state  that  to  procure  good  results  in  hospital 
practice,  the  following  must  be  rigidly  adhered  to. 

1.  All  deliveries  should  be  conducted  on  the  same  basis  as  a 
surgical  operation,  sterile  drapings  of  the  patient  and  proper  prepara- 
tion, proper  cleansing  of  the  operator's  hands,  and  the  use  of  sterile 
gown  and  gloves. 

2.  Making  the  smallest  number  of  vaginal  examinations,  limiting 
oneself  to  no  more  than  two,  and  depending  a  good  deal  on  external 
palpation  for  desired  information,  and  the  use  of  rectal  examination, 
which  can  give  definite  information. 

3.  By  properly  allowing  the  patient  to  have  the  test  of  labor  and 
not  doing  meddlesome  obstetrics. 

4.  The  proper  watching  of  the  fetal  heart  sounds  and  uterine  con- 
tractions, by  the  intelligent  nurse  and  thus  saving  children  which 
otherwise  would  be  stillbirths. 
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5.  The  more  restrictive  use  of  pituitrin  to  cases  in  which  full 
indications  exist. 

6.  All  cases  showing  a  temperature  above  99.3  should  be  regarded 
as  suspicious,  be  isolated  until  proven  otherwise. 

The  figures  in  this  report  have  been  computed  from  the  services 
of  Dr.  Longaker  and  Dr.  Erck  under  general  supervision  of  Dr. 
Loeb. 

532-4  Spruce  Street. 


THE  END  RESULTS  OF  RESECTION  OF  THE  OVARIES 
FOR  MICROCYSTIC  DISEASE.* 

BY 

JOHN  A.  McGLINX,  A.  B.,  M.  D., 

Philadelphia,  Pa. 

From  the  first  ovariotomy  down  to  the  present  time,  surgery  of 
the  ovaries  has  undergone  many  changes.  As  surgical  science 
advanced  and  it  became  a  reasonably  safe  matter  to  open  the 
abdomen,  there  developed  an  era  of  destructive  surgery. 

Ovaries  were  ruthlessly  sacrificed  with  the  expectation  of  curing 
practically  all  the  ills  that  women  were  heir  to.  It  is  needless  to 
discuss  that  era  when  ovaries  were  sacrificed  to  cure  the  various 
psychoses  and  epilepsy. 

Of  course,  no  gynecologist  to-day  removes  ovaries  in  the  mistaken 
belief  that  they  will  affect  in  any  way,  except  detrimentally,  these 
conditions.  It  is  a  sad  commentary,  however,  on  the  knowledge 
of  general  thought  that  some  neurologists  still  criticise  the  surgeon 
for  still  resorting  to  a  procedure  which  he  abandoned  many  years 
ago. 

Following  the  era  of  destructive  surgery,  there  came  a  period  of 
conservative  work  in  surgery.  In  the  development  of  conservative 
work,  however,  we  have  gone  to  almost  the  same  extremes  as  the 
older  men  did  in  their  destructive  work.  The  question  of  the 
correct  practice  in  conservative  work  is  not  as  yet  settled,  and  we 
still  do  operations  in  our  effort  to  conserve  the  function  of  the 
ovaries  that  are  irrational.  It  is  our  purpose  in  this  short  article 
to  deal  particularly  with  one  phase  of  the  subject,  namely,  the 
resection  of  the  microcystic  ovary.  We  are  all  now  practically 
in  accord  that  the  ovaries  have  two  functions:     Ovulation  and  the 

*  From  the  Gynecological  Service  at  St.  Agnes  Hospital.  Read  before  the 
Obstetrical  Society  of  Philadelphia,  November  4,  1915. 
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production  of  an  internal  secretion.  Our  conservative  work  has  been 
to  conserve  either  one  of  these  functions  or  both  of  them. 

We  look  upon  both  of  these  functions  as  important.  Both  at  least 
equal  to  each  other,  where  formerly  we  thought  only  of  preserving 
the  child-bearing  function  of  the  woman  and  removed  the  ovaries 
entirely  if  they  were  but  slightly  diseased,  providing  the  tubes  were 
so  diseased  as  to  prevent  the  woman  from  becoming  pregnant. 

I  do  not  in  this  paper  intend  to  discuss  the  conservative  operations 
upon  the  Fallopian  tubes.  There  are  certain  conditions  which 
render  it  unwise  to  conserve  any  part  of  the  ovaries  irrespective  of 
the  age  of  the  patient  or  the  conditions  of  the  other  pelvic  structures. 
These  conditions  do  not  at  this  day  need  any  discussion.  No  one 
would  think  of  conserving  one  ovary  or  any  part  of  it  in  the  presence 
of  malignant  disease  of  the  other  ovary,  nor  would  any  one,  except 
in  unusual  circumstances,  attempt  to  conserve  an  ovary  in  the  pres- 
ence of  acute  inflammatory  disease. 

In  the  main  we  meet  the  following  types  of  ovaries  which  are 
amenable  to  conservative  surgery: 

First,  the  microcystic  ovary. 

Second,  those  which  are  partly  destroyed  by  hematomas. 

Third,  those  which  are  occupied  by  a  large  corpus  luteum. 

Fourth,  small  monocystic  ovaries. 

Fifth,  those  which  are  buried  in  adhesions  and  partly  destroyed 
by  old  inflammatory  lesions. 

The  four  latter  types  are  particularly  adaptable  to  resection  and 
as  a  rule  good  results  are  obtained  both  as  to  preservation  of  the 
function  of  ovulation  and  of  internal  secretion.  It  is  my  belief, 
however,  that  the  first  class,  namely,  the  microcystic  ovary, 
should  not  be  treated,  in  the  majority  of  cases,  by  resection.  This 
should  be  perfectly  clear  if  we  studied  the  etiology  and  pathology  of 
the  condition.  This  tA-'pe  of  ovary  is  found  in  practically  all  cases 
of  retrodisplacement  of  the  uterus,  when  the  displacement  has 
existed  for  a  number  of  years.  As  the  result  of  chronic  congestion, 
there  is  a  thickening  of  the  ovarian  capsule,  which  prevents  the 
rupture  of  the  Graf&an  follicle  through  the  surface  of  the  ovary. 
There  results  then  a  number  of  retention  cysts,  at  first  limited  to  the 
surface,  but  eventually  studding  the  entire  ovary.  The  ovaries,  as 
a  result  of  the  formation  of  the  retention  cysts,  increase  in  weight 
and  in  size,  and  naturally  prolapse  into  the  posterior  culdesac. 
On  account  of  their  abnormal  position  they  are  subject  to  pressure 
from  the  full  rectum  or  the  displaced  uterus  and  naturally  give  rise  to 
considerable  pain  and  tenderness  in  the  pelvis. 

To  resect  an  ovary  of  this  type  is  only  adding  insult  to  injury. 
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It  is  impossible  to  remove  all  the  thickened  capsules  so  that  the 
part  which  remains  has  just  as  thick  a  capsule  as  it  had  before  the 
operation.  Again,  the  mere  handling  of  the  ovary  in  doing  the 
operation  causes  sufl&cient  irritation  to  further  thicken  the  capsule 
of  that  portion  which  is  left  behind.  We  further  injure  these  ovaries 
by  producing  in  them  a  large  amount  of  scar  tissue.  As  a  result, 
we  do  not  cure  these  cases,  but  in  the  majority  of  them,  the  condi- 
tion, if  anything,  is  made  worse.  This  observation  has  been 
frequently  demonstrated  to  me  in  the  cases  of  my  own  and  of  other 
operators,  where  I  was  compelled  to  do  a  secondary  operation  to 
remove  the  portions  of  the  ovaries  which  were  left  behind  from  a 
previous  operation.  My  practice  at  the  present  time,  is  not  to  do  a 
resection  operation  on  this  type  of  ovary.  While  the  condition  is 
as  a  rule  bilateral,  still  one  ovary  is  usually  in  sufficiently  good  condi- 
tion to  be  preserved  in  its  entirety.  It  is  often  possible  to  save  both 
ovaries  in  their  entirety.     I  proceed  as  follows: 

Instead  of  resecting  the  ovaries,  I  simply  puncture  those  cysts 
which  are  upon  the  surface  with  as  little  handling  of  the  ovaries  as 
possible. 

The  associated  pathology  of  the  pelvis  is  then  cleared  up.  If  the 
uterus  is  displaced,  it  is  restored  to  its  normal  position.  If  this  pro- 
cedure does  not  restore  the  ovaries  to  their  proper  position,  they  are 
brought  into  their  proper  position  by  a  suitable  operation.  Follow- 
ing the  operation,  the  patients  are  treated  to  relieve  pelvic  congestion 
and  to  prevent  if  possible  its  future  development.  Where  I  find 
that  an  ovary,  which  from  the  widespread  condition  of  the  disease, 
is  not  amenable  to  this  treatment,  I  remove  it.  I  have  been  follow- 
ing this  procedure  for  the  past  three  years  and  I  have  not  found  it 
necessary  to  reopen  a  single  case  for  the  removal  of  the  ovary  so 
treated.  On  the  other  hand,  I  have  had  to  reoperate  on  a  number  of 
my  own  cases  and  those  of  other  operators,  where  resection  had 
been  practised.  The  following  cases  will  illustrate  this  phase  of  the 
subject: 

Case  I. — Miss  F.  D.,  aged  eighteen  years,  was  operated  on  one 
year  ago  by  another  surgeon  for  retrodisplacement  of  the  uterus  and 
microcystic  ovary.  The  operation  consisted  of  a  dilatation  and 
curetment  of  the  uterus,  resection  of  both  ovaries  for  microcystic 
disease  and  the  restoration  of  the  uterus  to  its  normal  position  by  a 
Baldy  operation.  The  patient  was  not  relieved  of  her  pelvic  pain 
by  this  operation  and  as  a  matter  of  fact,  the  pain  was  very  much 
more  severe.  She  received  local  treatment  for  a  number  of  months 
without  relief.  I  saw  her  first  on  July  i,  191 5  when  I  found  the 
uterus  normal  in  position— both  ovaries  enlarged — prolapsed  and 
S 
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exquisitely  tender.  Local  and  general  hygienic  measures  having 
failed  to  alleviate  the  condition  in  any  way,  advised  that  she  should 
again  be  operated  upon.  At  operation,  I  found  both  ovaries  en- 
larged to  the  size  of  a  walnut,  filled  \vith  cysts  and  the  capsule  greatly 
thickened  and  the  surface  distorted  by  masses  of  scar  tissue.  The 
ovaries  were  so  grossly  diseased  that  it  was  impossible  to  consider 
any  conservative  operation  upon  them  and  in  spite  of  the  youth  of 
the  patient,  it  was  necessary  to  remove  both  ovaries  in  their  entirety. 

Case  II. — Mrs.  A.  G.,  aged  thirty  years,  seen  first  on  January  24, 
191 1.  On  examination,  I  found  a  retrodisplacement  of  the  uterus 
with  an  enlarged  and  prolapsed  left  ovary.  Operation  advised  and 
consisted  of  a  dilatation  and  curetment  of  the  uterus,  appendec- 
tomy, resection  of  an  enlarged  microcystic  left  ovary  and  shortening 
of  the  round  ligaments  by  a  Gilliam  operation.  This  patient  is 
still  under  my  care  and  suffers  considerably  more  than  she  did  before 
I  operated  upon  her.  The  uterus  is  now  in  its  normal  position  but 
the  left  ovary  is  larger  than  before  I  resected  it.  Is  prolapsed  and  is 
exquisitely  tender.  She  has  had  local  and  general  treatment  over  a 
period  of  three  years.  While  I  have  urged  an  operation  for  the 
removal  of  the  ovary,  she  has  refused  to  submit  to  it. 

Case  III. — Miss  D.  S.,  first  seen  January  30,  1913.  Operation 
consisted  of  the  removal  of  the  appendix  and  right  tube  and  ovary. 
Microcystic  disease  of  the  left  ovary.  Left  ovary  resected.  After 
this  operation  she  had  considerable  pain  in  the  left  side  and  intense 
pain  wdth  her  menstrual  periods.  On  November  7,  1913,  another 
surgeon  did  a  dilatation  and  curetment  for  the  relief  of  the  dys- 
menorrhea without  result.  On  October  i,  1914,  she  returned  to  me 
on  account  of  the  pain  in  the  left  side  and  the  dysmenorrhea.  On 
examination,  I  found  the  uterus  in  a  normal  position,  the  left  ovary 
enlarged,  exquisitely  tender  and  prolapsed.  I  advised  operation  and 
she  consented  with  a  proviso  that  I  would  not  remove  the  entire  left 
ovary.  She  was  then  engaged  to  be  married  and  did  not  wish  to  be 
rendered  sterile.  At  operation,  I  found  the  left  ovary  in  a  worse 
condition  than  at  the  first  operation.  It  was  enlarged,  full  of  small 
cysts,  the  surface  distorted  by  scar  tissue  and  prolapsed  into  the 
posterior  culdesac.  I  again  did  a  resection  operation  and  brought 
the  ovary  up  into  its  normal  position.  She  was  in  my  office  three 
weeks  ago,  complaining  of  the  same  pain  which  she  had  before.  On 
examination,  I  found  the  ovary  again  enlarged,  tender  and  prolapsed. 

Case  IV. — Mrs.  E.  C,  first  seen  on  March  22,  191 2.  Diagnosis 
was  a  laceration  of  the  perineum,  endometritis,  both  ovaries  en- 
larged, tender  and  prolapsed.  Operation  consisted  of  a  dilatation 
and  curetment  of  the  uterus,  repair  of  the  perineum,  removal  of 
the  right  ovary  on  account  of  extensive  microcystic  disease,  resec- 
tion of  the  left  ovary  for  the  same  condition.  This  patient  returns 
to  plague  me  at  regular  intervals  because  she  suffers  more  pain  now 
in  the  left  side  than  she  had  previous  to  the  operation.  An  examina- 
tion shows  the  left  ovary  as  large  as  it  was  before  the  resection. 
Exquisitely  tender  and  prolapsed.  Local  treatment  has  been  with- 
out results.     Operation  has  been  advised,  and  refused. 
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Case  V. — Mrs.  A.  D.  C,  first  seen  ■May  14,  1912.  Complains  of 
severe  attacks  of  pain  in  the  right  inguinal  region  and  over  the  ap- 
pendix. Operation  consisted  of  the  removal  of  retrocecal  appendix, 
cystic  and  prolapsed  right  ovary.  Right  ovary  resected.  Left  ovary 
apparently  normal.  Patient  last  seen  in  July  of  this  year.  The 
pain  on  the  right  side  is  now  worse  than  before  her  operation. 
Examination  shows  the  right  ovary  enlarged,  tender  and  again  pro- 
lapsed. Local  treatments  have  been  carried  out — operation  advised 
and  refused. 

Similar  cases  could  be  reported  in  large  numbers  following  my 
own  operations  and  those  of  other  men.  These  few  cases  will 
illustrate,  however,  the  results  of  resection  of  the  ovaries  for  a  micro- 
cystic  disease. 

In  my  work  on  resection  of  the  ovaries,  I  made  it  a  point  to  handle 
the  ovaries  as  little  as  possible  during  the  operation. 

Various  suturing  methods  have  been  used,  including  fine  silk  and 
Pagenstecher  and  very  fine  plain  and  chromic  catgut.  I  have  used 
both  interrupted  and  continuous  sutures.  I  am  satisfied  that  the 
technic  used  was  not  responsible  for  the  bad  results.  My  results 
were  equally  bad  no  matter  what  technic  or  suturing  method  I  used. 


MORPHINE    AND    SCOPOLAMIN    IN    GYNECOLOGICAL 

SURGERY.* 

BY 

WM.  F.  MORRISON,  M.  D., 

Assistant  Gynecologist,  St.  Agnes  Hospital, 
Philadelphia.  Pa. 

It  is  not  for  the  purpose  of  placing  before  you  the  ideal  anesthetic 
that  I  have  written  this  paper.  We  are  all  agreed  that  the  ideal  has 
not  as  yet  been  found. 

Inhalation  anesthesia  by  ether,  chloroform,  or  nitrous  oxide  or 
by  sequence  has  its  advocates  and  they  are  available  and  safe  in  the 
majority  of  cases.  This  is  particularly  true  in  the  case  of  ether. 
There  are  certain  types  of  cases,  however,  in  which  inhalation  anes- 
thesia by  any  of  these  methods  is  contraindicated  and  we  are  com- 
pelled to  resort  to  other  means.  The  method  of  producing  anes- 
thesia by  injection  of  stovain  or  similar  drugs  into  the  spinal  canal 
has  many  advocates.  I  beheve  it  has  its  field  of  usefulness  and  resort 
to  it  in  selected  cases,  but  feel  that  it  is  not  without  its  dangers  or 
limitation. 

For  the  past  three  years  in  the  majority  of  cases  where  inhalation 

*  Read  before  the  Obstetrical  Society  of  Philadelphia,  November  4,  1915. 
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narcosis  has  been  contraindicated,  I  have  been  making  use  of 
the  h}'podermic  injection  of  morphine  and  scopolamin.  In  these 
cases  nitrous-oxide-oxygen  is  a  reasonably  safe  anesthetic  but  not 
available  in  the  majority  of  gynecological  operations.  I  have  found 
in  plastic  work  that  it  so  increases  the  bleeding  at  the  site  of 
operation  as  to  seriously  interfere  with  the  proper  technic.  In 
pelvic  work  it  does  not  give  sufficient  relaxation  unless  associated 
with  local  anesthesia.  Narcosis  produced  by  the  hypodermic 
injection  of  morphine  and  scopolamin  is  very  satisfactory.  In 
fifty  cases  in  which  I  have  used  it,  narcosis  with  but  few  exceptions, 
has  been  complete  and  there  have  been  no  bad  results  either  during 
the  administration  or  subsequent  to  the  operation.  The  use  of 
scopolamin  and  morphine  in  major  surgery  was  first  brought  out 
by  Snyderman  and  while  it  has  been  extensively  used  and  written 
about  in  Germany,  it  has  been  used  but  little  in  this  country.  A 
search  of  the  literature  for  the  past  five  years  shows  only  four 
papers  on  this  subject  by  American  authors. 

The  drugs  used  are  morphine  and  scopolamin  which  at  times  are 
assisted  by  the  use  of  apomorphine.  The  physiological  action  of 
morphine  in  the  production  of  sleep  is  so  well  known  that  it  needs  no 
discussion.  The  anesthesia  produced  by  scopolamin  is  the  result  of 
a  paralysis  of  the  spinal  centers.  It  is  also  a  depressant  to  the 
respiratory  center.  It  has  very  little  if  any  action  upon  the  heart 
and  circulation.  Apomorphine  assists  the  morphine  and  scopo- 
lamin by  acting  as  a  sedative  when  delirium  is  present. 

Mode  of  Administration. — About  an  hour  and  a  half  before  the 
operation,  the  patient  is  given  morphine  3=-^  gr.,  scopolamin,  3^o 
gr.  or  3<ioo  gr-  The  patient  is  carefully  watched  and  in  a  haK  hour 
the  dose  is  repeated.  If  at  the  end  of  another  half  hour  narcosis  is 
not  complete,  the  dose  is  again  repeated.  If,  however,  the  pupils 
are  dilated,  the  face  flushed  and  the  patient  restless,  a  hypodermic 
of  apomorphine  ^{q  gr.  to  }4o  gr-  is  given.  The  patient  must  now 
be  carefully  watched.  It  often  happens  that  in  a  few  minutes  after 
the  administration  of  the  apomorphine,  the  patient  will  seem 
nauseated  and  make  an  effort  to  rise  and  vomit  but  suddenly  will 
become  relaxed  and  go  off  into  a  deep  sleep.  Narcosis  will  be  com- 
plete; operation  may  proceed.  We  have  had  cases  in  which  it  was 
necessary  to  give  the  fourth  and  sometimes  the  fifth  h}^odermic 
of  morphine  and  scopolamin  before  narcosis  was  complete.  In 
one  case  it  was  necessary  to  give  within  a  period  of  two  and  a  half 
hours,  seven  hypodermics  of  morphine  and  scopolamin  and  two 
hypodermics  of  apomorphine  before  the  desired  narcosis  took  place. 
This  made  a  total  of  i}^  gr.  of  morphine  and  ^-g  gr.  of  scopolamin  and 
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^0  gr-  of  apomorphine.  This  case  will  be  reported  in  full  later  on 
in  the  paper.  For  a  time  Hofifman's  anodyne,  whiskey  and 
water  were  given  per  rectum  after  the  second  injection  of  morphine. 
In  our  recent  cases,  we  have  discontinued  this  and  make  a  routine 
practice  of  giving  3^o  gr.  of  strychnia  after  the  second  injection  of 
morphine  and  scopolamin.  Some  cases  have  an  idiosyncrasy  for 
morphine  and  some  have  it  for  scopolamin.  If  the  pupils  are  con- 
tracted, face  pale,  the  respiratory  rate  lowered  and  narcosis  is  not 
complete,  it  is  an  indication  to  discontinue  the  morphine  and  to  give 
the  scopolamin.  If  restlessness  is  present,  the  face  red,  it  is  an 
indication  to  discontinue  the  scopolamin  and  give  morphine. 
Some  cases,  however,  become  very  dehrious  after  the  first  or  second 
injection  of  morphine  and  scopolamin.  This  to  our  experience  is  an 
indication  that  this  form  of  anesthesia  is  contraindicated  in  that 
special  case  and  some  other  form  of  anesthesia  is  selected  to  continue 
with. 

Blood  Pressure.— It  has  little,  if  any  affect  upon  the  blood  pressure. 
In  several  cases  it  was  noted  that  the  blood  pressure  dropped  from 
five  to  six  points  after  the  first  injection  and  remained  at  that  level 
throughout  the  narcosis. 

Efects  upon  Respiration.~When  the  patient  is  thoroughly  nar- 
cotized, the  respiratory  rate  is  lower.  The  lowest  rate  observed  in 
any  of  our  cases  has  been  12  to  the  minute.  In  the  majority  of 
cases,  the  rate  has  remained  practically  normal. 

Length  of  .Va/Yo.y/5.— Narcosis  lasts  from  two  to  six  or  eight  hours. 
During  the  entire  time  of  narcosis,  the  patients  are  relaxed.  The 
tongue  is  apt  to  fall  back  into  the  throat.  It  is  necessary  in  order  to 
avoid  this  accident,  to  have  the  patient  carefully  watched  until  she  is 
fully  out  of  the  effects  of  the  drugs.  For  this  purpose,  we  use  a  nurse 
specially  instructed  in  the  method  of  overcoming  this  accident 
should  it  take  place. 

Dr.  Babcock  has  pointed  out  that  even  when  the  tongue  has 
dropped  back  into  the  throat,  that  the  thorax  moves  up  and  down 
as  if  the  patient  were  breathing.  To  guard  against  this  error,  he 
advises  that  a  piece  of  cotton  be  attached  to  the  end  of  the  nose  so 
that  it  extends  over  the  lips.  If  the  patient  is  breathing,  the  cotton 
will  move  up  and  down  with  each  respiratory  effort.  If  the  patient 
IS  not  breathing,  the  cotton  remains  stationary.  The  nurse  is 
mstructed  to  watch  the  movements  of  the  cotton  and  not  the  move- 
ments of  the  chest.  If  this  accident  occurs,  all  that  is  necessary  to  do 
IS  to  raise  the  angle  of  the  jaws  just  in  the  same  manner  as  would  be 
done  if  respiration  stopped  under  ether  narcosis. 
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Effect  on  Kidney  Function. — We  make  it  a  practice  in  all  our  op- 
erative cases  no  matter  what  the  anesthetic  used,  to  introduce  tap 
water  into  the  rectum  by  the  drop  method  as  soon  as  the  patient  is 
put  back  into  her  bed.  This  is  continued  at  least  for  the  first 
twenty-four  hours  in  all  cases.  In  cases  in  which  scopolamin  and 
morphine  have  been  used,  we  have  not  noticed  any  diminution  in 
the  amount  of  urine  secreted  as  compared  with  that  secreted  in 
cases  where  other  anesthetics  were  used. 

After-effects. — The  patient  usually  wakes  up  in  about  six  hours 
after  the  operation  without  any  knowledge  of  having  been  operated 
upon.  Nausea  and  vomiting  were  practically  absent  in  all  our  cases. 
The  patients  complain  of  being  thirsty  and  they  are  given  a  liberal 
amount  of  water.  The  first  night  is  a  peaceful  one.  They  go  to 
sleep  and  sleep  the  entire  night  through.  In  only  one  of  our  cases 
was  it  necessary  to  give  any  morphine  to  ease  pain  or  produce  sleep 
during  the  first  twenty-four  hours  after  operation.  On  the  second 
day  the  patients  are  bright  and  cheerful.  There  is  no  evidence  of 
shock.  There  is  no  nausea  or  vomiting.  They  are  perfectly  calm 
with  no  nervous  excitement  and  usually  hungry.  The  question  of 
diet,  of  course,  is  determined  by  the  character  of  the  operation  per- 
formed. All  patients  are  given  something  to  eat  unless  contra- 
indicated  by  the  type  of  operation.  In  none  of  our  cases  has  it  been 
necessary  to  withhold  food.  The  bowels  are  moved  on  the  second 
or  third  day  by  an  enema  and  we  have  not  noted  any  constipating 
effect  from  the  drug.  Neither  have  we  noticed  tympanites  any 
more  frequently  than  when  ether  was  used.  There  has  been  no  post- 
operative delirium  in  any  of  our  cases. 

Operations. — We  have  used  this  method  in  fifty  cases  on  the  gyne- 
cological service  at  St.  Agnes  Hospital.  In  the  beginning  of  our 
work,  before  we  thoroughly  understood  the  effect  of  the  drugs  and 
were  fearful  and  failed  to  give  a  sufficiently  large  dose,  it  was  neces- 
sary to  supplement  the  injections  by  inhalation  of  a  small  amount 
of  ether  to  produce  narcosis.  In  our  late  work,  it  has  only  been 
necessary  to  supplement  the  injections  in  several  cases.  When 
ether  is  necessary,  it  requires  only  a  very  small  amount  to  produce 
complete  narcosis  and  relaxation.  In  these  fifty  cases,  we  have 
represented  practically  all  the  usual  gynecological  conditions.  We 
have  done  extensive  plastic  work,  vaginal  and  abdominal  hyster- 
ectomies, hemorrhoids,  hernias,  operations  for  pelvic  inflammatory 
diseases,  appendectomies,  intestinal  obstruction,  considerable  opera- 
tions on  the  tubes  and  ovaries  and  operations  for  the  various  dis- 
placements of  the  uterus.  The  contraindications  for  ether  and 
chloroform  in  this  series  included  old  age  in  one  case  of  advanced 
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cancer  of  the  cervix,  high  blood  pressure,  valvular  heart  disease, 
myocarditis,  diseases  of  the  respiratory  tract  and  the  kidneys. 

The  report  of  the  case  in  which  seven  injections  were  used  is  worthy 
of  record.  This  case  was  given  the  amount  of  drugs  as  already 
detailed;  namely,  i^/q  gr.  of  morphine,  ^/g  gr.  of  scopolamin 
and  %o  gr.  apomorphine.  Narcosis  was  not  complete  until  two 
and  a  half  hours  after  the  first  injection.  In  this  case  an  extensive 
plastic  operation  was  done  on  the  perineum,  the  uterus  curetted, 
the  abdomen  opened,  the  appendix  removed  and  a  retroversion  of 
the  uterus  corrected  by  a  Gilliam  operation.  The  operation  lasted 
one  and  one-half  hours.  The  patient  did  not  awaken  until  nine 
hours  after  the  completion  of  the  operation.  She  suffered  no  ill 
effects  from  the  anesthetic  and  the  following  day  was  in  as  good  a 
condition  as  any  of  the  cases  which  receive  a  much  smaller  amount 
of  the  drugs. 

OBJECTIONS. 

1.  The  use  of  morphine  and  scopolamin  has  been  objected  to  on 
the  ground  that  it  is  a  dangerous  method.  There  is  not  available 
any  large  series  of  cases  upon  which  we  can  estimate  its  statistical 
danger.  Korff  in  a  series  of  18,000  collected  cases,  estimates  the 
mortality  as  2  per  cent.  It  must  be  borne  in  mind,  however,  that 
the  probabilities  were  that  in  the  majority  of  these  cases  it  was  used, 
where  on  account  of  the  grave  condition  of  the  patient  other  forms 
of  anesthesia  were  contraindicated,  and  that  the  comparatively  high 
death  rate  from  the  anesthetic  standpoint  has  been  due  not  alto- 
gether to  the  anesthesia  but  to  the  condition  of  the  patient. 

2.  It  has  been  objected  to  because  the  drugs  once  introduced  can- 
not be  withdrawn  and  the  patient  will  have  to  stand  the  full  effect 
of  the  injection.  The  only  objection  to  the  use  of  the  method  is  an 
idiosyncrasy  on  the  part  of  the  patient  to  one  or  other  or  both  of 
the  drugs  used.  If  they  have  an  idiosyncrasy  it  is  usually  shown 
after  the  first  injection  when  sufl&cient  amount  of  the  drug  has  not 
been  introduced  to  cause  death. 

If  the  patient  has  an  idiosyncrasy  the  method  is,  of  course,  not 
continued. 

CONCLUSIONS. 

1.  Morphine  and  scopolamin  narcosis  is  an  efl&cient  method  in 
major  surgical  operations. 

2.  It  is  a  reasonably  safe  method  in  those  cases  in  which  inhalation 
narcosis  by  ether  or  chloroform  is  contraindicated. 
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THE  ETIOLOGY  OF  APPENDICITIS.* 

BY 

CARROLL  CHASE,  M.  D., 

Brooklyn,  New  York  City. 

If  any  apology  for  the  presentation  of  a  subject  such  as  this  be- 
fore a  gynecological  society  is  required  let  it  rest  on  the  ground 
that  appendicitis  is  a  common  complication  of  pelvic  conditions  that 
the  gynecological  surgeon  is  called  upon  to  treat. 

Because  of  the  time  limit  set  it  wiU  be  necessary  to  attempt  but 
a  brief  epitome  of  the  subject,  dwelling  only  a  bit  more  fully  on  one 
or  two  of  the  more  modern  viewpoints  that  are  attracting  attention. 

Kelly (i)  wisely  divides  the  causes  into  three  classes:  predisposing, 
exciting,  and  final  or  essential,  and  I  will  follow  this  scheme. 

First,  the  Predisposing  Causes.  Age. — The  great  majority  of  all 
cases  occur  between  the  ages  of  ten  and  thirty.  Typical  cases  in 
the  aged  and  in  infants  are  rare.  This  is  so  because  of  the  abundant 
lymphoid  tissue,  very  susceptible  to  infection,  found  in  the  ap- 
pendix (by  some  called  the  abdominal  tonsil),  which  begins  to 
atrophy  at  about  the  age  of  thirty.  Sex.  Males  are  more  often 
attacked.  The  proportions  given  vary  from  80  per  cent.  (G.  R. 
Fowler(2)  to  60  per  cent.  (Johns  Hopkins  records(i)).  This  was 
supposed  to  be  due  to  the  more  abundant  blood  supply  in  females 
through  the  "appendicular  ovarian  ligament  of  Clado"  but  this 
view  is  now  held  to  be  wrong.  G.  K.  Dickinson(3)  of  Jersey  City, 
claims  most  men  have  tubular  cecoappendicular  junctions  while 
in  a  majority  of  women,  this  junction  is  funicular.  The  varying 
modes  of  life  of  the  two  sexes  is  probably  the  chief  reason.  Possibly 
the  better  development  of  the  psoas  muscle  in  males  is  another. 
Race.  This  disease  is  much  less  common  in  negroes.  Their 
mode  of  life  is  again  the  evident  reason.  Heredity  seems  a  factor, 
because  a  location  or  shape  of  the  organ  favorable  for  inflammation 
may  be  a  family  trait,  or  because  of  a  family  tendency  to  lymphoid 
inflammation.  Any  occupation  or  sport  in  which  the  psoas  muscle 
is  used  more  than  ordinarily  has  its  influence.  Hard  physical 
labor  has  been  assigned  as  a  cause,  probably  incorrectly.  The 
disease  is  more  common  in  the  cities  than  in  the  rural  districts. 
Sedentary  life  tending  to  constipation  and  digestive  disturbances 
is  the  reason.  Appendicitis  is  extremely  rare  in  some  countries, 
where  the  diet  is  strictly  vegetarian. 

*  Read  before  the  Brooklyn  Gynecological  Society,  November  5,  1915. 
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The  presence  of  much  lymphoid  tissue  has  been  mentioned. 
Lansdownand  Williamson (4)  claim  that  "there  are  in  the  substance 
of  the  mucous  membrane  of  the  intestinal  tract  certain  small  round- 
cell  aggregates,  more  or  less  distinct  from  the  lymphoid  follicles. 
These  structures  are  associated  with  a  particularly  simple  epi- 
thelium. They  occur  in  areas  of  concentration  in  the  stomach, 
duodenum,  appendix  and  upper  rectum.  These  areas  are  very 
liable  to  ulceration  and  form  the  pathologic  link  between  appendicitis, 
certain  dyspepsias,  and  gastric  and  duodenal  ulcers."  The  fact 
that  the  appendix  is  rudimentary  and  in  a  way  retrogressive  tissue 
makes  it  more  susceptible  to  inflammation.  The  position  of  the 
appendix,  its  length  and  shape,  and  the  length  of  the  mesoappendix 
afifecting  the  blood  supply  are  all  factors.  Any  intraabdominal 
condition  such  as  an  adhesion  or  band  which  closes  or  tends  to  close 
the  aperture  or  lumen  of  the  appendix,  is  a  predisposing  cause. 
Some  writers,  Edebohls  in  particular,  have  laid  stress  on  the  co- 
existence of  appendicitis  and  floating  right  kidney.  Kelly(i) 
made  note  of  104  cases  of  floating  right  kidney  in  but  four  of  which 
appendicitis  was  found. 

Exciting  Causes. — -Under  this  head,  first,  should  be  mentioned  the 
belief  of  some,  including  Riedel,  that  no  acute  attack  of  appendicitis 
can  occur  without  a  preceding  chronic  inflammation  of  that  organ. 
This  statement  seems  a  bit  broad,  but  of  course  has  a  large  element 
of  truth,  and  chronic  inflammation  must  be  considered  the  exciting 
cause  of  many  acute  attacks. 

The  common  exciting  causes  are  those  which  alter  the  blood  sup- 
ply of  the  appendix,  while  much  more  rarely  injury  or  the  presence 
of  foreign  bodies  must  be  considered.  Physiological  hyperemias  un- 
doubtedly are  often  exciting  causes.  The  occurrence  of  an  acute 
appendicitis  is  too  common  during  menstruation,  or  with  even  a 
moderate  attack  of  indigestion,  with  its  attendant  increased  blood 
supply  (though  short  of  any  inflammation),  to  leave  doubt  as  to 
their  relationship.  Intestinal  indigestion  and  fermentation,  and 
constipation  all  may  be  exciting  causes,  because  all  tend  to  create 
a  h>^eremia  of  the  intestinal  canal  at  or  near  the  appendix.  Kink- 
ing or  torsion,  from  whatever  cause  as  well  as  the  rare  condition 
of  appendicular  intussusception  are  more  rapidly  acting  exciting 
causes.  The  inclusion  in  a  hernial  sac  of  an  appendix  often  leads 
to  its  inflammation.  Robinson,  of  Chicago,  beheves  that  vascular 
changes  resulting  in  thrombosis  always  precede  the  bacterial  inva- 
sion, and  that  this  is  due  to  long  maintained  spasmodic  action  of 
the  muscle  in  the  apppendix  continuous  with  the  triband  muscle  of 
the  caecum.     Onemore  factor  emphasized  by  Bergman  and  Bull  is 
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that  under  pressure,  such  as  exists  when  the  appendicular  entrance 
is  closed,  and  swelling  begins,  bacterial  infection  is  much  more  rapid 
and  easy.  This  fact  regarding  infection  under  pressure  has  been 
demonstrated  experimentally. 

The  question  of  injury  as  an  etiological  factor  is  interesting,  and 
in  certain  medicolegal  aspects  might  be  of  great  importance.  It 
seems  to  be  the  consensus  of  opinion  among  authorities  that  injury, 
short  of  penetrating  wounds  of  the  abdomen,  never  causes  acute 
appendicitis  in  a  normal  appendix,  but  that  a  chronic  inflammation 
of  the  appendix  may  be  lighted  up  into  an  acute  attack  by  an 
injury  not  necessarily  severe.  Cases  are  on  record  where  an  ap- 
pendicular pus  tube  has  been  ruptured  by  a  blow. 

The  subject  of  foreign  bodies  is  also  of  interest.  Here  the  feeling 
of  the  medical  profession  has  undergone  a  radical  change.  Within 
the  memory  of  many  of  us,  fruit  seeds  were  reputed  to  be  the  common 
cause.  At  one  time  or  another  almost  every  foreign  body  that 
could  possibly  reach  the  appendix  has  been  found  there.  The 
various  intestinal  parasites  are  among  the  commonest,  while  pins 
or  small  fruit  pips  are  also  reported  with  comparative  frequency. 
The  records  of  thousands  of  carefully  examined  cases  now  prove 
that  foreign  bodies  in  the  appendix  are  rare.  For  example:  G.  R. 
Fowler(2)  noted  three  in  2000  cases,  and  the  Johns  Hopkins  rec- 
ords(i)  show  four  in  1000.  In  three  of  these  the  foreign  body  was 
an  intestinal  worm,  and  in  the  other  a  pin. 

But  after  all  is  said  it  is  the  final  or  essential  etiological  factor 
that  is  of  the  greatest  interest.  With  the  exception  of  the  rare 
cases  in  which  the  inflammation  of  the  appendix  is  due  to  cancer, 
actinomycosis,  tuberculosis,  or  typhoid  infection,  the  essential  cause 
is  infection  from  one  or  more  varieties  of  pyogenic  organisms.  There 
are  three  ways  in  which  these  bacteria  may  reach  the  appendix  and 
set  up  inflammation.  The  first  is  through  actual  contact  of  the 
appendix  with  other  organs,  or  structures  the  seat  of  infection,  such 
for  example  as  an  acutely  inflamed  Fallopian  tube,  though  these 
cases  are  not  common.  The  second  is  directly  by  entrance  through 
the  intestinal  canal  into  the  cavity  of  the  appendix,  from  whence  it 
enters  the  lymphoid  structure  through  abrasions  in  the  mucous 
membrane  lining  the  appendix,  or  according  to  some  writers  directly 
through  the  intact  mucous  membrane  particularly  when  the  con- 
tents of  the  appendix  is  under  pressure.  The  colon  bacillus  is  al- 
ways here  present  and  as  would  seem  reasonable  bacteriologists 
examining  acutely  inflamed  appendices  most  often  find  only  this 
bacillus.  A  recent  series  of  fifty  cases  reported  by  Takaki(7),  a 
Japanese,  showed  pure  colon  bacillus  culture  in  thirty-nine  cases. 
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while  in  six  the  colon  bacillus  was  found  with  the  staphylococcus 
aureus,  and  in  five  with  the  streptococcus  pyogenes. 

Chastanet(i),  by  way  of  experiment  fed  rabbits  on  bacterial 
cultures  and  working  along  similar  lines  Beaussenat(i)  fed  them 
with  contaminated  meat,  and  both  found  that  a  severe  intestinal 
catarrh  followed,  which  involved  the  appendix,  but  when  this 
catarrhal  condition  of  the  bowel  cleared  up,  the  appendicular  lesions 
remained.  From  this  Beaussenat  concluded  that  the  appendix  has 
but  a  very  slight  tendency  to  a  restitutio  ad  integrum. 

Until  quite  recently  this  source  of  infection  from  the  bowel  has 
been  deemed  the  common  one,  but  thanks  perhaps  as  much  as 
any  one  to  Billings  and  Rosenow  of  Chicago,  this  supposition  as  to 
the  entrance  of  infection  is  giving  way  to  the  idea  that  many  and 
perhaps  most  cases  of  acute  appendicitis  are  due  to  direct  infection 
through  the  blood  supply,  in  other  words  that  the  appendicitis  is 
simply  the  local  manifestation  of  a  systemic  hematogenous  in- 
fection. This  hematogenous  infection,  in  turn,  may  be  due  first 
to  a  focus  of  infection,  either  acute  or  chronic  existing  somewhere 
in  the  body,  most  commonly,  perhaps  as  a  tonsillitis,  or  alveolar 
abscess,  while  less  frequently  may  be  mentioned  as  a  focus  nasal 
sinusitis,  chronic  arthritis,  peptic  ulcer,  cholecystitis,  salpingitis, 
prostatitis,  seminal  vesiculitis,  or  even  such  an  infection  as  results 
from  an  ingrowing  toe  nail.  Rosenow,  with  great  care,  and  much 
improved  technic  has  been  able  to  isolate  definite  strains  of  bacteria 
from  the  blood  or  lymph  nodes  of  patients  suffering  from  such  infec- 
tions and  to  demonstrate  that  these  strains  of  bacteria  from  cases 
of  focal  infection  will  cause  similar  diseases  in  animals. 

Second,  the  hematogenous  infection  may  be  due  to  an  acute 
infectious  disease,  such  as  one  of  the  many  forms  of  rheumatism  (for 
example  acute  pharyngitis  or  tonsillitis)  to  grippe,  or  to  one  of  the 
infectious  diseases  of  childhood,  such  as  measles. 

Allow  me  to  quote  briefly  from  Dr.  Rosenow's  discussion  of  a 
paper  published  last  May  in  the  /.  A .  M.  A . : 

"The  demonstration  of  streptococci  in  the  focus  of  infection  at 
the  time  of  an  attack  of  appendicitis  that  has  an  affinity  for  the 
appendix  when  injected  intravenously  into  animals  it  seems  to  me 
is  good  evidence,  together  with  all  the  other  facts,  that  the  growth 
of  an  organism  in  the  throat  or  in  the  focus  of  infection  is  primary, 
and  that  the  disease  of  the  appendix  is  a  result  of  this,  not  by  the 
swallowing  of  bacteria,  but  by  embolic  infection — getting  into  the 
circulation  and  finding  in  the  appendix  a  favorable  spot  for  its  growth. 
When  you  couple  that  with  the  fact  that  when  the  attack  is  over 
you  can  go  back  and  make  cultures  from  the  same  spot,  and  inject 
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animals  in  the  same  way  with  cultures  made  as  before,  and  not  one 
animal  in  the  series  develops  a  single  lesion,  you  have  evidence  of 
the  cause  of  appendicitis.  If  you  have  a  case  of  arthritis  you  say 
it  is  an  embolic  infection,  why  not  here?  Aschoff  and  others  assert 
that  mechanical  factors  play  an  important  role  in  the  causation  of 
appendicitis.  They  say  that  the  first  attack  of  appendicitis  is  due 
to  a  previous  infection  which  causes  the  formation  of  fecal  concretions 
and  hence  the  mechanical  factor.  I  feel  that  these  things  are 
primary  and  the  other  things  are  secondary.  The  same  thing  can 
be  said  with  reference  to  cases  of  ulcer  of  the  stomach  and  of  chole- 
cystitis. We  have  heard  much  in  regard  to  the  importance  of 
various  foci  of  infection.  The  breaking  of  the  continuity  of  the  skin 
or  mucous  membrane  anywhere  should  be  regarded  as  a  serious 
matter.  We  know  the  relationship  of  slight  abrasions  to  highly 
virulent  streptococcic  infection.  After  demonstrating  the  presence 
of  bacteria  of  low  virulence  in  this  t}^e  of  infection  in  cases  of  chole- 
cystitis and  appendicitis,  why  not  believe  they  are  also  important. 
The  focus  is  not  only  the  place  of  entrance  but  also  the  infection 
antrium.  The  transmutation  of  streptococci  has  been  established. 
In  one  instance  there  is  an  affinity  for  joints  in  another  for  the 
appendix,  and  in  still  others  for  the  stomach  and  the  gall-bladder. 
These  types  of  streptococci  are  so  much  alike  in  their  cultural 
characteristics  and  morphology  that  it  is  difficult  to  differentiate 
them,  but  when  injected  as  isolated  they  are  different  in  their  actions 
in  animals." 

It  must  not  be  understood  that  the  connection  between  the  occur- 
rence of  appendicitis  and  such  infectious  disorders  as  acute  articular 
rheumatism  only  recently  has  been  noted.  Kelly (i)  states  that 
the  theses  which  appeared  on  disease  of  the  right  iliac  fossa  between 
the  years  1840  and  i860  are  full  of  allusions  of  the  relationship 
between  the  two.  All  of  which  adds  to  my  belief  that  the  practi- 
tioners before  the  present  "bacteriological  era  of  medicine,"  if  you 
will,  did  not  let  much  in  the  way  of  clinical  observation  escape 
them. 

I  have  seen  just  recently  a  case  which  illustrates  this  etiological 
factor  of  appendicitis  very  clearly.  A  young  woman,  aged  twenty- 
three,  twice  within  the  past  six  months  has  come  under  my  observa- 
tion with  a  typical  mild  attack  of  acute  appendicitis  following  within 
thirty-six  hours  the  onset  of  an  acute  tonsillitis  and  pharyngitis. 
Further,  she  remembers  the  occurrence  of  a  similar  mild  right  iliac 
pain  with  another  "cold  in  the  throat"  about  a  year  ago.  Both 
attacks  for  which  I  treated  her  yielded  promptly  to  salicylates. 

Just  here  the  interesting  question  is  presented  of  the  possible 
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prophylactic  treatment  of  appendicitis  by  removing  all  discoverable 
foci  of  infection  and  by  the  early  treatment  of  all  acute  infections. 
But  this  is  outside  the  scope  of  the  paper. 

In  closing  let  me  emphasize  the'  importance  of  hematogenous 
infection  as  a  cause  of  appendicitis  and  further  let  us  remember  the 
relation  that  a  similar  mode  of  infection  may  have  to  certain  strictly 
gynecological  diseases. 

986  Park  Place. 
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The  publication  of  a  case  of  this  rare  malformation  is  prompted 
not  so  much  by  theoretical  considerations  of  renal  anomalies  and 
misplacements,  as  by  the  wish  to  emphasize  the  risks  run  by  the 
bearer  of  such  an  unrecognized  organ,  and  the  amenability  of  some 
of  these  cases  to  improvement  through  appropriate  operative  meas- 
ures. Unilateral  fused  kidney  is  not  a  common  condition,  but  when 
it  exists,  it  offers  a  fascinating  opportunity  for  the  display  of  diag- 
nostic acumen  and  surgical  resourcefulness.  The  gynecological  and 
obstetrical  features  of  these  cases  are  especially  important,  and  corre- 
spond in  a  general  way  to  those  encountered  in  the  condition  known 

*  Read  before  the  January  Meeting  of  the  New  York  Physicians  Association. 
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as  "pelvic  kidney,"  in  which  one  of  the  patient's  two  kidneys  is  situ- 
ated within  the  boundaries  of  the  pelvis  and  limited  in  its  mobility 
to  that  immediate  region.  Unilateral  fused  kidney  is  of  importance 
to  the  gynecologist  and  obstetrician,  because  the  displacement 
of  such  an  organ  into  the  small  pelvis  may  act  as  an  obstacle  to 
childbirth,  and  give  rise  to  symptoms  necessitating  operative 
intervention. 

The  gynecological  and  obstetrical  features  of  fused  kidney  are 
especially  important,  and  correspond  in  a  general  way  to  those  en- 
countered in  the  condition  known  as  pelvic  kidney,  A  kidney  situ- 
ated on  the  pelvic  brim  is  exposed  to  pain  from  pressure.  It 
causes  the  patient  to  complain  of  pains  in  the  back  and  lower  abdo- 
men especially  about  the  time  of  menstruation,  and  intestinal  dis- 
turbances, notably  persistent  obstipation,  due  to  pressure  on  the 
rectum,  are  very  common  results.  Sometimes  vesical  disturbances 
are  present  in  these  cases.  On  the  other  hand,  all  these  symptoms 
may  be  absent  (author's  case). 

Weibel's  patient  on  the  other  hand,  a  woman  thirty-five  years  of 
age,  with  fused  sigmoid  kidney,  gave  a  history  of  pain  like  that  of 
floating  kidney  due  to  pressure  from  the  displaced  organ. 

The  complication  of  pelvic  kidney  or  fused  kidney  and  pregnancy 
is  of  the  greatest  importance  and  requires  early  recognition.  Abor- 
tion is  not  likely  to  occur,  and  the  child  is  carried  to  term  in  the  great 
majority  of  the  cases,  but  very  serious  disturbances  may  arise  in  the 
course  of  parturition,  on  account  of  the  narrowing  of  the  pelvis.  In 
the  mildest  cases,  childbirth  may  be  spontaneous,  although  unduly 
prolonged.  When  the  pelvis  is  considerably  obstructed  by  the  dis- 
placed kidney,  the  fetal  head  ma)^  fail  to  engage  in  the  pelvic  inlet, 
and  the  result  is  an  oblique  (author's  case),  transverse,  or  breech 
presentation.  In  extreme  cases,  the  misproportion  may  be  such 
as  to  favor  the  occurrence  of  rupture  of  the  uterus. 

In  fact,  the  most  serious  symptoms  which  an  abnormally  situated 
kidney  may  give  rise  to,  are  those  occurring  in  the  course  of  child- 
birth. This  is  readily  understood  when  it  is  kept  in  mind  that  a 
pelvic  kidney  is  fixed  in  a  definite  position  and  unable  to  get  out  of  the 
way  of  the  enlarging  uterus,  like  other  tumors  of  the  small  pelvis 
such  as  movable  ovarian  cysts  or  uterine  myomata.  The  true  con- 
jugate may  be  reduced  by  the  displaced  kidney  to  7  centimeters,  as 
as  in  Cragin's  case  of  hydronephrosis,  so  as  to  preclude  childbirth  at 
term  throughthe  natural  passages. 

On  account  of  their  greater  size,  fused  pelvic  kidneys  are  apt  to 
cause  even  greater  obstetrical  difficulties  than  single  displaced  or- 
gans, which  are  often  hypoplastic.     The  position  of  the  organ  in  the 
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pelvis  is  also  of  importance,  and  a  kidney  located  at  the  anterior 
aspect  of  the  sacrum  is  especially  dangerous  as  an  obstacle  to  child- 
birth. 

In  the  case  of  a  retroperitoneal  kidney,  of  limited  mobility,  as 
pointed  out  by  Dougal  Bissell,  the  development  of  an  intraperitoneal 
body,  such  as  the  pregnant  uterus,  would  probably  not  force  the 
organs  into  a  protected  position,  but  entrap  them  in  such  a  way  as  to 
occasion  distress  from  pressure.  A  displaced  pelvic  kidney,  in  a 
woman  forty-one  years  of  age,  in  his  experience  proved  a  serious 
obstacle  to  delivery.  Vaginal  examination  revealed  a  tumor  situ- 
ated apparently  in  Douglas'  culdesac.  The  child  was  extracted  after 
great  difficulty,  the  delivery  of  the  head  was  greatly  retarded  by  the 
pelvic  mass,  and  asphyxiation  of  the  child  resulted.  The  patient 
made  an  uneventful  recovery,  and  in  a  subsequent  operation  the 
pelvic  body  was  found  retroperitoneal  behind  the  uterus  and  to  the 
right  of  the  median  line.  It  proved  to  be  the  right  kidney,  normal  in 
size  and  appearance,  with  the  hilus  directed  inward. 

Before  going  further  I  would  like  first  to  report  again  briefly  a  case 
of  unilateral  fused  kidney  which  I  previously  described  more 
extensively  in   this  Journal  (Ixviii,  No.  i,  1913). 

Olga  J.,  aged  thirty- two,  previous  history  negative.  Menses 
always  regular  every  four  weeks,  without  pain,  since  fourteen  years 
of  age,  until  five  or  six  years  ago,  when  they  were  accompanied  by 
pains  which  have  of  late  increased.  Patient  is  married  but  childless. 
Was  treated  by  a  physician  who  told  her  she  had  a  uterine  tumor  and 
besides  a  tumor  on  the  upper  side  of  the  abdomen  which  should  be 
removed  by  operation. 

Examination. — Small  woman  in  moderately  good  condition  of 
nutrition.  All  organs  normal,  except  that  on  the  right  side  of  the 
abdomen  there  is  a  rather  hard  tumor,  larger  than  a  fist,  slightly 
movable,  extending  to  near  the  median  line  and  disappearing  toward 
the  right  renal  region.  The  examination  is  not  painful.  Patient 
thinks  that  the  tumor  has  grown  larger  recently.  The  left  kidney 
cannot  be  palpated. 

Vaginal  Examination. — Retroflexion  of  the  uterus.  At  the  poste- 
rior wall  of  the  uterus  there  are  several  small  myomata  which  to- 
gether are  no  larger  than  an  orange. 

Diagnosis. — Multiple  small  myomata.  Suspicion  of  congenital 
unilateral  fused  kidney  on  right  side. 

Operation. — ^Laparotomy  on  July  28,  191 2.  Uterus  fixed  to 
anterior  wall  of  abdomen  and  myomata  removed.  In  order  to  de- 
termine the  precise  nature  of  the  tumor,  the  posterior  peritoneum 
was  incised  at  the  level  of  the  tumor,  and  it  was  seen  immediately 
that  we  had  to  deal  wdth  renal  tissue,  upon  which  the  small  peritoneal 
incision  was  closed  without  looking  further  for  the  anatomy  of  the 
arteries,  veins  and  ureters.     The  left  side  was  carefully  examined  by 


452     stein:  clinical  importance  of  unilater.ax  fused  kidnt:y 

the  operator  and  his  two  assistants  in  search  of  a  kidney  but  none 
could  be  found.     Closure  of  the  abdominal  wound. 

Several  weeks  after  patient  had  left  the  hospital,  I  prepared  sev- 
eral x-ray  pictures*  together  with  Dr.  Jaches  of  this  city,  to  whom  I  am 
particularly  indebted  for  the  same.  I  may  state  at  the  outset  that 
the  cystoscopic  picture  presented  absolutely  normal  conditions.  This 
refers  particularly  to  the  position  of  the  bilateral  ureteral  orifices,  so 
that  the  picture  of  the  bladder  presented  absolutely  nothing  abnor- 
mal. The  aspect,  however,  changes  when  looking  at  the  x-rsiy  pic- 
tures, showing  as  they  do  that  both  of  the  catheters  inserted  into  the 
ureters  deviate  to  the  right  and  that  both  are  arrested  at  prac- 
tically the  same  level.  Injection  of  a  30  per  cent,  solution  of  collar- 
gol  into  the  renal  pelvis  demonstrated  the  fact  that  there  are  two 
renal  pelves  which  are  distinctly  visible  in  the  illustrations.  We 
are,  therefore,  forced  to  the  conclusion  that  we  have  to  deal  with  a  con- 
genital fusion  of  two  kidneys  with  separate  pelves  and  separate 
ureters,  the  openings  of  which  are  both  situated  at  normal  positions 
in  the  bladder. 

This  patient  became  pregnant.  The  following  history  of  the  final 
outcome  of  this  pregnancy  is  of  interest  from  several  points  of  view. 

The  history  of  the  pregnancy  does  not  show  anything  abnormal, 
except  that  the  patient  stated  that  for  the  last  month  or  so  she  be- 
gan to  bleed  once  in  a  while.  Upon  examination  we  could  find  noth- 
ing abnormal,  but  naturally  had  to  think  of  a  placenta  previa. 
Unfortunately,  I  was  on  a  vacation  for  about  three  weeks,  and  upon 
the  day  of  my  return  the  physician  who  had  been  taking  care  of  the 
case  during  my  absence  informed  me  that  the  patient  had  had  a 
very  pronounced  hemorrhage  that  day  and  asked  me  to  see  her  imme- 
diately. I  found  her  rather  anemic  and  upon  external  examination 
it  was  noticed  that  the  head  of  the  child  was  lying  on  the  left  iliac 
fossa  and  had  no  tendency  to  engage.  The  small  parts  and  breech 
were  to  be  felt  on  the  extreme  right  side  underneath  the  ribs.  The 
cervix  admitted  one  finger  and  one  could  easily  make  out  some  spongy 
masses  above  the  internal  os.  No  pains  were  present  and  it  was 
therefore  decided  to  await  further  developments  and  to  guard  the 
patient  constantly.  About  two  hours  later  I  was  called  to  see  the 
patient  immediately,  as  she  had  had  another  severe  hemorrhage. 
The  patient  at  this  time  was  very  anemic,  but  had  no  pains,  and 
there  was  no  change  in  the  cervix,  so  far  as  dilatation  was  concerned. 
It  was  therefore  decided  to  do  an  immediate  vaginal  Cesarean  sec- 
tion, which  was  easily  accompHshed  except  for  the  extraction  of  the 
head,  which  was  arrested  through  some  obstacle  and  which  took 
quite  some  time  to  extract.  The  child  was  born  dead  and  after  it 
was  born  there  was  a  tremendous  hemorrhage  from  the  uterus. 

*  Loc.  cit. 


stein:  clinical  importance  or  unilateral  fused  kidney    453 

The  uterus  was  soft  and  even  after  the  placenta  was  removed,  it 
showed  hardly  any  tendency  to  contract.  In  spite  of  all  precautions, 
injections  of  camphor  and  ether  and  infusion  of  saline  solution,  the 
patient  died  two  hours  after  confinement,  due  to  extreme  anemia. 
No  autopsy  could  be  obtained. 

If  we  now  consider  this  case  for  a  moment  hypercritically,  it  might 
be  said  that  in  all  probability  the  unilateral  fused  kidney  on  the  right 
side  arrested  the  head  and  pushed  it  forward  toward  the  left  iliac  fossa. 
We  considered  this  condition  also  before  deciding  on  the  vaginal 
Cesarean  section  but  did  not  think  the  kidney  far  enough  down  in  the 
pelvis  to  cause  any  permanent  obstacle  to  confinement  by  the  vias 
naturalis.     The  placenta  previa  played  the  most  prominent  part  from 


Fig.  I. — Unilateral  fused  kidney. 

the  practical  point  of  view.  All  our  attention  was  directed  toward 
the  elimination  of  this  dangerous  condition  and  we  reasoned  that  in 
this  particular  case,  in  view  of  the  circumstances,  a  vaginal  Cesarean 
section  would  give  us  quicker  results. 

Considering,  however,  the  outcome  of  this  case,  and  after  a  care- 
ful perusal  of  the  literature,  I  would  not  recommend  this  procedure 
in  any  similar  case.  I  would  rather  perform  in  all  cases  of  placenta 
previa  centralis,  the  abdominal  Cesarean  section,  and  surely  would 
do  so  in  all  cases  of  diagnosed  unilateral  fused  kidney.  In  the  latter 
case  one  might  then  dislocate  the  dystopic  organ  and  fix  it  in  a  more 
natural  position. 

The  experiences  of  others  in  these  cases  (including  the  dystopic 
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organ  of  one  side)  have  been  varied.  In  Halban's  case  of  congenital 
pelvic  kidney,  with  a  kidney  normally  placed  on  the  other  side,  in  a 
pregnant  woman  twenty-three  years  of  age,  examination  showed  a 
movable  uterus  and  perfectly  normal  findings  on  palpation  of  the 
right  half  of  the  pelvis.  On  the  left  lateral  and  posterior  pelvic  wall, 
approximately  corresponding  to  the  sacroiliac  synchondrosis,  a 
tumor  the  size  of  a  small  fist  was  found,  which  could  not  be  dis- 
placed from  the  pelvic  wall.  The  tumor  was  flattened,  of  somewhat 
irregular  shape,  smooth  surface,  rather  elastic,  and  extremely  tender 
on  pressure.  The  nature  of  the  tumor  was  obscure  but  as  it  evi- 
dently presented  a  grave  obstacle  to  delivery,  laparotomy  was 
performed,  and  inspection  and  palpation  of  the  small  pelvis  now 
showed  that  the  tumor  which  had  been  felt  per  vaginam,  was  actually 
attached  to  the  lateral  pelvic  wall,  its  upper  pole  barely  reaching  the 
linea  innominata.  The  tumor  was  entirely  retroperitoneal,  the 
overlying  peritoneum  was  unchanged  and  freely  displaceable.  It 
was  now  at  once  identified  as  the  left  dystopic  kidney.  Halban 
decided  upon  the  mobilization  and  displacement  of  the  organ  from  the 
small  into  the  large  pelvis  followed  by  fixation,  and  this  was  success- 
fully accomplished.  The  patient  made  a  good  recovery,  but  aborted 
on  the  third  day  after  operation  (fifth  month)  so  that  the  operator 
missed  the  observation  of  labor  at  term. 

Cragin  reports  a  case  of  left  cystic  pelvic  kidney,  which  produced 
a  marked  obstruction  of  the  parturient  canal,  in  a  woman  twenty- 
five  years  of  age,  who  was  seen  in  the  ninth  month  of  her  third  preg- 
nancy. As  it  seemed  impossible  for  a  living  child  to  be  born  through 
the  natural  passages,  %vithout  the  removal  of  the  tumor,  a  vaginal 
nephrectomy  was  performed,  after  it  was  ascertained  that  the  dis- 
placed kidney  was  disorganized  and  converted  into  a  cyst.  Fourteen 
hours  after  the  operation,  true  labor  began,  and  three  hours  later  a 
healthy  female  child  was  delivered  with  ease  as  through  the  removal 
of  the  misplaced  kidney,  the  internal  conjugate  had  been  increased 
from  7  to  lo  centimeters.     The  mother  made  an  uneventful  recovery. 

Single  or  solitary  kidney,  with  total  absence  of  the  opposite  organ, 
is  a  more  common  anomaly,  and  is  easily  confused  with  unilateral 
fused  kidney.  Malformations  of  the  genital  organs  are  not  so  fre- 
quently associated  with  unilateral  fused  kidney  as  with  a  single  or 
solitary  kidney,  for  the  reason  that  the  fusion  does  not  originate  until 
after  the  differentiation  of  the  urinary  and  genital  system  has  taken 
place  in  the  embryo.  A  case  of  fused  kidney  with  anomalies  of  the 
female  genital  apparatus,  was  reported  by  Heuer  {Inaugural 
Dissertation,  Leipzig,  1902).  In  exceptional  cases,  the  entire  female 
sexual  apparatus  is  imperfectly  developed.     Every  instance  of  faulty 
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development  of  the  genital  organs  should  at  once  suggest  the 
possible  existence  of  a  renal  anomaly,  on  account  of  the  frequent 
association  of  malformations  of  the  sexual  apparatus  with  mis- 
placement or  deficiency  of  the  kidneys.  Gaitschmann  {Centralhlatt 
fur  Chirurgie,  No.  i8,  1913,  p.  707)  describes  congenital  absence  of 
one  kidney,  the  left,  in  a  girl  sixteen  years  of  age,  in  whom  the 
anomaly  was  associated  with  uterus  bicornis  duplex  and  a  double 
vagina. 

However,  unilateral  fused  kidney,  although  always  in  an  abnor- 
mally low  position,  does  not  necessarily  give  rise  to  symptoms,  and 
its  existence  may  remain  unsuspected  until  examination  (author's 
case)  or  autopsy.  If  such  an  organ  becomes  displaced,  however,  it 
may  become  troublesome  through  the  drag  caused  by  its  descent,  or 
through  compression  against  the  bony  pelvis.  Cruse,  in  his  Inau- 
gural Dissertation,  Munich,  1897,  contributes  a  rare  case  of  fused 
kidney,  with  displacement  into  the  hollow  of  the  sacrum.  A  good 
illustration  of  a  fused  kidney  in  a  new-born  girl,  showing  the  dis- 
placed organ  near  the  promontory  of  the  sacrum,  is  given  by  Kiister 
{Deutsche  Chirurgie,  Lfrg.  52  b.,  1902,  p.  120). 

The  practical  importance  of  the  clinical  diagnosis  is  at  once  ap- 
parent when  it  is  kept  in  mind  that  the  failure  to  discover  the  exist- 
ence of  unilateral  fused  kidney  involves  the  danger  of  useless  lumbar 
incisions  and  the  infliction  of  more  or  less  operative  traumatism 
until  the  actual  condition  has  been  ascertained.  A  fused  pelvic 
kidney  is  practically  inaccessible  by  way  of  the  lumbar  incision,  but 
fused  organs  of  the  elongated  type  often  occupy  a  nearly  normal 
position.  Errors  in  diagnosis  have  led  to  the  removal  of  the  patient's 
single  fused  kidney  and  inevitable  death;  although  fortunately  ex- 
ceptional, such  cases  have  occurred  in  the  experience  of  the  most 
skilled  operators. 

As  an  example  of  the  foregoing.  Buss'  case*  may  be  cited  here: 

Woman,  aged  twenty-one  years.  Extirpation  of  a  single  left 
kidney  of  abnormal  flat  shape,  displaced  in  small  pelvis.  It  had 
been  mistaken  for  hematometra  on  account  of  periodical  monthly 
pains.  The  patient  was  a  girl  in  whom  the  uterus,  vagina,  right 
ovary,  right  kidney  and  right  ureter  were  missing.  She  was  born 
with  harelip,  and  cleft  palate.  The  pelvic  kidney  had  appeared  on 
examination  as  a  tense  elastic  tumor,  the  size  of  a  fist. 

The  symptoms  of  unilateral  fused  kidney  are  apt  to  be  vague  and 
misleading.  Especially  the  flattened  type  of  fused  kidney  (Kuchen- 
niere  of  the  Germans,  rein  en  galette  of  the  French)  is  apt  to  be  dis- 

*  Zur  Dystopie  der  Nieren  mit  Missbildung  der  Geschlechtsorgane.  Zeitschr. 
klin.  Med.,  vol.  xxxviii,  1889,  p.  439. 
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placed  and  pelvic,  giving  rise  to  symptoms  indicative  of  a  pelvic 
tumor,  whereas  on  the  other  hand,  a  pelvic  tumor  may  simulate  a 
fused  kidney.  A  very  instructive  case,  reported  by  Dougal  Bissell, 
concerned  a  young  woman,  twenty-two  years  of  age,  who  from  early 
childhood  had  experienced  much  discomfort  in  the  right  pelvic 
region.  An  abdominal  examination  showed  a  large  tumor  filling  the 
right  pelvic  region,  elevating  that  portion  of  the  abdomen  an  inch  or 
more  above  the  left  side,  and  extending  from  a  line  passing  horizon- 
tally through  the  navel  to  the  ramus  of  the  right  pelvic  bone.  Pelvic 
kidney  was  suspected,  and  when  the  abdomen  was  opened,  the  tumor 
was  found  retroperitoneal,  occupying  the  greater  part  of  the  entire 
right  pelvic  region  and  extending  an  inch  or  more  above  the  ileo- 
pectineal  line.  It  proved  to  be  a  large  fused  kidney.  No  other 
kidney  was  found.  The  operative  treatment  consisted  in  decapsula- 
tion and  nephropexy,  and  the  results  were  very  favorable,  with 
subsidence  of  the  pain  in  the  pelvis  and  right  leg,  relief  from  frequent 
micturition  and  tenesmus,  disappearance  of  headache,  nausea  and 
vomiting. 

Renal  dystopia  is  rather  uncommon  and  ought  to  be  given  serious 
consideration  in  the  differential  diagnosis  of  gynecological  cases. 
It  has,  however,  been  clinically  recognized  in  only  a  few  exceptional 
instances.  In  by  far  the  majority  of  the  cases,  the  pelvic  kidney 
was  not  recognized  as  such  until  the  time  of  the  operation,  as  in 
Halban's  case.  Kehrer  and  Straeter  have  recently  pointed  out  the 
importance  of  dystopic  pelvic  kidney  in  women,  from  the  diagnostic 
as  well  as  the  therapeutic  vie^vpoint. 

The  complete  diagnosis  of  unilateral  fused  kidney  includes  the 
establishment  of  the  existence  of  the  fused  organ,  as  well  as  its  loca- 
tion, on  the  right  or  left  side  in  the  abdomen.  The  question  may 
also  arise  as  to  the  relative  health  and  functional  value  of  the  fused 
organs,  when  the  fusion  is  partial  and  incomplete.  Flattened  fused 
kidneys  are  especially  liable  to  disease,  as  in  Albarran's  patient  with 
pyo-  and  hydronephrosis  of  the  upper  half  of  the  fused  kindeys,  with 
resection  of  the  degenerated  lower  half.  Zuckerkandl  also  success- 
fully resected  the  tuberculous  lower  segment  of  a  long  fused  kidney. 

Normal  dystopic  kidneys,  and  especially  pathologically  altered  dis- 
placed kidneys,  are  very  frequently  mistaken  for  tumors  of  the 
internal  genitals,  including  ovarian  and  uterine  tumors,  hydrosalpinx, 
pyosalpinx,  and  appendicitis.  In  other  cases,  dystopic  kidneys 
have  been  suspected  of  being  of  intestinal,  pancreatic,  or  mesenteric 
origin,  or  tumors  derived  from  the  bony  pelvis.  Erroneous  diagno- 
sis are  sure  to  occur  in  some  of  the  cases,  which  are  apparently  so 
simple  that  the  possibilities  of  dystopic  kidney  are  lost  sight  of.     It  is 
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imperative,  however,  to  include  this  condition  in  the  range  of  diag- 
nosis, especially  as  the  modern  functional  tests  and  general  methods 
of  renal  examination  often  permit  the  recognition  of  even  difficult 
cases  of  dystopic  kidney  and  also  of  fused  kidney. 

In  a  case  reported  by  Huebschmann  in  1908,  the  autopsy  of  a 
patient  who  had  been  treated  for  a  long  time  unsuccessfully  revealed 
the  presence  of  a  long  fused  kidney.  The  condition  had  been 
mistaken  for  a  tumor  of  the  liver. 

The  physical  examination  of  the  patient,  including  palpation  and 
percussion,  is  of  the  greatest  importance.  In  very  stout  or  over- 
sensitive individuals,  or  in  patients  with  a  deformed  thorax,  palpa- 
tion naturally  meets  with  difficulties.  The  discovery  of  a  very 
large  kidney  on  one  side,  which  is  not  accounted  for  by  a  known 
pathological  condition,  and  the  nondiscovery  of  the  opposite 
kidney,  is  suggestive  of  a  fused  organ.  It  must  be  admitted,  how- 
ever, that  palpation,  in  the  majority  of  the  cases,  serves  neither  to 
establish  the  existence  of  a  renal  mass,  nor  the  character  of  this 
mass  as  a  fused  kidne3\  Percussion  of  the  abdominal  region  may 
help  to  determine  the  relations  of  the  mass  to  the  intestine,  and  its 
position  behind  or  in  front  of  the  colon. 

Having  identified  as  kidney  a  hardened  mass  on  one  side  of  the 
abdomen,  the  examiner  finds  himself  later  on  confronted  with  the 
still  greater  difficulty  of  recognizing  a  fused  kidne\\  In  the  first 
place,  it  is  necessary  to  exclude  cancerous  growths  of  the  colon,  which 
is  relatively  easy  on  account  of  the  smooth,  regular  mass  represented 
by  the  kidney;  moreover,  it  is  impossible  to  recognize  intestinal 
tympanites  above  and  below  the  mass.  Cancer  of  the  bowel  is 
usually  associated  with  hemorrhage  and  intestinal  obstruction,  and 
in  the  absence  of  definite  functional  signs  can  usually  be  excluded 
by  means  of  radiography  after  injections  of  bismuth. 

Movable  liver  or  movable  spleen  are  more  apt  to  prove  mislead- 
ing. In  women  especially  even  a  simple  floating  kidney  and  hep- 
atoptosis  are  easily  confused,  and  are  often  associated.  A  displaced 
liver  is  movable,  and  can  always  be  raised  to  some  degree;  whereas 
a  fused  kidney  is  simply  lowered,  and  usually  fixed  in  its  abnormal 
position. 

In  order  to  exclude  a  simple  floating  kidney,  or  a  displaced  organ, 
the  presence  of  a  kidney  on  the  opposite  side  must  be  established. 
If  a  pathologically  enlarged  or  hypertrophied  kidney  is  found,  it 
can  be  identified  as  a  fused,  double  organ,  only  through  the  most 
careful  palpation  of  its  contours.  Following  with  the  finger  tips 
successively  the  internal  and  external  margins  of  the  kidney,  a 
series  of  inlets  and  protuberances  may  be  felt,  representing  the  upper 
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pole  of  the  upper  kidney,  its  hilus,  its  inferior  pole,  the  groove  which 
separates  it  from  the  lower  kidney,  and  the  corresponding  portions 
of  this  kidney.  While  this  may  be  possible  in  favorable  cases  of 
elongated  fused  kidney,  the  differentiation  of  a  uniformly  rounded 
fused  kidney  from  a  single  kidney  is  naturally  much  more  difficult. 

Cystoscopy  in  suspected  cases  of  unilateral  fused  kidney  affords 
no  information,  on  account  of  the  invariably  normal  configuration 
of  the  trigone.  The  fused  organ  is  always  provided  with  two  ureters, 
one  for  each  kidney,  and  these  ureters  open  normally  into  the  bladder 
on  either  side  of  the  trigone,  whereas  their  entrance  into  the  kidney 
is  extremely  variable.  Catheterization  of  the  ureters  may  prove 
serviceable  and  suggestive,  for  the  pain  felt  by  the  patient  when  the 
capacity  of  the  right  and  left  renal  pelvis  is  being  tested,  will  always 
be  referred  to  the  same  side,  no  matter  into  which  ureter  the  liquid 
is  injected. 

Radiography.  After  the  ureters  have  been  rendered  opaque  by 
the  injection  of  an  impermeable  liquid,  such  as  a  collargol  solution, 
or  more  simply,  by  the  introduction  of  metal  catheters,  they  may  be 
examined  radiographically.  The  diagnosis  of  unilateral  fused 
kidney  was  made  in  this  manner  in  Albarran's  case,  a  woman 
fifty-four  years  of  age.  Both  ureters  were  seen  entirely  on  the 
right  side,  at  a  certain  height  after  leaving  the  bladder,  the  two 
catheters  crossed  and  each  stopped  at  a  different  level;  in  order  to 
reach  the  renal  pelvis,  the  lower  catheter  described  on  anteroposte- 
rior curve  quite  close  to  the  kidney.  Radiography  is  probably  the 
only  method  which  permits  a  certain  diagnosis  prior  to  operative 
intervention. 

In  the  author's  case  the  diagnosis  was  also  established  beyond 
doubt  by  means  of  this  method. 

Functional  examination  of  the  kidney  according  to  modern 
methods  may  at  least  suggest,  if  not  prove,  the  existence  of  unilateral 
fused  kidney.  Although  the  results  of  the  tests,  as  practised  before 
all  renal  operations,  are,  of  course,  in  themselves  not  sufficient  for 
the  diagnosis  of  a  fused  kidney,  they  are  useful  supplements  to  the 
findings  of  palpation,  and  especially  of  radiography,  so  that  the  total 
information  in  a  given  case  points  more  or  less  conclusively  to  the 
existence  of  a  fused  kidney. 

The  diagnosis  of  unilateral  fused  kidney  is  often  not  made  until 
the  patient  is  on  the  operating-table.  After  its  exposure  a  fused 
kidney  is  sometimes  promptly  recognized  by  its  large  size,  its  ir- 
regular form,  and  especially  by  the  direction  of  the  ureters,  one  ureter 
passing  toward  the  opposite  side  of  the  abdomen.     The  arrange- 
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ment  of  the  renal  blood-vessels  is  readily  ascertained  at  the  time  of 
the  operation. 

Surgical  operations  for  hydro-  or  pyonephrosis,  stones,  tuberculosis, 
etc.,  which  enter  into  consideration  in  the  treatment  of  unilateral 
fused  kidney  are:  partial  nephrectomy,  pyelotomy,  preferable  to 
nephrotomy,  decapsulation  and  nephropexy,  and  operations  on  the 
renal  pelvis.  The  technic  of  partial  nephrectomy  must  be  modified 
to  suit  individual  requirements.  Nephrotomy  is  difficult  for 
technical  reasons,  on  account  of  the  increased  danger  of  hemorrhage, 
and  is  advantageously  replaced  by  anterior  pyelotomy.  The  usual 
operations,  in  cases  of  unilateral  fused  kidney,  as  not  endangering  the 
organ,  are  renal  decapsulation  and  fixation  (nephropexy).  The 
remote  results  of  these  operative  procedures  are  for  the  most  part 
improvements  rather  than  cures,  especially  as  a  successful  fixation 
of  the  large  and  heavy  fused  organ  is  likely  to  meet  with  serious 
difiiculties. 

In  case  of  a  pelvic  kidney,  with  a  normal  organ  on  the  other  side, 
extirpation  may  enter  into  consideration,  the  choice  of  the  route 
(abdominal,  sacral,  perineal,  or  vaginal)  being  governed  by  individual 
requirements.  The  other  method  of  liberating  the  pelvis  from  the 
obstructing  kidney  consists  in  laparotomy  and  displacement  of  the 
kidney  into  the  large  pelvis,  followed  by  fixation. 

The  only  possible  method  of  clearing  the  pelvis  from  a  displaced 
fused  kidney  in  obstetrical  cases  consists  in  the  transference  of  the 
kidney  into  the  large  pelvis  and  fixation  in  its  new  position,  after 
laparotomy.  Expectant  treatment  is  more  advisable,  however,  in 
view  of  the  risk  of  interrupting  the  pregnancy,  as  the  intervention 
involves  considerable  dragging  upon  the  uterus  in  order  to  provide 
free  access  to  the  kidney.  In  a  general  way,  it  is  probably  safest 
to  induce  premature  labor  at  the  proper  time,  or  to  perform  Cesarean 
section,  when  the  child  is  living  and  the  birth  passages  are  greatly 
narrowed.  Halban  suggests  that  this  might  be  followed  at  once 
by  the  transference  and  fixation  of  the  kidney  above  the  linea 
innominata. 

In  summing  up  I  would  repeat  that  to  find  oneself  confronted  with 
a  displaced  pelvic  kidney  as  a  birth  obstacle,  more  particularly 
if  it  be  a  fused  and  enlarged  organ,  is  one  of  the  most  serious  ob- 
stetrical predicaments.  Prevention,  as  better  than  cure,  is  es- 
pecially applicable  to  these  cases.  In  order  to  emphasize  the  fact 
that  this  contingency  is  by  no  means  so  rare  as  might  be  imagined, 
a  compilation  of  the  cases  of  renal  fusion  of  the  elongated  type  has 
been  made  from  the  literature,  and  for  the  sake  of  completeness, 
those  cases  of  unilateral  fused  kidney  in  the  male,  which  are  more 
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or  less  typical  of  this  anomaly,  are  also  given  in  brief  abstract. 
However,  a  separate  list  of  the  cases  of  fused  and  displaced  kidney  in 
female  individuals  has  been  carefully  prepared,  as  it  is  the  object  of 
this  paper  to  point  out  the  gynecological  and  obstetrical  features  of 
this  condition. 

SUMMARY  OF  CASES  OF  UNILATERAL  FUSED  KIDNEY  REPORTED  IN  THE 

LITERATURE. 
A.  CASES  IN  FEMALES. 

Kelly.  1868.  Abnormal  (Single  Unsymmetrical)  Kidney.  {Trans- 
act. Pathol.  Soc,  London,  xix,  1868,  p.  274.) 

Adult  female.  Autopsy  findings:  fused  right-sided  kidney.  No 
kidney  on  left  side.  Two  ureters,  the  upper  passing  in  front  of 
the  vessels,  the  lower  after  having  passed  behind  the  first  followed 
the  course  of  the  left  common  iliac  artery,  penetrating  on  the  left 
side  into  the  bladder.  Normal  ureteral  orifices.  Three  renal 
arteries  arising  from  aorta.     Three  veins. 

Plcard.  1872.  Rein  unique.  {Bull,  de  la.  Soc.  Anat.  de  Paris, 
xlvii,  1872,  p.  388.) 

Female,  aged  thirty-six  years.  Autopsy  findings:  fused  kidney, 
smaller  than  two  united  kidneys,  presenting  two  ureters.  The  renal 
mass  covered  the  fourth  and  fifth  lumbar  vertebrae. 

Greenfield.  1876.  Single  Kidney  (Fusion).  {Transact.  Pathol. 
Soc,  London,  xxviii,  1877,  p.  161.) 

Girl  of  nineteen  years.  Autopsy  findings:  no  kidney  or  vessels 
on  right  side;  left  kidney  in  normal  place,  of  normal  form,  flatter  and 
larger  than  normal,  somewhat  lobulated.  Double  hilus,  not  con- 
necting on  anterior  surface;  with  two  ureters,  having  normal  vesical 
orifices.  A  single  bifurcated  artery  and  a  single  vein.  There  was 
apparently  a  fusion  of  the  two  kidneys  into  one.  (This  case  also 
quoted  by  Morris,  Surgical  Diseases  of  the  Kidney  and  L're^er,  London, 
1901.) 

Bachhammer.  1879.  Einige  Varietaten  der  Nieren  und  Ure- 
teren.     {Archiv  f.  Anat.  u.  Physiol.,  Anat.  Ahtlg.,  p.  139.) 

Female,  aged  seventy-nine  years.  Autopsy  findings:  only  one 
right-sided  fused  kidney,  larger  and  heavier  than  normal.  Double 
anterior  hilus,  each  giving  rise  to  a  ureter  and  receiving  blood- 
vessels; the  lower  ureter  terminated  at  the  left  angle  of  the  trigonum, 
the  upper,  larger  ureter  terminated  on  right  side  of  bladder,  so  that 
the  ureters  were  crossed,  the  upper  passing  in  front  of  the  lower. 
Two  arteries,  originating  from  the  aorta,  the  lower  very  near  the 
bifurcation. 

Turner.  1885.  Conjoined  Kidneys,  the  Left  Transposed. 
{Transact.  Pathol.  Soc,  London,  1885,  6,  xxxvii,  p.  284.) 

Female,  aged  eighteen  years.  Death  from  heart  disease. 
Autopsy  findings:  no  kidney  on  left  side;  this  organ  was  dis- 
placed, and  its  upper  pole  was  joined  to  the  lower  pole  of  the  right 
kidney.  Hilus  of  lower  kidney  was  turned  outward  and  downward. 
Absence  of  left  ovary  and  tube.     Right  ovary,  normal. 

Palma.  1891.  Ren  Impar  Sinister.  {Peager  med.  Wchschrijt.,  No. 
2,2,^  1891,  p.  380.) 

Stillborn    female    child.     Autopsy    findings:  spina    bifida.     No 
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kidney  on  right  side.  Fused  oval  lobulated  renal  mass  on  left  side. 
Double  anterior  hilus,  upper  on  left,  lower  on  right  side.  Two  renal 
pelves,  two  ureters  opening  normally  into  the  bladder.  One  artery 
and  one  vein  for  each  hilus. 

Dickinson.  1895.  Solitary  Kidney.  {Transact.  Pathol.  Soc, 
London,  xlvii,  1895,  p.  80.) 

Female,  aged  forty-seven  years,  death  from  pleurisy.  Autopsy 
findings:  no  right  kidney.  Left  kidney  formed  by  complete  fusion 
of  the  two  organs.  Double  anterior  hilus.  Two  ureters,  with 
normally  situated  orifices,  the  upper  entering  the  bladder  on  the 
right  side. 

B.  V.  Karltreu.  1898.  Fin.  Fall  von  linksseitiger  Doppelniere. 
(Virchow's  Archiv  f.  Pathol.  Anat.,  vol.  clii,  1898,  p.  545.) 

Female,  medium  age.  Autopsy  findings:  left  fused  kidney,  the 
upper  placed  horizontally  over  the  lower  longitudinal  kidney.  No 
line  of  demarcation,  the  entire  mass  reaching  from  the  last  dorsal 
to  the  fifth  lumbar  vertebra.  Double  hilus,  superior  directed 
downward,  inferior  forward.  Ureters  with  normal  termination  in 
bladder.  Four  arteries,  one  for  the  superior  hilus,  three  for  the 
lower  kidney,  two  anterior  and  one  posterior.     Single  large  vein. 

Sutherland  and  Edington.  Congenital  Affections  of  the  Urinary 
Apparatus.     (Glasgow  Med.  Journal,  vol.  xlix,  1898,  p.  81.) 

Fusion  of  kidneys  in  a  girl  seven  years  of  age.  The  fused  mass 
presented  an  elongated  reniform  outline  and  was  possibly  formed 
by  the  superposition  of  one  kidney  on  the  other.  Two  distinct 
renal  pelves,  two  ureters,  the  upper  entering  at  the  right,  the  lower 
at  the  left  angle  of  the  trigone.  The  mass  occupied  the  right  renal 
region  and  was  distinctly  palpable  in  life. 

Smith,  A.  and  Gammon,  Wm.  A  Case  of  Congenital  Absence  of 
Internal  Genitals.  Fusion  of  Kidneys.  Single  Ureter.  {Medical 
News,  Sept.  21,  1901,  p.  452.) 

The  autopsy  of  a  girl  sixteen  years  of  age  showed  but  one  kidney 
mass  occupying  the  position  of  the  right  organ;  its  size  and  shape 
indicating  this  mass  to  be  the  result  of  fusion  of  the  two  kidneys. 
The  single  ureter  was  normal  in  appearance  and  at  its  superior  end 
opened  into  the  pelvis  of  the  fused  kidney. 

Zondek.     Die  Topographie  der  Niere.     {Monograph,  1903,  p.  86.) 

Female.  Oval  elongated  kidney,  in  normal  position  on  right  side; 
no  kidney  on  other  side.  Hilus  an  anterior  wall,  near  middle  of 
organ.  Two  renal  pelves  with  two  ureters,  entering  normally  into 
bladder.  Kidney  was  divided  by  longitudinal  groove  into  a  small 
left  and  a  large  right  portion. 

Weibel,  W.  Ein  operativ  behandelter  Fall  von  Ren  sigmioideus. 
{Wiener  klin.  Wochenschrift,  No.  47,  1908,  p.  1632.) 

Female,  aged  thirty-five  years.  Fused  sigmoid  kidney,  left  kidney 
below  right,  united  by  a  bridge  of  renal  substance;  adherent  to  lower 
portion  of  right  kidney  and  widely  fused  with  the  same.  History 
of  pain  like  that  of  floating  kidney,  due  to  pressure  from  the  displaced 
organ.     Good  recovery  after  operation. 

Cholzof.  Ein  seltener  Fall  von  Nierenanomalie.  (Centralblati 
f.  Chir.,  No.  49,  1907,  p.  1435.) 
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Female,  aged  twenty-four  years.  Death  from  chronic  endocar- 
ditis. 

Right  kidney  was  absent,  the  left  was  enlarged,  lobulated,  placed 
about  two  fingers'  width  lower  than  normal.  Two  renal  pelves, 
each  with  a  permeable  ureter  terminating  normally  in  the  trigonum. 
A  renal  artery  from  the  aorta  gave  three  branches  to  the  hilus  of 
the  kidney.  Two  veins,  emerging  from  the  kidney,  passed  to  the 
inferior  vena  cava.  (It  is  rather  doubtful  whether  this  is  a  case  of 
true  fused  kidney.) 

Dubois.  Un  cas  de  rein  unique.  Fusion  des  deux  reins  a 
droite  de  la  colonne  vertebrate.     {UEcho  Medical  du  Nord,  No.  i, 

1907,  P-  5-) 

Female,  aged  twenty- three  years;  death  from  pulmonary  tubercu- 
losis. Autopsy:  no  kidney  on  left  side.  Mass  consisting  of  two 
kidneys,  one  above  the  other,  on  the  right  side,  shaped  like  a  normal 
kidney.  Double  anterior  hilus.  Mode  of  termination  of  ureters  in 
the  bladder  not  stated.  DupHcation  of  vessels,  two  arteries,  one  for 
each  hilus,  and  two  veins. 

Albarran.  1909.  {Medecine  Operatoire  des  Voies  Urinaires,  p. 
265.) 

Female,  aged  fifty-four  years.  Hydronephrosis  of  upper  half  of  a 
fused  unilateral  kidney.  The  lower  half  of  the  kidney  was  normal. 
The  organs  were  united  by  a  long  bridge  of  renal  substance,  which 
was  divided  in  the  operation  as  in  a  partial  nephrectomy.  Recovery. 
The  description  suggests  a  sigmoid  kidney. 

Colmers.  1911.  AnuriebeiHufeisenniere.  (TerJiajidl.d.  Deutsch. 
Urol.  Ges.,  Beihefte,  191 1,  p.  732.)  Case  of  unilateral  fused  kidney, 
which  was  recognized  through  chromocystoscopy  and  ureteral  cathe- 
terization. The  history  of  the  patient,  a  woman  sixty-one  years  of 
age,  as  well  as  the  iindings  on  examination,  pointed  to  typical  renal 
colics  from  lithiasis  with  anuria,  but  no  calculus  was  found  at  the 
operation  in  the  ureter  or  in  the  enlarged  congested  kidney.  The 
colics  were  the  result  of  pressure  on  the  ureter  by  a  small  uterine 
myoma,  and  complete  recovery  followed  upon  extirpation  of  the 
uterus. 

B.  cases  in  males. 

Hunter.  Double  Kidney  on  One  Side  of  the  Body,  with  None 
on  the  Other.     {Medical  Transactions,  London,  vol.  iii,  p.  250,  1785.) 

First  authentic  case  (illustrated). 

Male,  aged  twenty-nine  years.  Autopsy  findings:  no  kidney 
on  right  side.  Elongated  double  kidney  on  left,  presenting  two 
ureters  with  two  renal  pelves,  one  above  the  other,  on  its  anterior 
aspect.  The  upper  ureter  entered  the  bladder  on  one  side  of  the 
mass,  the  lower  ureter  on  the  opposite  side. 

Sandifort.  Museum  Anatomicum  Acad.  Lugduni  Batavor.  De- 
scriptum,  ii,  p.  2So,_Tab.  113,  Leyden,  1793-1835. 

Adult  male.  Unilateral  renal  symphysis.  Left  kidney  was  dis- 
placed to  right  side,  under  right  kidney,  and  crossways  with  the 
same,  resulting  in  an  "extraordinary  configuration." 
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Rufz.  Anomalie  des  organes  urineires.  {Bull.  Soc.  Anat.  de 
Paris,  viii,  1833,  p.  59.) 

Fused  elongated  kidney  on  left  of  spine,  lobulated,  irregular, 
with  two  arteries;  double  hilus  giving  rise  to  two  ureters,  each  going 
to  one  of  the  posterior  angles  of  the  vesical  trigone.     Sex  not  given. 

Reid.  Case  in  Which  Both  Kidneys  were  Placed  on  the  Same 
Side  of  the  Spinal  Column.  (Monthly  Jrl.  Med.  Sciences,  Edinburgh, 
V,  1845,  p.  664.) 

Autopsy  findings :  no  kidney  on  left  side,  two  kidneys  on  right, 
situated  one  above  the  other,  fused  by  their  upper  and  lower  poles. 
The  artery  of  the  upper  kidney  came  from  the  aorta  in  its  normal 
place,  that  of  the  lower  kidney  from  the  aortic  bifurcation.  The 
ureter  of  the  lower  kidney,  passing  beyond  the  middle  line,  opened 
in  its  normal  position  in  the  bladder. 

Godard.     Rein  unique.     {Gazette  Med.  de  Paris,  x,  1855,  p.  701.) 

Male  child,  aged  six  days.  Autopsy  findings:  single  large  kidney 
in  left  lumbar  region,  extending  from  the  diaphragm  to  the  iliac 
spine.  Upper  ureter  entered  in  left  half  of  bladder,  lower  ureter 
passed  in  front  of  the  right  common  iliac  vessels  into  the  small 
pelvis,  then  to  the  right  of  the  rectum,  and  opened  at  its  normal 
place  on  the  right  side  in  the  bladder.  Four  arteries,  from  the 
aorta;  two  veins,  to  the  inferior  vena  cava. 

Two  suprarenal  capsules.  Single  umbiHcal  artery.  Persistent 
urachus. 

Hillier.  Solitary  Kidney.  {Med.  Times  and  Gazette,  London, 
1864,  p.  338.) 

Boy  of  seven  years.  Death  from  pneumothorax.  Autopsy  find- 
ings: no  kidney  on  left  side.  Single  fused  kidney  (right).  One 
anterior  hilus,  with  two  ureters.  Three  arteries,  arising  from  right 
side  of  aorta. 

Weisbach.  Fiinf  Falle  von  tiefer  Lage  des  Nieren.  {Wiener  med. 
Wchnschrft.,  xvii,  1867,  p.  37.) 

Right  renal  symphysis.  Male,  aged  twenty-five  years,  death 
from  tuberculosis.  Autopsy  findings:  fused  kidney  in  right  lumbar 
fossa,  filling  it  completely  and  extending  from  the  twelfth  rib  to  the 
superior  strait.  Mass  almost  square,  with  double  hilus,  upper 
anterior  on  right,  lower  inferior  on  left.  Upper  ureter  entering  on 
right  in  bladder,  lower  ureter  on  left.     Five  arteries  and  four  veins. 

Ghosal  Lalmohon.  A  Case  of  Both  Kidneys  on  the  Right  Side 
with  Total  Absence  of  Kidney  on  the  Left  Side.  {Indian  Medical 
Gazette,  vol.  xi.  No.  2,  1876.) 

Case  of  both  kidneys  on  right  side,  with  total  absence  of  kidney 
on  left  side.     Details  of  condition  not  available. 

Coupland.  Solitary  Kidney.  {Transact.  Pathol.  Soc,  London, 
xxviii,  1877,  p.  159.) 

Adult  male.  Autopsy  findings:  elongated  fused  kidney  on  left 
side,  of  normal  but  somewhat  lobulated  configuration.  The  two 
upper  thirds  were  formed  by  the  left  kidney,  the  right  kidney  lying 
downward  and  inward  of  the  other.  Two  ureters,  passing  in  front 
of  the  vessels  at  the  anterior  aspect  of  the  kidney. 
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Stocquart.  1879.  Observation  anatomique  d'un  cas  de  Symphysie 
renale.  (Virchow^s  Archiv  fur  pathol.  Anat.,  vol.  Ixxviii,  1879, 
p.  244.) 

Male,  aged  thirty-five  years;  death  from  disease  of  the  respiratory 
organs.  Autopsy  findings:  no  kidney  on  left  side;  right  kidney 
extending  from  twelfth  rib  to  iliac  fossa.  Double  hilus,  at  5  centi- 
meters distance.  Two  ureters,  the  upper  passing  in  front  of  the 
inferior  hilus  and  penetrating  on  left  side  into  the  bladder.  No 
left  renal  artery.  One  artery  at  each  end  of  the  renal  mass,  the 
lower  derived  from  the  left  common  iliac. 

Wehn.  Zur  Frage  des  Situs  transversus.  (Virchow's  Archiv 
f.  patJwl.  Anat.,  vol.  xvciii,  1884,  p.  359.) 

Male,  medium  age.  Autopsy  findings:  situs  inversus  of  all 
organs.  No  kidney  on  left  side.  Right  kidney,  shape  of  spleen, 
was  placed  vertically,  with  two  renal  pelves  and  two  ureters.  Ureter 
of  upper  kidney  passed  in  front  of  the  right  common  iliac  artery  and 
entered  the  bladder  like  a  left  ureter.  Single  artery  and  vein. 
Suprarenals,  normal. 

Broesike.  Ein  Fall  von  Kongenitaler  Sformiger  Verwachsung 
beider  Nieren.  (Virchow's  Archiv  f.  pathol.  Anat.,  vol.  xcviii, 
p.  338,  i884.)_ 

Male,  medium  age.  Autopsy  findings:  no  kidney  on  right  side; 
two  superimposed  kidneys  on  left  side.  Double  hilus,  two  ureters, 
the  upper  after  passing  over  anterior  surface  of  kidney  penetrated 
on  left  into  bladder;  the  lower  normal  ureter  entered  to  right  of 
trigonum.  Two  arterial  branches,  one  from  the  aorta,  3  centi- 
meters above  bifurcation,  to  superior  hilus;  the  other  from  the  com- 
mon iliac,  passing  behind  the  kidney  to  the  posterior  border  of  the 
lower  hilus. 

Gr liber.  Verschmelzung  der  Nieren.  (Virchow^s  Archiv  f.  pathol. 
Anat.,  vol.  cvii,  1887,  p.  489.) 

Male,  medium  age.  Autopsy  findings:  right-sided  fused  kidney; 
inferior  part  of  upper  kidney  was  fused  with  posterior  portion 
of  lower  kidney.  Upper  kidney  was  somewhat  rounded,  lower 
kidney  oval.  Renal  mass  extended  from  twelfth  dorsal  to  fifth 
lumbar  vertebra.  Two  parallel  ureters  descending  from  kidney  and 
opening  in  their  normal  place  in  bladder.  Five  arteries,  three  to 
upper,  two  to  lower  kidney.  The  organ  was  displaced  into  the  right 
half  of  the  abdominal  cavity  and  the  posterior  segment  of  the 
right  iliac  fossa. 

Poulalion.  Fusion  congenitale  des  deux  reins.  {Bull.  Soc.  Anat. 
de  Paris,  Ixv,  p.  397,  1890.) 

Male,  aged  forty  years.     Death  from  pulmonary  tuberculosis. 

Autopsy  findings:  left  renal  fossa  empty.  Renal  mass  on  right 
side.  Posterior  aspect,  smooth;  anterior  aspect  showed  the  mass 
to  consist  of  two  fused  kidneys,  the  inferior  being  lobulated  and 
irregular.  Two  renal  pelves  on  anterior  aspect.  Two  ureters, 
ending  normally  in  bladder.  Three  groups  of  vessels,  two  normal, 
on  internal  border;  one  abnormal,  on  convex  border. 

Kruse.  Ueber  eine  einseitig  gelagerte  Hufeisenniere  mit  partieller 
H}'dronephrose.     (Inaugural  Dissertation,  Greifswald,  1890.) 
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Male,  aged  thirty-seven  years.  History  of  urinary  retention. 
Sarcoma  found  on  examination;  operation;  death.  Autopsy:  renal 
mass  on  right  side,  formed  by  fusion  of  both  kidneys;  lower  portion, 
corresponding  to  left  kidney,  transformed  into  a  large  hydronephritic 
sac;  no  remnants  of  renal  parenchyma  in  sac  wall;  small  calculi  in 
interior.  Two  ureters,  the  upper  ending  in  bladder  in  left  angle 
of  trigonum.  Lower  ureter  was  dilated  and  contained  a  small 
calculus. 

Birmingham.  Simple  Unilateral  (Sigmoid)  Kidney.  {Dublin 
Journal  of  Med.  Science,  vol.  xc,  1890,  p.  47.) 

Autopsy  findings:  Fused  kidney  on  left  side;  upper  (left)  kidney 
of  normal  shape  and  relations,  extending  from  twelfth  dorsal  to 
third  lumbar  vertebra.  Lower  kidney  was  joined  to  lower  and 
inner  portion  of  upper  kidney.  Groove  on  anterior  surface,  in- 
dicating the  demarcation.  Ureters  opened  normally  into  bladder. 
Four  arteries,  three  for  lower  kidney.  Two  veins,  one  for  each 
hilus. 

Stocquart.  Symphyse  renale  bilaterale.  {Journal  de  Med.  de 
Bruxelles,  vol.  xcvi,  1894,  p.  525.) 

Male,  aged  sixty-six  years.     Death  from  pulmonary  tuberculosis. 

Autopsy  findings:  fused  renal  mass  on  right  side,  upper  end 
corresponding  to  twelfth  rib,  lower  to  small  pelvis.  Double  anterior 
hilus,  with  intervening  strip  of  renal  tissue.  Two  ureters,  the  upper 
ending  on  right  side  in  the  bladder,  after  having  crossed  the  other, 
which  ended  on  left  in  bladder.  Five  arteries;  four  from  aorta,  one 
inferior  from  right  external  iliac.     Two  veins. 

Strube.  Ueber  congenitale  Lage  und  Bildungsanomalien  der 
Nieren.  {Virchow's  Archiv  /.  pathol.  Anat.,  vol.  cxxxvii,  1894,  p. 
227.) 

Case  I. — Male,  aged  seventy-nine  years.     Death  from  cancer. 

Autopsy  findings:  no  kidney  on  right  side;  left  kidney  in  its 
normal  position,  the  right  kidney  fused  to  its  lower  pole.  Organ 
was  situated  in  left  iliac  fossa,  the  upper  pole  reaching  the  bifurcation 
of  the  aorta.  The  lower  half  covered  the  left  iliac  vessels.  Double 
hilus.  No  renal  pelvis,  the  upper  ureter  arising  directly  from  five 
calices,  the  lower  from  six.  Three  arteries,  with  accompanying 
veins. 

Case  II. — Male  infant,  aged  four  weeks.  No  left  kidney  and 
ureter.  Right  kidney  low  down  in  small  pelvis,  entirely  filling  its 
cavity;  it  was  of  irregular  shape,  adapted  to  the  concavity  of  the 
sacrum.  Single  ureter  on  right  side  of  bladder.  Three  renal  ar- 
teries, one  right  and  two  left. 

Schmerber.  Recherches  anatomiques  sur  I'artere  renale.  {These 
de  Lyon,  1895,  No.  1165.) 

Male,  sixty  to  seventy  years  of  age.  Autopsy  findings:  no 
kidney  on  right  side.  Very  large  fused  kidney,  reversed  L-shape, 
on  left  side;  vertical  segment  11  centimeters  long,  transverse  seg- 
ment of  8  centimeters,  no  distinct  groove  between.  Anterior  surface 
lobulated,  posterior  surface  smooth.  Two  ureters,  the  upper  passing 
into  bladder  on  left  side,  the  lower  passing  behind  the  rectum  to  the 
right  angle  of  the  trigonum.     Three  arteries  and  three  veins. 
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Tesson.  Fusion  des  deux  reins.  {Bull.  Soc.  Anat.  de  Paris,  vol. 
Ixxi,  1895,  p.  548.) 

Male,  twenty-six  years  of  age.  Autopsy  findings:  no  kidney  on 
right  side.  L-shaped  renal  mass.  Groove,  separating  the  kidney 
into  two  portions,  on  its  anterior  aspect.  One  hilus  and  one  ureter, 
on  anterior  aspect  of  each  kidney.  Six  arteries,  three  anterior, 
derived  from  aorta;  three  posterior,  from  right  common  ihac.  Veins, 
normal. 

Schwalbe.  Congenitale  Nieren  Verlagerung.  {Virchow's  Archiv  f. 
pathol.  Anat.,  vol.  cxlvi,  1896,  p.  414.) 

Male,  aged  fifty-two  years.  Death  from  tuberculosis.  Autopsy 
findings:  no  kidney  on  right  side;  very  large  left  kidney,  extending 
to  fifth  lumbar  vertebra,  composed  of  two  portions.  Lobulated 
anterior  aspect.  Double  hilus;  a  dilated  upper  pelvis,  with  an 
equally  dilated  ureter;  the  lower  ureter  arising  directly  from  the 
parenchyma.     Four  arteries,  two  veins. 

Geiss,  Inaugural  Dissertation,  Marburg,  1899. 

Male.  Autopsy  findings:  no  kidney  on  left  side.  Fused  renal 
mass,  concave  internally,  on  right  side,  formed  by  the  junction  of 
the  two  kidneys,  one  lying  above  the  other.  Double  hilus,  the  upper 
receiving  a  bifurcated  artery  and  giving  off  a  ureter  with  the  termina- 
tion on  right  in  bladder,  the  ureter  from  the  lower  hilus  ending  on 
left  in  bladder.     A  bifurcated  artery  for  the  lower  kidney. 

Cruse.  Ein  seltener  Fall  von  Kuchenniere  mit  Verlagerung  in  die 
Kreuz  beinhohle.     {Inaugural  Dissertation,  Munich,  1892.) 

Male,  aged  forty-nine  years.  Death  from  strangulated  hernia. 
Autopsy  findings:  no  kidney  on  right  side.  Elongated  renal  mass 
on  left  side.  Two  anterior  renal  pelves  and  two  ureters,  the  upper 
opening  on  left  in  the  bladder,  the  lower  on  right.  Two  arteries, 
arising  from  aorta,  one  for  each  hilus.  Two  renal  veins.  The 
single  kidney  was  displaced  into  the  hollow  of  the  sacrum. 

(This  seems  to  be  a  case  of  elongated  fused  kidney.) 

Vaughan.  A  Case  of  Single  Fused  Kidney.  {N.  Y.  Med.  Journ., 
1897,  p.  659.) 

Male,  aged  thirty-eight  years.  Death  from  appendicular  peri- 
tonitis: no  kidney  on  left  side.  Large  L-shaped  renal  mass  on 
right,  apparently  formed  by  fusion  of  the  two  kidneys  at  a  right 
angle.  Four  grooves  on  anterior  surface,  dividing  the  mass  into 
five  lobules.  Right  ureter  from  renal  pelvis,  left  ureter  from  anterior 
aspect  of  lower  kidney.  Four  renal  arteries,  three  for  upper  kidney, 
one  for  lower. 

Cathelin.  Symphyse  renale.  {Btdl.  d.  I.  Soc.  Anat.  de  Paris,  1898, 
p.  562.) 

Male,  child  of  two  and  one-half  years;  death  from  bronchopneu- 
monia. Autopsy  findings:  no  kidney  on  left  side.  Large  renal 
mass,  size  of  adult  kidney,  on  right  side,  at  level  of  third  lumbar 
vertebra,  consisting  of  hypertrophied  right  and  atrophied  left  kidney. 
No  line  of  demarcation  on  posterior  surface.  Double  anterior  hilus. 
Two  ureters.     Three  arteries  and  three  veins. 

McMurrich.  A  Case  of  Crossed  Dystopia  of  the  Kidney  with 
Fusion.     {Internation.  Jrl.  Surgery,  N.  Y.,  1898,  xi,  p.  335.) 
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Male,  aged  forty-six  years.  Death  from  anthrax.  Autopsy  find- 
ings: no  kidney  on  right  side.  Bulky  mass  on  left  side,  upper  ex- 
tremity covering  the  aorta;  anterior  surface  divided  into  unequal 
portions.  Double  hilus ;  upper  ureter  without  pelvis,  normal  ureteral 
orifice.  Six  arteries,  eight  veins,  one  for  the  upper,  seven  for  the 
lower  kidney. 

Tanton.  Anomalie  renale.  {Bull,  de  Soc.  Anat.  de  Paris,  1901, 
p.  246.) 

Autopsy  findings:  single  large  left-sided  kidney,  formed  of  two 
fused  kidneys,  one  lying  over  the  other.  Two  ureters,  opening 
separately  and  normally  into  the  bladder.     Sex  not  given. 

Steiner.  Doppelmiere  nit  hydronephrotischer  Degeneration. 
{Verhdlg.  d.  dtsch.  Ges.f.  Chir.,  xxx,  1901,  p.  15.) 

Male,  aged  forty-five  years.  Operation  for  suspected  hydrone- 
phrosis. Kidney  had  a  very  irregular  form,  upper  round  and  thick 
portion,  lower  thin  portion  descending  into  pelvis.  Distended  renal 
pelvis,  filled  with  pus.  Operation,  separation  of  fused  kidneys, 
and  resection  of  degenerated  lower  half,  followed  by  normal  function. 

HilL  On  the  Embryonic  Development  of  a  Case  of  Fused  Kidneys. 
{Bull.  Johns  Hopkins  Hospital,  xvii,  1906,  p.  115.) 

Male,  aged  twenty-eight  years.  Bilateral  nephritis.  Autopsy 
findings:  no  kidney  on  right  side.  Left  kidney  almost  in  normal 
position,  extending  in  L-shape  from  diaphragm  to  pelvic  border. 
Two  renal  pelves,  two  ureters,  the  lower  crossing  the  middle  line 
and  opening  on  right  side  into  bladder,  the  upper  opening  on  the 
left,  wdth  nermal  ureteral  orifices.  Five  arteries,  two  for  the  upper 
kidney,  three  for  the  lower,  one  of  these  belonging  to  the  upper  and 
lower  kidney  together. 

Verocay,     Ren  impar.     {Prager  med.  Wochenschrift,  No.  49,  1907, 

P-  637-) 

Male,  aged  forty-seven  years.  Autopsy  findings:  no  kidney  on 
right  side;  the  organ  of  this  side  had  passed  to  the  left,  where  it  was 
fused  with  the  kidney  of  that  side.  Two  anterior  renal  pelves,  the 
lower  ureter  opening  on  the  right  side  into  the  bladder;  normal 
ureteral  orifices.     Three  irregular  arteries,  two  veins. 

Bolintinian  and  Pastia.  Anomalie  renale  rare.  {Revue  Mens,  des 
Mai.  de  VEnfance,  vol.  xxv,  1907,  p.  458.) 

Male  infant,  aged  nine  days.  Death  from  umbilical  hemorrhage. 
Autopsy  showed  absence  of  the  left  kidney.  Right  kidney  was  en- 
larged and  composed  of  the  two  kidneys,  placed  one  above  the  other; 
the  upper  kidney  furnishing  a  ureter  which  ended  on  the  right  side 
in  the  trigonum.  The  other  ureter  passed  in  front  of  the  spine 
and  terminated  on  the  left  side  in  the  trigonum;  both  ureters  sur- 
rounding the  termination  of  the  pelvic  colon  in  ring-shape. 

Gronneriid,  P.  Congenital  Transposition  of  Kidney.  {Jrl. 
Am.  Med.  Assoc,  vol.  xlix,  1907,  p.  690.) 

Right  kidney  transposed  to  left  side.  Left  kidney  normally 
located.  Vessels  of  right  kidney  normal,  passing  from  below  toward 
the  displaced  kidney.  Right  ureter  passed  in  front  of  the  larger 
vessels,  behind  the  left  ureter,  to  gain  the  right  angle  of  the  trigonum, 
where  it  terminated  normally.    Left  kidney  somewhat  lowered, 
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corresponding  to  twelfth  dorsal  vertebra;  ureter  ending  at  left  angle 
of  trigonum,  a  little  higher  than  the  right. 

Tandler-Heiner.  1907.  Kongenitale  Nierendystopie  u.  Kon- 
genitaler  Nierendefekt.     {Folia  Urologica,  iii,  1908-9  p.  186.) 

Male,  aged  twenty  years.  Autopsy  findings:  Left  renal  fossa 
empty.  Elongated  kidney  on  right  side,  extending  from  eleventh 
rib  to  promontory.  Slightly  convex  anterior  aspect,  divided  by  a 
groove  into  two  unequal  halves;  one  artery,  and  one  vein  in  groove. 
Two  anterior  renal  pelves;  upper  ureter  ending  on  right  in  bladder, 
lower  on  left.  Six  arteries,  five  from  aorta,  sixth  posterior  from  right 
common  iliac.     Two  veins. 

Huebschmann.  Symphyse  renale.  {Revue  Med.  de  la  Suisse 
Roman,  vol.  xxviii,  No.  9,  1908,  p.  544). 

Autopsy  findings:  no  kidney  on  left  side.  Right  kidney  of 
normal  volume  and  firm,  in  usual  place;  left  elongated  kidney  extend- 
ing below  it.  The  two  organs  were  united  by  an  isthmus  of  renal 
tissue,  2  centimeters  long,  3  centimeters  wide,  5  centimeters  thick, 
passing  from  the  upper  pole  of  the  left  kidney  to  the  lower  portion 
of  the  hilus  of  the  right  kidney.  Four  arteries,  three  veins  (only  a 
single  true  renal  artery).  Two  ureters  termintating  normally  in 
bladder.     Condition  had  been  mistaken  for  tumor  of  the  liver. 

Israel.  Diagnosen  und  Operationen  bei  verschmolzenen  Nieren. 
{Folia  Urologica,  i,  1908,  p.  617.) 

(i)  Male,  aged  seventeen  years.  Chronic  nephritis  of  uni- 
lateral double  kidney  (elongated  kidney).  Decapsulation  of  both 
renal  halves.     Recovery. 

(2)  Male,  aged  forty-two  years.  Stones  in  upper  half  of  fused 
unilateral  kidney  (elongated  kidney).    Nephrolithotomy.    Recovery. 

Diimitreanu.  Exstirpierte  Doppelniere.  {Dent.  Med.  Wchschr., 
No.  30,  i9o8,_  p.  1333.) 

Partial  extirpation  of  double  kidney  (Dollinger);  for  suppurative 
pyelonephritis.  The  fused  kidney  was  not  discovered  until  after 
the  extirpation.  The  upper  half  of  the  kidney,  the  renal  pelvis  and 
ureter  were  normal.  The  lower  half  presented  a  dilated  renal  pelvis, 
suppurative  infiltration  of  the  pyramids,  a  thickened  and  dilated 
ureter.     Recovery.     The  patient  was  a  man. 

Illyes  mentioned  in  the  discussion  an  analogous  case,  with  tuber- 
culous cavities  in  the  lower  double  kidney.     Sex  not  stated. 

Winternitz,  in  the  course  of  an  operation,  discovered  a  similar 
anomaly,  the  ureter  of  the  upper  kidney  entering  directly  into  the 
bladder. 

Zuckerkandl.  Bildungsfehler  der  Nieren.  {Wiener  klin.  Woch- 
enschrift.  No.  50,  1909,  p.  1767.) 

Male,  aged  forty-two  years.  Case  of  successful  resection  of  the 
tuberculous  lower  segment  of  an  elongated  fused  kidney  ("kuch- 
enniere").  A  preceding  operation  on  the  left  side  had  shown  the 
absence  of  the  left  kidney. 

Paschkis  Ein  Beitrag  zuden  Operationen  an  verschmolzenen 
Nieren.     (Wiener  med.  Wockenschrift,  No.  41,  1910,  p.  2418.) 

Male,  aged  forty-two  years.  L-shaped  fused  kidney.  Left 
parenchymatous  mass,  size  of  normal  kidney,  passing  with  formation 
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of  a  shallow  groove  into  a  right  kidney  of  normal  appearance  and 
size.     Tuberculosis  in  lower  half  of  the  fused  kidney. 
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TWIN  PREGNANXY  IN  A  HORN  OF  A  BICORNUATE 

UTERUS  WITH  RETENTION  OF  THE  FETUSES 

FOR  TWENTY   YEARS.* 

BY 
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AND 

JOXATHAX  FORMAX,  B.  A.,  M.  D., 

Columbus,  Ohio. 
With  four  illustrations.) 

Pregnancy  in  one  horn  of  a  bicornuate  uterus  is  not  of  frequent 
occurrence.  There  have  been  collected,  according  to  De  Lee,(i) 
about  loo  cases  of  pregnancy  in  a  rudimentary  horn  of  such  a 
uterus.  Ballantyne(2)  and  others  refer  to  twin  pregnancies  as  hav- 
ing occurred  in  this  condition.  Therefore,  the  retention  of  two  full- 
term  fetuses  in  a  rudimentary  horn  for  twenty  years  together  with 
subsequent  pregnancies  and  three  normal  deliveries,  appears  to  the 
authors  to  justify  the  report  of  this  case,  which  is  in  the  Museum 
of  Pathology  at  the  Ohio  State  University. 

Clinical  Notes. — Protestant  Hospital  No.  4870.  Mrs.  T.,  dairy- 
man's wife,  aged  forty-five.  The  patient,  as  a  child,  was  robust 
and  strong,  weighing  140  pounds  at  the  age  of  fourteen.  Menstrua- 
tion began  at  the  age  of  thirteen  and,  though  scant,  was  regular  and 
of  the  twenty-eight  day  type. 

Following  her  marriage,  two  children  were  born.  Both  were 
normal  pregnancies  and  normal  deliveries.  When  the  second  child 
was  six  months  old,  the  patient  again  became  pregnant.  During  the 
first  fourth  months  of  this  gestation,  she  suffered  from  sharp  abdominal 
pains.  These  attacks  recurred  at  irregular  intervals.  During  the 
sixth  months,  an  attack  occurred  which  was  so  severe  that  a  miscar- 
riage was  feared,  but  did  not  take  place.  What  appeared  to  be  true 
labor  pains,  however,  did  not  occur  until  the  tenth  month  of  the 
pregnancy.  These  continued  over  a  period  of  two  weeks  and  then 
subsided  without  the  expulsion  of  any  material  from  the  uterus 
whatsoever.  The  abdomen  remained  large  and  an  ovarian  cyst  was 
then  suspected.  Ten  months  later  a  third  child  was  born.  The 
delivery  was  not  noteworthy  except  for  a  rather  severe  hemorrhage. 
Three  years  later  a  fourth  child  was  born  following  a  normal  preg- 
nancy and  delivery.     Three  abortions  followed  the  birth  of  this  child 

*  From  the  Department  of  Pathology  and  Bacteriology  of  the  Ohio  State 
University. 
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— two  happening  within  a  period  of  eight  months.  Nine  years  after 
this  delivery,  the  patient  again  became  pregnant  and  passed  through 
a  normal  confinement. 

Menstruation  was  always  regular  in  its  occurrence  during  the 
intervals  between  these  pregnancies  and  continued  so  until  the  time 
of  her  entrance  into  the  hospital.  During  all  this  time,  since  the 
third  pregnancy,  the  abdomen  of  the  patient  was  large  and  she 
suffered  occasional  attacks  of  pain  in  the  lower  abdomen  which 
she  described  as  being  very  similar  to  the  pains  of  labor. 

These  attacks  of  pain  gradually  increased  in  frequency  and  sever- 


FiG.  I. — Gestation  sac  with  its  attached  tube  and  ovary. 


ity,  until  twenty  years  after  the  uncompleted  labor,  the  patient  was 
compelled  to  seek  surgical  relief.  She  entered  the  Protestant  Hos- 
pital of  Columbus  under  the  care  of  Dr.  Sherman  Leach  on  August 
lo,  191 1.  Blood  count  13,800  with  76  per  cent,  polymorphonuclear 
leukocytes.     Urine  negative. 

Upon  opening  the  abdomen,  a  large  sac  was  found  attached  to 
the  posterior  wall  of  the  pelvis  and  to  the  uterus.  This  was  removed 
together  with  the  right  tube  and  ovary  which  were  attached  to  it. 
The  patient  made  an  uneventful  recovery  with  a  temperature  never 
exceeding  ioo°F.  and  left  the  hospital  on  the  fourteenth  day.  She 
has  been  in  good  health  up  to  the  present  time  (October  i,  1915). 
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Pathological  Report. — Specimen  No.  1723.  Specimen  consisted  of 
a  sac  which  was  irregularly  pear-shaped  and  measured  22  X  18  X  10 
cm.  in  its  greatest  diameters  (after  formalin  fixation).  The  surface 
was  covered  with  peritoneum  for  the  most  part.  Over  one  area, 
however,  there  were  numerous  "tabs"  of  tissue  which  indicated  its 
forcible  separation  from  adjacent  structures.  Near  the  larger  end 
of  the  sac,  a  Fallopian  tube  was  attached.  This  was  normal  in  ap- 
pearance and  measured  9.5  cm.  in  length  and  8  mm.  in  diameter 
through  the  ampulla.  Occupying  its  normal  position  in  relation  to 
the  tube  was  an  ovary  which  measured  5.5  X  2.5  X  i  cm.  and  was 


Fig.  2. — The  two  skeletons. 


dense  and  firm  (see  Fig.  i).  A  pedicle  2  cm.  in  diameter  and  con- 
taining thick-walled  arteries  and  their  accompanying  veins  projected 
from  the  surface  of  the  sac  about  8  cm.  from  the  base  of  the  tube. 
The  wall  of  the  sac  varied  from  2.75  cm.  to  2  mm.  in  thickness. 
The  larger  end,  which  was  also  the  thicker,  presented  all  the  appear- 
ances of  uterine  muscle.  The  inner  surface  of  the  sac  showed  a 
small  dense  tumor  i  cm.  in  diameter  situated  near  the  origin  of  the 
pedicle. 

The  sac  contained  a  reddish  viscid  fluid  in  which  there  were  many 
bones.  These  were  free  of  all  tissues.  They  were  placed  in  running 
water  for  a  few  minutes  and  assembled  into  two  skeletons  which 
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were  remarkably  complete  (see  Fig.  2).     A  comparison  showed  that 
these  bones  came  from  fetuses  at  or  near  full  term. 

Microscopical  Examination. — Sections  prepared  from  the  wall  of 
the  sac  reveal  smooth  muscle  cells  identical  in  their  arrangement  with 
those  seen  in  the  uterus  (see  Fig.  3).  The  lining  of  the  sac  is  com- 
posed of  connective  tissue  which  is  somewhat  looser  in  its  arrange- 
ment than  the  stroma  of  muscular  wall.  It  is  richly  infiltrated  with 
lymphocytes.  Sections  of  the  small  tumor  mentioned  above  show 
it  to  be  composed  of  smooth  muscle  cells  in  a  dense  connective-tissue 
framework. 
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Fig.  3. — Wall  of  gestation  sac. 


The  presence  of  the  loose  connective  tissue  on  the  inside  of  the 
sac,  the  leiomyoma,  and  the  smooth  muscle  cells  in  the  wall  together 
with  the  attached  Fallopian  tube  and  ovary  indicate  very  strongly 
that  the  gestation  sac  is  a  portion  of  the  uterus.  The  history  of 
subsequent  pregnancies  together  with  the  operative  findings  estab- 
lish the  bicornuate  character  of  this  organ. 

The  manner  of  the  attachment  of  the  sac  to  the  uterus  and  the 
absence  of  a  communicating  opening  to  the  exterior,  point  to  the 
more  or  less  rudimentary  character  of  the  horn. 

The  case,  therefore,  presents  a  rare  combination.  Although 
leiomyomata  have  been  reported  as  occurring  in  the  horns  of  a 


474  DAVIS :   MORPHOGRAPHY   OF    COLONS 

bicornuate  uterus(3),  the  coexistance  of  "fibroids"  with  the  other 
conditions  of  this  case  is  unusual.  There  had  occurred  a  twin 
pregnancy  in  the  right  horn  of  this  uterus  in  which  the  fetuses,  al- 
though developed  to  the  full  term,  were,  because  of  an  atresia  of  the 
outlet,  retained  for  twenty  years.  While  the  woman  was  carrying 
these  macerating  fetuses,  she  became  pregnant  several  times  and 
was  delivered  of  three  children  who  grew  to  adult  life.  Finally,  the 
right  horn  together  with  its  tube  and  ovary  containing  skeletons  of 
the  two  macerated  fetuses  was  removed  and  the  patient  made  an 
uneventful  recovery. 

This  case  occurred  in  the  surgical  practice  of  the  late  Dr.  Sherman 
Leach.  For  permission  to  use  the  clinical  notes  the  authors  are 
indebted  to  his  brother,  Dr.  Robert  Leach. 

710  Park  Street. 
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MORPHOGRAPHY  OF  TWO  HUNDRED  AND 
EIGHTY-FIVE  COLONS.* 

BY 

JAMES  E.  DAVIS,  A.  M.,  M.  D., 

Detroit,  Mich. 
(With  illustrations.) 

This  study  was  made  for  the  purpose  of  determining  the  relative 
positions  of  the  colonic  segments,  the  nature  of  the  usual  angulations, 
the  frequency  of  undeveloped  parts,  and  the  extent  of  deviated 
morphology  consistent  with  adequate  physiological  function.  The 
material  used  consisted  in  bodies  embalmed  with  formol,  phenol 
and  glycerine  compound  in  preparation  for  dissecting  purposes. 
The  records  were  made  after  widely  uncovering  the  anterior  ab- 
dominal wall  and  placing  a  glass  plate  immediately  over  the  colon 
and  then  carefully  tracing  the  outlines  in  ink  which  were  afterward 
made  permanent  upon  paper.  It  was  not  possible  to  secure  ante- 
mortem  data  of  very  much  value.     However,  the  following  may 

*  Presented  before  the  Twenty-eighth  Annual  Meeting  of  the  American 
Association  of  Obstetricians  and  Gynecologists  at  Pittsburgh,  Pa.,  September, 
1915.  The  Author's  tabular  record  of  cases  (33  pages)  may  be  found  in  the 
Society's  volume  of  Transactions  and  in  reprints  of  the  article. 
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prove  somewhat  interesting  and  may,   in   at  least  an   unknown 
number  of  instances,  bear  upon  the  etiologic  relation  of  colonic 
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Fig.  I. — Ver\'  long  colon  with  full     Fig.   2. — Long  colon.     Entwining  of 
length  return  loop  on  left  side.         transverse  and  descending  segments. 

pathology  and  psychopathology.  The  average  age  at  death  of  all 
the  bodies  was  54.8  years.  Eighty-seven  per  cent,  were  males. 
Four  per  cent,  were  of  the  colored  race.     Fifty  per  cent,  of  the  285 


Fig.  3.^ — Incomplete  rotation. 

had  been  patients  of  asylums.  Forty-four  per  cent,  were  from  jails, 
reformatories  and  county  houses.  Unknowns  represented  6  per 
cent,  of  the  total. 
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The  clinical  diagnoses  of  causes  of  death  were  assigned  as  follows: 
Diseases  of  the  heart  8  per  cent.;  of  the  kidney  4  per  cent.;  of  the 


Fig.  4. — Sigmoid  colon  high  and  well      Fig.  5.— Sigmoid  colon  well  to  right 
to  the  left.  side. 

brain  20  per  cent.;  from  tuberculosis  14  per  cent.;  arteriosclerosis 
7  per  cent.;  senility  and  general  debihty  5  per  cent.;  pneumonia  5 
per  cent.:  malignancv  2  per  cent.;  diabetes  2  per  cent.;  accidental 
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Fig.  6. — Stasis  to  the  splenic  flexure. 

causes  8  per  cent.;  asthma  3  per  cent.;  pernicious  anemia  4  per  cent.; 
multiple  abscesses  4  per  cent.;  unknown  6  per  cent,  (percentages 
approximated).     The  foregoing  has  but  little  value  for,  manifestly, 
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no  scientific  verification  of  the  assigned  causes  of  death  were  ob- 
tained.    The  interpretation  of  the  morphography  and  gross  pathol- 


FiG.  7. — Incomplete  descent  of  the  cecum. 

ogy  of  this  material  merits  some  qualification  because  of  possible 
variations  from  gas,  rigor  mortis,  agonal  and  embalming  effects;  yet 


Fig.  8. — Ptosis  of  the  colon. 


the  purposes  of  this  paper  are  attained  without  any  important  modi- 
fication from  this  source. 

In  this  series  of  285  there  were  approximately  32.5  per  cent,  of  the 
colons  with  normal  morphography.     In  9.9  per  cent,  of  all  cases 
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there  were  persisting  embryologic  forms.  In  0.9  per  cent,  there  was 
incomplete  rotation  of  the  colon,  and  in  1.4  per  cent,  there  was  in- 
complete  descent   of  the   cecum.     The  transverse  segment  of  the 


P'iG.  9. — Sac^ulaicii  Lccum. 


Fig.   10. — High  position  of  sigmoid. 


colon  had  descended  to  some  point  between  the  umbilicus  and  the 
pubes  in  15.5  per  cent,  of  all  cases.  In  17.8  per  cent,  of  the  subjects 
there  were  abnormalities  of  the  pelvic  colons. 


Fig.  II. — Incomplete  rotation. 


There  were  diverticulae  in  0.9  per  cent.,  gigantism  in  0.9  per  cent, 
and  marked  constrictions  in  2.3  per  cent,  of  the  colons.  Adhesions 
were  observed  at  the  hepatic  flexure  in  5.8  per  cent.,  at  the  gastric 
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area  in  4.2  per  cent.,  and  at  the  ileocecal  region  in  7.5  per  cent,  of 
the  subjects.  There  were  distinct  enlargements  of  the  colons  proxi- 
mal to  constricted  splenic  flexures  with  evident  reasons  for  delayed 


Fig.  1 2. — Stasis  to  the  splenic  flexure     Fig.  13. — Stasis  to  the  splenic  flexure 
and  also  in  sigmoid  flexure.  and  ptosis  of  transverse  segment. 


motility,  in  8.4  per  cent,  of  the  series.  In  4.3  per  cent,  of  the  pelvic 
colons  there  was  no  angulation,  only  a  slight  curving  being  evident 
from  the  midportion  of  the  descending  segment  to  the  rectal  tube. 


Fig.   14. — Short  ascending  segment.  Fig.   15. — Sacculated  cecum. 

There  were  convincing  evidences  of  etiologic  conditions  for  consti- 
pation in  55  per  cent,  of  the  subjects.  Two  cases  (or  0.6  per  cent.) 
of  herniated  ceci  were  found.     In  1.2  per  cent,  of  the  ceci  they  were 
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fishtail  in  shape  and  in  20.7  per  cent,  decidedly  pouched  in  form. 
The  ascending  colon  was  found  in  oblique  positions  in  13.7  per  cent., 
and  in  horizontal  positions  in  0.6  per  cent,  of  the  subjects.     The 


Fig.   16. — Long  colon.     Sigmoid  en-     Fig.     17. — Tumor   of    sigmoid   colon, 
larged  on  right  side.  Extreme  high  position. 


average  length  of  this  segment  was  one-sixth  of  the  entire  colon, 
approximately  10  inches.  The  hepatic  flexure  appeared  in  distinct 
coil  forms  in  0.9  per  cent.,  and  in  very  acute  angulation  in  21  per 


Fig.   18. — Ptosis  of  the  colon. 


cent.,  and  was  absent  or  presented  only  a  slight  convexity  toward 
the  liver  in  7.8  per  cent,  of  the  subjects.  The  transverse  colon  was 
found  low  in  the  pelvis  in  4.9  per  cent,  of  our  material,  and  a  marked 
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ptosis  in  23.4  per  cent.     The  splenic  flexure  was  absent  in  4.2  per 
cent.,  coiled  in  1.2  per  cent.,  and  of  a  clothes-pin  form  in  2.1  per  cent. 
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Fig.  19. — Hernia  of  the  cecum. 


Fig.   20. — Enormous    dilatation   and 
low  mid  position  of  cecum. 


The  descending  colon  was  found  to  be  coiled,  between  the  splenic 
flexure  and  the  pelvic  brim,  in  4.2  per  cent,  of  the  series.     The 
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Fig.  21. — Normal  length  colon.     Low- 
transverse  segment. 


Fig.  22. — Short  colon. 


pelvic  colon  was  almost  straight  in  16.8  per  cent,  of  the  cases,  was 
acutely  angulated  in  16  per  cent.,  coiled  and  agglutinated  in  3.1  per 
cent,  and  appeared  well  over  on  the  right  side  in  2.4  per  cent. 
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The  foregoing  data  tends  to  the  conviction  that  colonic  anatomy- 
does  not  conform  at  all  strictly  to  a  definite  morphography  or,  at 
least,  the  exceptions  are  so  numerous  as  to  warrant  alertness  in 
anticipation  of  the  numerous  possibilities  in  exploration  of  the  ab- 
dominal cavity.  The  more  important  factors  determining  colonic 
morphology  are:  Length  of  the  colon;  displacement  from  the  small 
intestine,  the  abdominal  wall  and  its  musculature;  peritoneal  at- 
tachment, displacement  from  other  viscera,  like  the  stomach,  liver, 
kidney,  gall-bladder,  spleen,  and  uterus;  retarded  development,  and 
the  pathological  changes  following  angulations,  inflammations,  atony, 
fecal  impaction,  hypomotility,  tumors  and  hernias. 

The  average  length  of  the  colon  is,  according  to  Cunningham, (i) 
5  to  53/^  feet,  or  one-fifth  of  the  entire  intestinal  canal.  Davis(2) 
says  the  large  intestine  of  the  male  is  4  feet  6  inches  long,  and  that  of 
the  female  is  4  feet  8  inches  in  length.  It  is  to  be  expected  that  the 
length  of  the  colon  will  directly  vary  its  capacity.  However,  as  great 
length  of  the  colon  predisposes  to  local  angulations,  and  to  sacculat- 
ing  in  dependent  portions,  it  necessarily  predisposes  to  an  increased 
capacity;  and  the  normal  adult  capacity  of  10  pints  may  be  in- 
creased several  pints,  the  resulting  increased  weight  and  delayed 
motility"  tend  to  change  the  normal  positions.  A  long  colon  with 
its  cecum  low  down  in  the  pelvis  and  at  right  angles  with  the  greater 
part  of  the  ascending  colon,  is  not  only  closely  contiguous  to  frequent 
pehdc  pathology,  but  is  seriously  handicapped  dynamically.  It  is 
not  only  the  largest  calibered  segment  of  the  colon,  but  its  contents 
require  vertical  propulsion  during  many  hours  of  the  day.  The 
frequent  adhesions  following  inflammations  of  the  appendix  serve 
to  contribute  to  the  dynamic  difficulties  of  the  long  colon  in  this 
position.  The  long  colon  is  frequently  festooned  from  the  hepatic 
and  splenic  flexures  low  down  in  the  pelvis,  and  from  the  splenic 
flexure  to  the  pelvis  there  may  be  coils  or  a  return  loop  may  have 
formed.  In  the  pelvis  a  complete  figure  of  eight  may  form  and 
occupy  both  the  right  and  left  sides  of  the  pelvis;  the  cecum  and 
appendix  are,  occasionally,  herniated  through  the  inguinal  ring. 

In  early  life  displacement  of  the  colon  by  the  small  intestine  to  its 
normal  positions  is  not  always  successfully  accomplished.  The 
large  number  of  twenty-eight  in  a  series  of  285,  or  approximately  10 
per  cent.,  is  evidence  of  this  fact.  The  description  of  the  develop- 
ment of  the  human  intestine  and  its  position  in  the  adult  by  Mall(3) 
throws  considerable  light  upon  this  subject.  "The  various  loops  of 
the  adult  human  intestine  as  well  as  their  positions  are  already 
marked  in  embrvos  of  five  weeks.     The  small  intestine  increases  its 
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length  five  times,  while  the  large  intestine  is  increasing  over  two 
times  and,  as  the  space  they  should  occupy  in  the  body  remains  the 
same,  escape  must  be  made  into  the  colonic  cavity  within  the 
umbilical  cord.  After  further  rapid  growth,  the  organs  have  been 
pressed  down  to  the  pelvis  as  far  as  they  will  go.  In  so  doing  the 
large  intestine  makes  a  sharp  bend  in  the  neighborhood  of  the  fourth 
lumbar  segment,  making  a  fixed  point  toward  which  the  viscera 
descend  but  beyond  which  they  do  not  go.  The  large  intestine  lies 
in  the  sagittal  plane  of  the  body  partly  within  the  body  and  partly 
within  the  cord.  It  does  not  grow  as  fast  as  the  small,  which  is 
folded  into  coils  and  held  by  its  mesenteric  attachment.  Both  small 
and  large  intestine  now  rotate  about  a  common  axis,  the  small  intes- 
tine being  gradually  turned  from  the  right  to  the  left  side  of  the  body 
under  the  superior  mesenteric  artery.  This  takes  place  while  the 
large  intestine  has  an  anteroposterior  direction  and  before  there  is 
any  transverse  colon."  It  will  be  recalled  by  those  who  have  studied 
the  intestines  of  infants  how  evident  is  the  domination  of  the  large 
intestine  by  the  coils  of  the  small  intestine  and  the  liver.  The 
embryo  is  40  mm.  long  when  the  intestines  are  returned  to  the  ab- 
dominal cavity,  and  the  cecum  is  thrown  to  the  right  under  the 
liver  where  it  remains  until  the  fourth  month  after  birth. 

The  influence  of  the  abdominal  wall  upon  intestinal  positions  is 
strikingly  illustrated  in  congenital  umbilical  hernias  and  in  the 
very  common  relations  of  thin  relaxed  abdominal  walls  to  general 
ptosis.  In  many  of  the  subjects  in  this  study  there  were  found 
numerous  instances  of  ptosis  probably  caused  by  thin  abdominal 
walls  and  long  mesenteric  attachments.  There  was  no  doubt 
whatever  of  deviated  morphography,  but  absence  of  acute  flexures 
and  kinks  and  the  appearance  of  normal  bowel  in  all  the  segments 
tend  strongly  to  prove  that  ptosis  alone  does  not,  necessarily,  pre- 
vent normal  function.  It  is  doubtless  true  that  these  are  cases  of 
congenitally  long  mesenteries  and  supports,  and  as  Streeter(4)  says 
"white  fibrous  tissue,  which  is  the  real  supporting  connection,  does 
not  stretch,"  we  are  disposed  to  regard  these  as  congenital  ptoses. 
In  this  type  of  cases  the  thin  abdominal  wall  disposes  readily  to  the 
distress  and  bearing-down  sensation  complained  of  after  considerable 
exercise  in  the  upright  position.  These  cases  are  almost  instantly 
relieved  by  taking  the  prone  position.  The  increase  of  the  abdom- 
inal musculature  and  abdominal  fat  produce  pressure  upon  the  vis- 
cera that  is  frequently  sufficient  to  secure  replacing  of  deviated 
colonic  segments. 

Displacement  of  the  colon  by  other  viscera  occurred  in  twenty- 
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three  cases  from  the  stomach  and  duodenum;  twenty  times  from  the 
gall-bladder;  six  times  from  the  liver;  and  five  times  from  the  pelvic 
viscera  in  285  subjects.  The  percentage  of  males  being  87  per  cent, 
serves  to  lower  the  number  of  displacements  from  pelvic  viscera. 
If  the  total  of  stomach,  gall-bladder  and  liver  displacements  is  taken, 
it  will  be  found  to  equal,  approximately,  18  per  cent.  This  is  of 
much  significance  since  the  absorptive  function  of  the  colon  is 
limited  to  the  segments  between  the  cecum  and  the  splenic  flexure, 
and  also  because  "fermentation  and  accumulation  of  gas  is  greatest 
in  the  cecum  and  ascending  colon"  (Cohnheim)(5). 

It  is  also  very  important  to  have  in  mind  that  the  probable  etio- 
logic  bearing  displacem.ents  in  the  upper  abdomen  may  have  upon 
appendiceal  pathology.  The  view  that  appendicitis  finds  its  most 
frequent  etiology  in  direct  and  remote  effects  of  kinks,  bands  and 
twists  in  the  gut  tube  is  worthy  of  primary  consideration.  The 
lymph  vessels  are  more  numerous  in  the  cecum  than  in  any  other 
part  of  the  large  intestine.  Efferent  vessels  pass  partly  to  the  celiac 
and  partly  to  the  lumbar  glands,  those  of  the  appendix  enter  the 
ileocecal  and  ileocolic  glands.  The  lymph  vessels  of  the  cecum, 
ascending  colon,  and  appendix  are  connected  with  the  superficial 
lymphatics  of  the  right  kidney  (Schafer)(6). 

It  is  therefore  significant  that  extensive  pathology  can  result  from 
kinks,  twists,  constrictions  obstructing  this  part  of  the  colon. 
I  have  referred  to  the  frequency  of  retarded  development.  In  this 
series  it  is  found  more  frequently  than  displacements  from  any  one 
viscus.  It  is  altogether  probable  that  in  the  adult  retarded  develop- 
ment is  found  more  frequently  in  the  colon  than  in  any  other  part  of 
the  body.  The  normal  position  of  the  colon  being  as  it  were  at  the 
periphery  of  the  abdominal  cavity  enforces  exposure  to  the  pathology 
of  the  entire  abdominal  viscera,  and  because  it  is  a  hollow  viscus 
depending  upon  the  patency  of  its  lumen  for  normal  function,  its 
liability  to  mechanical  defects,  acquired  and  developmental,  is  very 
great.  Lane  has  pointed  out  an  extensive  pathology  for  the  colon 
resulting  from  mechanical  causes. 

It  is  true  that  normal  morphography  of  the  colon  will  not  exempt  it 
from  certain  inflammations,  neoplastic  growths  and  other  pathology, 
but  it  is  also  true  that  a  deviated  morphography  will  directly  pre- 
dispose to  more  pathologic  changes  than  any  other  one  condition. 

I  desire  to  express  my  appreciation  for  assistance  given  me  in  this 
study  by  Professor  G.  L.  Streeter,  now  of  the  research  department  of 
embryology  at  Johns  Hopkins  University,  and  Dr.  R.  A.  McGarry, 
formerly  of  the  anatomical  staff  of  the  University  of  Michigan. 
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Meeting  of  November  15,  191 5. 
The  President,  Dougal  Bissell,  M.  D.,  in  the  Chair. 
Dr.  H.  J.  Boldt  presented  a  report  of  two 

DEATHS    CAUSED   BY    INTRASPINAL    NOVOCAIN   ANALGESIA 

in  which  he  said:  "Sometime  ago  I  made  the  statement  when  read- 
ing a  paper  on  intraspinal  analgesia  with  novocain  that  I  considered 
that  this  particular  analgesic  was  free  from  risk.  I  had  been  unable 
to  find  a  single  instance  of  fatality  reported  in  medical  literature  at 
that  time,  nor  have  I  seen  such  publication  since.  But  I  have  heard 
of  several  deaths  in  some  large  clinics  resulting  therefrom." 

"I  feel  it  to  be  my  duty  to  the  profession  to  retract  my  original 
statement  of  freedom  from  risk  and  to  report  my  own  cases. '' 

"The  first  case  concerns  a  women,  fifty-three  years  old  for  whom 
I  did  a  radical  operation  for  cancer  of  the  uterus.  In  the  beginning 
everything  progressed  smoothly,  then,  within  about  twenty  minutes 
of  the  completion  of  the  operation,  respiration  became  increasingly 
shallow,  so  that  by  the  time  that  the  abdomen  was  ready  to  be  closed, 
it  had  ceased  entirely.     All  attempts  at  resuscitation  were  in' vain." 

"The  second  case  concerned  a  young  woman  only  twenty-two  years 
old,  who  had  suffered  as  the  result  of  left  adnexal  disease  during 
the  past  four  years.  She  had  also  been  bleeding  steadily  for  two 
months,  despite  of  curetings,  so  that,  in  view  of  the  necessity  of 
doing  an  abdominal  operation  because  of  the  adnexal  disease,  I 
decided  to  do  an  abdominal  hysterotomy  rather  than  a  vaginal 
hysterotomy,  for  diagnostic  purposes.  In  the  case  of  this  patient 
also,  the  respiration  became  superficial  toward  the  close  of  operation, 
and  although  she  did  not  die  during  the  operation,  the  respiration 
became  more  superficial  until  it  ceased  entirely  about  three-fourths 
of  an  hour  after  completion  of  the  operation.  In  this  instance  the 
intraspinal  analgesic  was  given  to  demonstrate  the  relaxation  of  the 
patient  during  operation  and  the  complete  freedom  from  pain." 
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"With  the  unfortunate  experience  on  my  part,  I  feel  that  it  is 
imperative  to  abstain  from  intraspinal  analgesia,  unless  there  is  a 
distinct  contraindication  for  inhalation  narcosis." 

Dr.  John  O.  Polak.:  "I  would  like  to  ask  Dr.  Boldt  what  disposi- 
tion he  made  of  the  other  ovary  in  this  case — this  large  adenocarcin- 
oma of  the  ovary." 

Dr.  Joseph  Brettauer:  "I  would  like  to  ask  Dr.  Boldt  to  state 
definitely  how  long  those  two  operations  lasted  vnth.  intraspinal 
anesthesia,  how  much  was  injected,  just  exactly  where  it  was  in- 
jected and  how." 

Dr.  Boldt:  "The  injection  was  made  between  the  third  and  fourth 
lumbar  vertebrae  and  consisted  of  2  c.c.  of  a  10  per  cent,  solution  of 
novocain.  The  operation  in  the  first  case  lasted  about  an  hour  and 
three-quarters  and  in  the  second  case  the  operation  required  probably 
three-quarters  of  an  hour,  but  less  than  an  hour." 

Dr.  Hermann  Grad:  "I  would  like  to  ask  Dr.  Boldt  if  any  cere- 
brospinal fluid  was  drawn  off  before  the  novocain  was  injected." 

Dr.  Boldt:  "I  have  been  in  the  habit  of  drawing  off  half  as  much 
again  of  spinal  fluid  as  of  the  solution  I  put  in.  I  take  off  from  3  to  4 
c.c.  of  spinal  fluid." 

Dr.  Polak:  "What  was  the  posture  of  the  trunk?" 

Dr.  Boldt:  "Trendelenburg." 

Dr.  Dougal  Bissell:  "In  how  manv  cases  have  vou  used  novo- 
cain?" 

Dr.  Boldt:  "I  cannot  say  positively,  but  somewhere  in  the 
neighborhood  of  300." 

Dr.  Grad:  "Is  there  any  advantage  in  operating  under  spinal 
anesthesia  as  compared  with  general  narcosis?" 

Dr.  Boldt:  "  I  feel  that  there  is  one  class  of  patients  in  whom  it  is 
more  desirable  to  operate  under  spinal  anesthesia,  namely,  those  who 
have  kidney  trouble,  serious  heart  or  pulmonary  lesions,  and  also 
patients,  particularly  with  carcinoma,  who  are  very  much  emaciated 
and  where  we  have  reason  to  believe  that  there  is  going  to  be  a  long 
operation. 

"I  must  say  that  occasionally  I  have  been,  I  think,  able  to  bring 
patients  through  an  operation  where  I  had  serious  doubts  that  they 
would  have  come  through  the  operation  by  inhalation  narcosis, 
but  I  have  used  it  so  often,  not  because  it  is  so  indicated,  but  for  the 
sake  of  getting  my  experience,  but  then  after  these  two  fatal  cases, 
I  feel  I  should  never  use  it  again  unless  it  were  strictly  indicated." 

Dr.  H.  N.  Vineberg  presented  a  report  on  a  case  of 

twisted  ovarian  cyst  complicated  avith  pregnancy,  simulating 
symptoms  of  renal  calculus.     apparent  corrobora- 
tion by  rontgen  picture. 

Mrs.  L.  H.,  was  admitted,  March  7,  191 5,  to  one  of  the  surgical 
services,  in  Mt.  Sinai  Hospital,  for  renal  calculus.  She  was  twenty- 
four  years  of  age,  married  twelve  months,  and  was  then  pregnant 
two  months.     She  gave  the  following  history.     Fourteen  months 
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ago  she  was  suddenly  seized  with  severe  pain  in  the  left  loin  which 
radiated  anteriorly  and  downward  to  the  vulva.  The  pain  was 
knife-like  in  character  and  of  such  severity  as  to  necessitate  a  hypo- 
dermic of  morphia.  She  had  a  second  similar  attack  six  months 
ago  and  three  attacks  during  the  previous  two  weeks.  During  the 
attacks  she  suffered  from  nausea  but  did  not  vomit,  there  was 
frequency  of  micturition,  but  the  urine  was  of  normal  color.  She 
stated  that  an  a--ray  examination,  in  a  prominent  Brooklyn  hospital, 
revealed  a  stone  in  the  left  kidney.  Microscopic  examination  of  the 
urine  from  the  time  of  her  admission  to  the  hospital,  until  the  day  of 
operation  proved  negative.  A  Rontgen  ray  examination  showed 
irregular  shadows  overlying  the  shadow  of  the  pole  of  the  left 
kidney.  The  larger  one  of  these  was  three-fourth  inch  in  diameter 
and  was  of  a  mulberry  appearance.  The  shadows  did  not  have  the 
typical  appearance  of  renal  calculi,  their  exact  significance  was  not 
decided.  A  vaginal  examination  was  made,  the  uterus  was  found 
enlarged  to  size  of  gravid  organ  at  about  eight  weeks.  Nothing  else 
was  noted.  A  cystoscopic  examination  revealed  nothing  abnormal. 
On  the  basis  of  the  clinical  history  and  of  the  Rontgen  findings,  a 
nephrotomy  of  the  left  kidney  was  performed  March  lo,  with 
a  negative  result.  The  patient  was  discharged  from  the  hospital 
March  29,  but  was  readmitted  to  the  same  surgical  service  June  20, 
on  account  of  the  recurrence  of  a  similar  attack  two  days  before. 
In  this  attack  the  pain  was  very  sharp  and  was  attended  with 
vomiting  and  radiated  over  the  entire  lower  part  of  the  abdomen. 
Urination  attended  with  pain  and  also  the  movements  of  the 
bowels.  She  stated  she  had  aborted  shortly  after  leaving  the 
hospital.  She  was  seen  by  me  on  the  following  day  when  I  found  the 
lower  part  of  the  abdomen  rigid,  the  uterus  slightly  enlarged  and  an 
indefinite  mass,  the  size  of  a  turkey's  egg,  behind  and  to  the  left 
of  the  uterus.  In  view  of  the  alleged  negative  findings  in  the  pelvis, 
when  in  the  hospital  before,  and  in  view  of  the  subsequent  mis- 
carriage outside,  I  concluded  she  had  inflammatory  disease  of  the 
left  adnexa  and  advised  palliative  treatment  for  the  present.  The 
patient  was  then  transferred  to  the  gynecological  service.  But  the 
pain  persisted  in  so  severe  a  form  and  the  mass  continued  to  increase 
in  size  that  I  decided  to  laparotomize  the  patient,  which  was  done 
on  June  29.  The  operation  disclosed  a  cyst  of  the  left  ovary  about 
the  size  of  a  closed  fist,  almost  black  in  color  and  with  pedicle  twisted 
two  and  one-half  times.  After  untwisting  the  pedicle  the  cyst  was 
removed  in  the  usual  way.  I  then  explored  the  abdominal  cavity 
to  ascertain  the  explanation  of  the  x-ray  findings.  I  found,  in  the 
mesentery  of  the  sphenic  flexure  of  the  colon,  three  calcareous  glands 
situated  close  to  one  another  and  the  largest  corresponded  in  size  to 
that  shown  by  the  Rontgen  ray.  The  patient  made  an  unin- 
terrupted recovery  and  when  seen  last,  about  three  months  after  the 
operation,  she  was  in  good  health  and  had  been  free  from  any 
attacks  of  pain. 

Apart  from  the  interest  the  case  presented  from  a  diagnostic 
standpoint  and  the  misleading  a;-ray  findings,  it  presented  a  symp- 
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torn  which  is  not  an  infrequent  accompaniment  of  twisted  ovarian 
cysts  and  which  the  books  do  not  always  mention.  I  refer  to  the 
bladder  disturbance  as  manifested  by  frequent  and  even  painful 
micturition. 

Dr.  Robert  T.  Frank:  "I  would  like  to  ask  Dr.  Vineberg  if  at 
the  time  of  the  x-ray  picture  a  ureter  catheter  was  passed  into  the 
pelvis  of  the  kidney." 

Dr.  Vineberg:  "I  believe  that  the  left  kidney  was  catheterized, 
according  to  the  report,  but  I  do  not  believe  that  the  catheter  was  in 
position  at  the  time  the  .r-ray  was  taken;  at  least,  the  note  does  not 
disclose  this  fact." 

Dr.  Frank:  "May  I  simply  say  a  word  of  caution  in  reference 
to  that?  I  always  take  any  A;-ray  report  of  a  stone  in  the  ureter  or 
pelvis  of  the  kidney  with  a  grain  of  salt  unless  a  catheter  is  in  place 
at  the  time  of  the  Rontgen  ray  examination." 

Dr.  L.  Grant  Baldwin  reported  a  case  of 

gangrenous  interstitial  fibroids. 

"  Gangrenous  fibroids  are  of  sufficient  frequency  when  the  cause  of 
the  gangrene  is  apparent  as  to  not  excite  comment.  The  cause  of 
the  gangrene  is  due  as  a  rule  to  an  obvious  interruption  of  the 
circulation  from  various  causes  or  to  infection.  The  main  points  of 
interest  in  the  case  I  have  to  report  are  that  there  was  no  apparent 
cause,  no  infection  and  because  of  the  difficulty  of  diagnosis." 

"Miss  Q.,  aged  twenty-six,  and  a  virgin.  When  I  saw  her  she  had 
been  sick  one  week  wath  classical  symptoms  of  an  impending  abor- 
tion. Pelvic  examination  revealed  a  mass  as  large  as  a  fetal  head 
symmetrical  and  smooth  but  exquisitely  tender.  There  was  no 
softening  or  dilatation  of  the  cervix  nor  other  symptom  of  pregnancy. 
The  temperature  ranged  from  normal  in  the  morning  to  io4°F.  at 
night.  A  diagnosis  was  impossible.  Three  days  later  the  condition 
not  having  improved  a  laparotomy  was  advised  and  accepted.  My 
diagnosis  prior  to  operation  was  either  an  inflamed  fibroid  or  an 
ovarian  cyst  with  twisted  pedicle,  and  local  peritonitis.  When  the 
abdomen  was  opened  absolutely  nothing  was  found  except  that  the 
enlargement  noted  was  the  uterus.  There  was  no  evidence  of 
peritonitis.  The  tubes  and  ovaries  were  normal.  The  uterus  was 
delivered  through  the  incision  and  after  a  most  critical  examination  a 
fibroid  the  size  of  a  large  orange  was  identified  in  the  anterior  wall  of 
the  uterus.  A  myomectomy  was  done.  The  tumor  was  black  in 
color  and  was  edematous.  The  laboratory  diagnosis  was  gangrene 
of  the  entire  growth  and  a  culture  from  the  center  of  the  tumor  was 
sterile." 

Convalescence  was  very  smooth. 

Dr.  Robert  T.  Frank:  "I  would  like  to  ask  what  the  tem- 
perature course  was  in  this  case  succeeding  operation." 

Dr.  L.  Grand  B.\ldwin:  "The  temperature  preceded  the 
operation  and  rapidly  subsided  afterward.  I  suppose  the  tempera- 
ture was  due  to  the  absorption  of  toxic  material  from  the  necrotic 
tumor." 
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In  a  symposium  on 

BLADDER  AFFECTIONS  IN  WOMEN, 

Dr.  H.  D.  Furniss  considered  the  neoplastic  lesions. 

He  said:  Of  recent  years  much  interest  has  been  taken  in  bladder 
tumors,  which  is  due  to  better  methods  of  diagnosis  and  treatment, 
especially  of  the  benign  varieties. 

We  encounter  bladder  growths  that  are  primary  or  that  have 
extended  from  neighboring  organs.  Metastatic  growths,  according 
to  Mandelbaum,  are  of  the  rarest  occurrence  and  are  mentioned 
only  to  be  dismissed. 

The  extension  growths  are  of  extreme  importance.  Usually  the 
primary  growth  has  been  recognized  and  the  extension  to  the  bladder 
signifies  that  the  disease  is  too  widespread  to  encourage  any  surgical 
procedure  except  as  a  palliative  measure.  Bladder  involvement 
from  cervical  carcinoma  is  the  most  frequently  encountered. 
Usually  the  bladder  is  invaded  before  vesical  symptoms  arise,  and  it 
is  surprising  to  see  how  extensively  this  has  occurred  without  causing 
discomfort.  As  long  as  the  growth  does  not  obstruct  the  ureters  or 
the  urethra,  and  as  long  as  ulceration  and  infection  are  absent,  so 
long  is  there  no  bladder  annoyance.  Every  case  of  carcinoma  of  the 
pelvic  organs  should  be  cystoscoped.  Often  we  encounter  a  con- 
dition of  bulbous  edema  that  is  apt  to  be  confused  with  growth, 
and  it  is  important  to  recognize  the  difference. 

Extension  occurs  also  from  the  intestines  and  ovaries.  I  had  a 
patient  with  a  left-sided  growth,  who  died  of  obstruction  of  the 
large  intestine.  As  this  case  was  considered  inoperable  and  no 
autopsy  was  obtained,  I  am  at  a  loss  to  say  whether  the  growth  was 
primary  in  the  bladder  or  intestine.  Another  case  was  surely 
primary  in  the  ovary,  as  proved  at  operation  and  by  microscopical 
examination.  Recently  I  saw  a  patient,  whom  on  account  of  hema- 
turia and  dysuria,  it  was  impossible  to  cystoscope.  Bi-manual 
examination  showed  a  mass  the  size  of  a  cocoanut  filling  the  pelvis 
and  the  lower  portion  of  the  abdomen  on  the  left  side.  This  patient 
died  shortly,  but  as  she  was  not  operated  upon,  nothing  could  be 
proved  about  the  origin  of  the  primary  growth.  It  impressed  me 
as  being  ovarian  with  secondary  bladder  involvement,  as  the  vesical 
symptoms  are  of  shorter  duration  than  the  size  of  the  growth  would 
have  indicated  had  it  been  primary  in  the  bladder. 

Mendalbaum,  writing  in  1907,  states  that  primary  tumors  of 
the  bladder  are  encountered  in  about  0.7  per  cent,  of  all  tumors,  and 
that  in  four  series  comprising  560  cases  the  incidence  in  the  female 
was  9.8  per  cent.  He  further  states  that  "the  older  statistics  prove 
that  the  cases  are  quite  evenly  divided  between  males  and  females; 
but  in  recent  years  the  percentage  has  changed  in  a  marked  degree, 
due,  no  doubt,  to  improved  modern  diagnostic  methods  of  examina- 
tion of  the  bladder  in  the  male."  I  believe  that  the  older  statistics 
more  nearly  represent  the  true  condition.  Gardner,  in  191 5,  in 
a  series  of  369  cases  found  25  per  cent,  in  the  female,  and  his  report 
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was  on  cases  collected  from  a  number  of  men  doing  mostly  male 
genitourinary  work.  The  Mayo  Clinic,  quoting  Judd,  gave  the 
proportion  of  eighty-four  to  thirty- two,  28  per  cent,  in  favor  of  the 
male.  Taking  into  consideration  these  facts,  I  am  led  to  the  con- 
clusion that  we  gynecologists  are  overlooking  many  bladder  tumors. 
The  classification  of  Kuster,  as  modified  by  Davis,  is  simple 
and  practical.  To  this  I  have  added  the  number  of  each  variety 
found  in  Gardner's  collection. 


I.  Epithelial  group. 


2.  Connective  tissue  group. 


3.  M3rxoma. 


Papilloma 175 

Carcinoma 178 

Adenoma 5 

,  Cysts 5 

Sarcoma 7 

Myxoma o 

Fibroma i 

Angioma o 

,  Polyp 3 

\  Myoma o 

The  myxomata,  angiomata  and  myomata  are  very  rare.  Dr. 
W.  G.  Gaul  of  Yonkers,  while  a  member  of  the  Post-Graduate 
Staff,  found  an  angioma  in  a  new-born  infant  that  lived  only  a 
few  days. 

As  shown  by  this  table  and  that  of  nearly  all  other  authors,  the 
preponderance  of  bladder  tumors  is  of  the  epithelial  group.  The 
papillomata  and  the  carcinomata  are  divided  into  subgroups.  The 
benign  papillomata  occur  most  frequently  between  twenty  and 
forty,  and  the  malignant  papillomata  and  carcinomata  from  forty 
to  sixty.  The  sarcomata,  as  elsewhere,  are  encountered  earlier  in 
life,  though  several  have  been  noted  as  late  as  the  sixtieth  to  the 
seventieth  year. 

Different  authors  are  divided  on  the  percentage  of  malignancy 
and  this  is  due  to  the  different  ideas  of  what  is  malignant  and  what 
is  benign. 

It  is  generally  agreed  that  except  in  small  pedunculated  papillo- 
mata no  tumor  is  to  be  classified  as  positively  benign  without  a 
microscopic  examination  that  includes  the  base  of  the  tumor. 
While  a  study  of  the  table  just  given  would  lead  one  to  suppose  that 
bladder  growths  are  about  50  per  cent,  malignant,  I  believe  that  this 
is  too  small.  Young,  in  a  study  of  117  personal  cases  found  17 
per  cent,  benign  and  83  per  cent,  malignant.  Chute  considers 
practically  all  tumors  clinically  malignant,  not  in  the  sense  that  they 
infiltrate  and  metastasize,  but  that  life  is  endangered  by  hemorrhage, 
ureteral  obstruction  and  kidney  infection,  and  in  this  I  agree  with 
him. 

The  papillomata  tend  to  grow  extensively,  to  recur  and  to  become 
scattered  over  the  bladder,  especially  after  suprapubic  operation. 

In  the  carcinomata  it  has  been  stated  that  metastasis  occurs  infre- 
quently and  that  lymphatic  involvement  is  late.     Both  of  these 
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statements  I  doubt.  In  recent  years  a  greater  number  of  cases  have 
been  operated  upon  by  the  transperitoneal  route  and  lymphatic 
involvement  has  been  frequently  discovered.  The  part  occupied 
by  the  growth  obstructs  the  rays  less  than  the  solution,  and  shows 
darker  on  the  plate. 

Treatment. — -In  the  pedunculated  papillomata  of  small  and  moder- 
ate size  we  have  a  sovereign  remedy  in  fulguration  with  the  high 
frequency  current,  which  can  be  easily  done  through  a  catheterizing 
cystoscope.  This  was  given  to  the  profession  by  Edwin  Beer  in 
1 910.  He  then  believed,  and  still  believes,  that  only  the  benign 
growths  should  be  so  treated.  The  failure  to  show  satisfactory  re- 
sponse to  treatment  he  regards  as  probable  evidence  of  malignancy 
and  indicates  a  discontinuance  of  fulguration.  The  results  have 
been  most  satisfactory  in  properly  selected  cases — there  is  not  the 
tendency  to  recurrence  or  implantation  growths  that  so  often  follow 
suprapubic  removal. 

In  the  larger  benign  papillomatous  growths  suprapubic  cystotomy 
and  cautery  removal  of  the  growth  give  good  results.  In  the  in- 
filtrating growths  transperitoneal  resection  (Mayo,  Annals  Surgery, 
with  at  times  implantation  of  the  ureter  into  another  part  of  the 
bladder,  or  subtotal  resection,  according  to  the  method  of  Squier 
are  the  operations  now  most  generally  used.  Except  in  the  presence 
of  severe  infection,  I  think  the  transperitoneal  method  the  better, 
as  the  more  accurate  determination  of  the  extent  of  the  growth,  the 
presence  of  the  lymphatic  involvement,  and  the  condition  of  the 
ureters  can  be  determined  before  attempting  a  serious  operation. 

The  results  in  carcinoma  have  been,  at  the  best,  discouraging. 
Strange  as  it  may  seem  the  primary  mortality  of  resection  (18.7  per 
cent.)  is  less  than  that  of  suprapubic  cystotomy  and  removal  (21 
per  cent.)  and  the  permanent  results  have  been  infinitely  more 
encouraging. 

The  convalescence  from  these  operations  is  often  tedious  and  at- 
tended with  much  discomfort  and  pain,  due  to  the  suprapubic  drain- 
age and  the  cystitis  that  nearly  always  follows.  I  beUeve  that  renal 
infections  are  frequent  accompaniments  of  all  severe  cystites  and 
that  this  is  due  to  dilation  of  the  ureter  from  back  pressure.  I  have 
noted  the  condition  often  in  severe  cystitis  and  recently  I  had  one 
following  a  carcinoma  resection,  where  I  was  able  to  get  a  good  pic- 
ture of  the  dilated  ureter  and  renal  pelvis  by  simply  injecting  a  15 
per  cent,  solution  of  thorium  nitrate  (Bruns's  solution)  into  the 
bladder. 

In  all  bladder  surgery  for  carcinoma  we  have  not  been  as  radical 
as  in  surgery  of  other  organs,  for  very  radical  treatment  necessitates 
an  operation  that  is  attended  with  serious  kidney  injury,  or  great 
distress  and  inconvenience  to  the  patient.  I  refer  to  total  cystotomy 
with  transplantation  of  the  ureter  into  the  intestine,  into  the  vagina 
or  onto  the  skin.  Intestinal  transplantation  has  been  most  un- 
satisfactory, on  account  of  the  subsequent  renal  infection  that  usu- 
ally follows.  Skin  transplantation  is  not  attended  with  so  great 
renal  damage,  but  is  very  disagreeable.     Watson  of   Boston  and 
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Martin  of  this  city  have  had  cases  where  both  kidneys  have  been 
drained  onto  the  skin,  who  were  able  to  get  along  in  comfort  by 
wearing  an  apparatus  that  collected  the  urine  and  kept  the  body 
dry.  Watson  believed  that  nephrostomy  is  safer  than  ureteral 
transplantation  and  that  it  should  be  done  four  to  six  weeks  preceding 
cystectomy. 

Personally  I  believe  that  in  carcinoma  of  the  bladder,  except  in 
the  cases  where  the  growth  is  in  the  vertex  and  not  very  near  the 
urethra,  the  best  method,  so  far  as  the  chances  of  permanent 
cure  are  concerned  is  primary  nephrostomy  and  subsequent  total 
cystectomy.  The  relative  merits  of  the  two  operations  with  the 
attendant  disadvantages,  should  be  put  before  the  patient,  and  she 
allowed  to  choose  between  the  lesser  chances  of  complete  cure  with 
the  lesser  discomfort,  and  the  greater  opportunity  of  cure  wdth  the 
greater  discomfort.  All  cases  should  be  treated  by  deep,  .T-ray 
therapy  as  soon  as  possible  after  the  operation. 

In  extensive  cases  where  nothing  can  be  done  with  a  hope  of  eradi- 
cating the  disease,  if  the  suffering  is  severe,  bilateral  ureterostomy, 
nephrostomy  or  suprapubic  drainage  is  indicated.  Bolton  Bangs 
claimed  good  results  in  the  control  of  hemorrhage  by  irrigation  with 
3^^  per  cent,  to  3^  per  cent,  solution  of  creolin.  Personally,  I  have 
had  no  experience  with  it,  but  it  is  worth  trying. 

Winfield  Ayres  reports  one  case  of  inoperable  growth  that  was 
seemingly  benefited. 

We  should  not  forget  that  in  most  of  these  cases  we  are  dealing 
with  patients  advanced  in  years,  that  their  kidneys  are  frequently 
damaged  by  ureteral  obstruction  and  infection,  or  are  the  seat  of 
arteriosclerotic  changes,  and  that  at  best  they  are  poor  surgical  risks 
for  even  lesser  operations. 


THE  INJURES  TO  THE  BLADDER 

were  considered  by  Dr.  W.  H.  Cary  who  said:  Injury  to  the  blad- 
der and  its  supports  during  childbirth  resulting  in  prolapse  of  the 
bladder  into  a  pouch  of  the  anterior  vaginal  wall,  because  of  its 
frequency  and  the  progressive  character  of  the  hernia,  constitutes  the 
most  important  feature  of  my  subject.  Therefore,  the  greater 
part  of  the  limited  time  allotted  to  me  will  be  devoted  to  the  study 
of  cystocele,  its  causes  and  prevention. 

Laceration  of  the  bladder  wall  by  perforating  injuries  and  other 
causes  common  to  both  sexes  is  not  properly  included  in  this  pre- 
sentation. During  the  last  decade  the  infrequency  of  bladder 
injury  during  operation  and  the  rare  occurrence  of  vesical  fistula 
following  childbirth  have  emphasized  in  marked  degree  the  progress 
made  in  gynecological  and  obstetrical  surgery. 

Abdominal  surgery. —  Incision  of  the  bladder  wall  in  the  course  of 
opening  the  abdomen  may  usually  be  attributed  to  carelessness. 
Displacement  of  the  bladder  to  an  exposed  location  caused  by  pelvic 
tumor  is  not  infrequent  but  such  a  condition  should  be  anticipated 
and  due  care  for  its  prevention  should  be  exercised.     A  bladder 
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when  distended  by  urine  is  more  apt  to  be  injured  than  when  col- 
lapsed. This  danger  is  avoided  by  catheterization  as  the  last  step 
in  the  routine  preparation  of  the  patient  upon  the  operating  table. 
An  empty  bladder  is  not  assured  even  though  the  patient  void  when 
taken  from  the  ward.  A  nervous  patient  secretes  urine  rapidly; 
and  I  have  observed  the  withdrawal  of  a  pint  of  urine  by  catheter 
which  had  accumulated  in  the  interval  between  leaving  the  ward 
and  the  establishment  of  anesthesia. 

The  bladder  may  be  torn  in  the  effort  to  perform  abdominal 
hysterectomy  when  complicated  by  dense  general  adhesions.  When 
the  anatomical  relations  of  the  bladder  are  entirely  lost,  damage  to 
the  bladder  is  guarded  against  by  reversing  the  usual  order  of  pro- 
cedure as  follows:  The  cervix  is  amputated  from  the  posterior  to  the 
anterior  side,  and  as  the  anterior  peritoneal  reflexion  is  approached 
the  lower  segment  of  the  uterus  is  grasped  and  pulled  upward  and 
backward,  the  bladder  being  dissected  from  the  anterior  surface 
of  the  uterus  from  the  point  of  amputation  toward  the  fundus, 
some  of  the  uterine  tissue  being  left  if  necessary.  Bisection  of  the 
uterus  is  a  helpful  measure  and  may  be  ernployed  for  the  same 
purpose. 

Vaginal  Operations. — During  recent  years  the  development  of 
plastic  vaginal  operations  for  the  cure  of  cystocele  requiring  for 
their  performance  the  dissection  of  the  bladder  from  the  uterus 
and  anterior  vaginal  wall  has  naturally  resulted  in  a  small  per- 
centage of  bladder  injuries. 

On  the  whole,  however,  damage  to  the  bladder  must  be  attributed 
largely  to  inexperience.  When  uncertain  as  to  the  location  of  the 
bladder  wall  upon  the  cervix  its  limits  may  be  definitely  ascertained 
by  palpating  the  tip  of  a  sound  passed  through  the  urethra  to 
the  most  dependent  point  of  the  bladder  reflexion.  In  one  instance 
the  writer  found  a  bladder  irritability,  which  so  frequently  follows 
plastic  operations  upon  the  bladder,  to  be  due  to  scar  at  the  vesical 
base  from  perforation  of  a  suture. 

Perforations  of  the  bladder  by  erosions  resulting  from  pessary 
pressure  is  reported  by  some  authorities  but  must  be  of  rare  oc- 
currence. 

Obstetrical  Injuries. — Vesical  fistula  caused  by  necrosis  due  to  pro- 
longed pressure  of  the  fetal  head  upon  impinged  portions  of  the  bladder 
wall  are  not  often  seen  in  our  hospitals  except  when  referred  from 
the  rural  districts  where  efficient  medical  attention  is  not  available 
Multilating  forceps  deliveries  involving  injuries  to  the  bladderare 
inexcusable  except  in  cases  where  only  the  crudest  facilities  are  at 
hand.  Certain  obstetrical  operations,  even  in  the  hands  of  experts, 
give  a  small  percentage  of  bladder  lacerations.  Williams  reports 
three  patients  with  urine  leaks  following  pubiotomy  in  a  series  of 
46.  Peterson,  in  his  series,  reports  laceration  of  vesical  wall  as 
one  of  the  most  frequent  of  the  accidents  complicating  vaginal 
Cesarean  section.  I  am  sure  this  latter  injury  may  be  avoided  some- 
times if  a  posterior  as  well  as  an  anterior  incision  be  made  in  the 
uterus  and  the  room  at  the  outlet  be  further  enhanced  by  a  median 
perineotomy. 
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The  most  practical  problem,  however,  which  we  have  to  consider 
as  a  result  of  obstetrical  injury  is  cystocele,  or  bladder  prolapse, 
arising  from  rupture  of  the  fascia  supporting  the  bladder  base. 
Rupture  of  this  fascia  occurs  usually  without  visible  laceration.  A 
method  of  determining  immediately  following  delivery  the  extent 
of  fascial  damage  beneath  the  bladder  is  under  consideration. 
Atrophy  and  retraction  have  occurred  by  the  time  the  usual  cystocele 
operation  is  done  and  the  fascia  not  being  available  for  repair  some 
operators  have  questioned  if  such  a  fascia  actually  existed.  It  is 
no  doubt  a  part  of  the  large  fibrous  membrane  which  excends  as  a 
supporting  structure  across  the  entire  pelvis  from  the  sacrum  well 
under  the  bladder  base  and  it  is  described  and  named  by  the  French 
anatomists,  Poirier  and  Charpy,  as  the  sacro-recto-genital  aponeu- 
rosis. Surprisingly  little  mention  has  been  made  of  this  fascia  else- 
where nor  is  it  elsewhere  illustrated.  Considerable  confusion  com- 
monly appears  in  the  description  of  this  structure  for  arbitrary  divis- 
ions of  it  are  made  and  described  as  separate  ligaments.  No  doubt 
it  is  this  aponeurosis  which  forms  the  chief  support  of  the  pelvic 
viscera.  Many  plastic  operations,  such  as  the  Emmet  and  its 
modifications  by  Baldwin,  done  for  the  correction  of  prolapse  of 
the  bladder  and  uterus,  depend  upon  this  fascia  for  their  sustaining 
grip.  Injury  to  this  structure  involving  rupture  from  its  bony 
anchorage  is  doubtless  due  to  the  strain  brought  to  bear  upon  it  by 
the  driven  head.  Operative  delivery  through  the  vagina  naturally 
increases  the  likelihood  of  such  injury.  Rotation  of  the  head  from 
the  posterior  to  the  anterior  position  within  the  pelvis  either 
manually,  instrumentally,  or  spontaneously  is  particularly  pro- 
ductive of  this  type  of  trauma.  Destructive  traction  upon  this  fascia 
may  result  from  so  simple  a  neglect  as  the  complication  of  a  loaded 
rectum  crowding  the  head  to  a  higher  level  or  the  presence  of  con- 
siderable amounts  of  urine  within  the  bladder  which  exaggerates  the 
injurious  force. 

Rectum  and  Bladder  Precautions. — Two  elemental  requisites  to 
assure  the  least  degree  of  injury  to  the  pelvic  soft  parts  by  any 
obstetric  manouver  are  an  evacuated  rectum  and  an  empty  bladder. 
The  first  is  usually  complied  with  by  the  routine  practice  of  giving 
an  enema  in  the  preparation  for  delivery,  but  special  precautions 
to  have  the  bladder  empty  during  the  second  stage  of  labor,  except 
in  instrumental  delivery,  is  not  commonly  emphasized.  While 
the  collapsed  bladder  may  readily  accommodate  itself  to  displacing 
pressures  the  presence  of  much  urine  in  the  bladder  brings  physical 
forces  into  play  which  tear  the  bladder  anchorage  from  its  pubic 
attachments. 

Median  Perineotomy. — Prolonged  and  violent  strain  upon  the 
pubic  attachments  of  the  bladder  may  at  times  be  directly  avoided 
by  terminating  the  second  stage  of  labor  by  an  elective  perineotomy. 
This  procedure  (i)  shortens  the  second  stages  of  labor  by  relieving 
obstruction  of  the  soft  parts  at  the  outlet,  (2)  it  may  effect  spontane- 
ous delivery  where  forceps  interference  would  otherwise  be  required, 
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and  (3)  it  avoids  or  controls  injury  to  the  pelvic  structure  by  in- 
creasing the  available  room  for  the  passenger.  When  forceps  are 
applied  with  the  head  in  mid-pelvis  Pomeroy  uses  a  thin  bladed 
retractor  to  support  anterior  vaginal  wall  bladder. 

Rotary  Version. — The  extensive  lacerations  of  the  pelvic  struc- 
tures, so  often  attendant  upon  prolonged  first  labors  complicated  by 
posterior  positions  requiring  rotation  within  the  pelvis  to  effect 
delivery,  are  greatly  diminished  by  the  procedure  first  advocated  by 
Dr.  Pomeroy,  which  was  at  one  time  presented  before  this  Society, 
Briefly,  it  may  be  described  as  a  rotation  of  the  entire  fetus  above  the 
inlet  of  the  pelvis  through  an  arc  of  i8o  degrees,  substituting  for  the 
posterior  position  an  anterior  position  occupying  the  same  oblique 
of  the  pelvis.  When  used  for  the  proper  indications,  as  stated  by 
Pomeroy,  this  method  has  given  excellent  results  in  a  large  series 
of  cases.  Spontaneous  delivery  without  laceration,  other  than  of 
the  perineum,  has  occurred  in  80  per  cent,  of  patients  in  whom  the 
progress  of  labor  had  previously  ceased. 

Dr.  Henry  G.  Bugbee  in  opening  the  discussion  said:  "When  we 
consider  the  position  of  the  female  bladder  in  the  pelvis,  surrounded 
by  the  sexual  organs  (so  often  the  seat  of  lesions  or  new  growths)  in 
close  approximation  to  the  rectum  and  appendix,  with  a  rich  blood 
and  lymphatic  supply,  a  continuous  flow  of  urine  (often  infected) 
through  it,  lying  adjacent  to  the  urethra  and  prone  to  injury  incident 
to  childbirth  and  pelvic  operations,  there  is  little  wonder  that 
bladder  afi"ections  in  women  are  common,  diverse  in  character  and 
often  distressing. 

I  think  it  fair  to  say  that  the  majority  of  women  who  consult  a 
physician  have  some  urinary  disturbance.  If  one  asks  many  of 
these  women  if  they  have  any  difiiculty  of  urination  they  often  ans- 
wer "No,"  but  on  close  questioning  this  is  not  found  to  be  true. 

The  keynote  to  the  study  and  management  of  these  afifections  is 
a  correct  diagnosis. 

Lesions  are  seldom  primary  in  the  bladder.  Infections  are  trans- 
mitted to  the  bladder  by  direct  contact  with  adjacent  organs:  from 
the  urethra,  or  through  the  urinary,  blood  or  lymphatic  stream. 
New  growths  often  originate  outside  the  bladder,  and  traumatic 
injuries  are  seldom  primary  in  the  bladder.  One  can  see  at  a  glance 
how  futile  it  is  to  treat  a  bladder  affection  per  se,  until  it  has  been 
ascertained  that  the  lesion  is  primary.  One  cannot  rely  upon  symp- 
toms for  they  are  often  most  misleading. 

A  correct  diagnosis  can  only  be  made  after  a  complete  history  has 
been  taken,  a  thorough  physical  examination  made,  and  an  inspec- 
tion of  the  bladder  and  urethra,  as  well  as  an  exploration  of  the 
ureters  and  separation  of  the  urine  from  the  kidneys.  Often  this 
must  be  supplemented  by  a  combined  cystoscopic  and  a;-ray  exam- 
ination outlining  the  tract. 

In  looking  over  the  last  500  consecutive  cases  of  urinary  frequency 
in  women,  that  have  come  under  my  observation,  a  few  figures  may 
be  interesting.     Of  this  number: 

(i)  2.2  per  cent,  (eleven  cases)  were  between  the  ages  of  ten  to 
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twenty.     The  causes  of  urinary  disturbance  in  these  girls  were,  in 
their  order  of  frequency: 


Inflammations 


Urethritis  and  trigonitis 
Kidney  infections 
Calculi  of  ureter  and  kidney 
Cyst  of  bladder 
Functional  disturbances 

(2).  35.8  per  cent.  (179  cases)  were  between  the  ages  of  twenty  to 

thirty.     The  causes  of  urinary  disturbance  in  these  young  women 

were: 

^    -  .         f  Urethritis  and  trigonitis 

Inilammations  ^'     ,.  ,         .   ,      •  ,         ,  1 

:^  Kidney  infections — tubercular — colon 

Calculi 

(3).  28.4  per  cent.  (142  cases)  were  between  the  ages  of  thirty  to 
forty.  The  causes  of  urinary  disturbance  in  these  young  women 
were: 

Urethritis  and  trigonitis 


Inflammations  ,  „. ,         .   , 

Kidney  infections 

Calculi 

Tumors  of  bladder 

Pressure  on  bladder 

Cystocele 

(4).  22.6  per  cent.  (113  cases)  were  in  women  between  the  ages  of 
forty  to  fifty.  The  causes  of  urinary  disturbance  in  these  women 
were: 

Tumors  of  bladder 

Cystocele 

Prolapsed  kidney  and  infections  of  kidnej^s 

Calculi 

Urethritis  and  trigonitis 

Neuroses 

Pressure  on  bladder 

(5).  5.8  per  cent,  (twenty-nine  cases)  were  in  women  between  the 
ages  of  fifty  to  sixty.  The  causes  of  urinary  disturbance  in  these 
women  were: 

Tumors  of  bladder 

Cystocele 

Urethritis  and  trigonitis 

Kidney  infection 

(6).  4.6  per  cent,  (twenty-three  cases)  were  in  women  between  the 
ages  of  sixty  to  seventy.  The  causes  of  urinary  disturbance  in  these 
women  were: 

Procidentia 

Calculi 

Cancer  and  infections 
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(7).  0.4  per  cent,  (two  cases)  were  between  the  ages  of  seventy  to 
eighty.     The  causes  of  urinary  disturbance  in  these  were: 

Cancer 
C3'stocele 

(8).   0.2   per   cent,    (one  case)  was  between  eighty  and  ninety. 
Cause:  cystocele. 

5  to  1  per  cent 

2.2  per  cent. — 10  to  20  years —  11  cases 

35.8  per  cent. — 20  to  30  years — 179  cases 

28.4  per  cent. — 30  to  40  years — 142  cases 

22.6  per  cent. — 40  to  50  years — 113  cases 

5.8  per  cent. — 50  to  60  years —  29  cases 

4.6  per  cent. — 60  to  70  years —  23  cases 

0.4  per  cent. — 70  to  80  years —     2  cases 

o .  2  per  cent. — 80  to  90  years —     i  case 


100. o  per  cent.  500  cases 

So  it  may  be  seen  that  the  frequency  with  which  women  suffer 
from  urinary  disturbances  is  greater  in  the  early  maturity,  twenty 
to  thirty,  when  they  are  most  active  sexually,  and  subject  to  the 
sequellae  of  the  same.  Next  most  common  in  the  following  decade, 
thirty  to  forty,  when  secondary  infections  from  the  kidney  and  cal- 
culi are  common,  that  the  urinary  disturbances  become  less  frequent 
as  the  age  advances,  and  that  tumors  of  the  bladder  and  urinary 
organs  as  well  as  bladder  displacements  become  more  prominent, 
and  in  later  years  are  more  commonly  the  cause  of  bladder  affections 
than  the  inflammations  of  the  earlier  periods. 

The  subject  is  a  broad  one,  and  each  case  must  be  approached 
with  a  thorough  understanding  of  all  factors  entering  into  it  before 
results  will  be  attained  in  its  relief. 

Dr.  Hiram  N.  Vineberg,  said:  "Inflammation  of  the  bladder  is 
a  large  subject  and  it  would  be  useless,  it  would  be  futile  to  try  to 
cover  the  subject  even  in  an  extensive  paper.  There  are  a  few 
practical  points  that  I  have  been  able  to  gather  from  my  experience 
and  one  of  them  is  that  true  cystitis,  or  primary  cystitis,  as  we  might 
call  it,  is  rather  a  rare  condition  in  women.  Most  of  the  cases  that 
I  have  seen  that  have  been  treated  for  months  and  for  a  year  or  so 
for  cystitis  have  turned  out  to  be  tubercular  infections  from  the 
kidney,  so  much  so  that  I  always  suspect  a  woman  who  comes  into 
my  office  and  says  she  has  been  treated  for  cystitis  for  several  months 
and  has  not  been  improved.  I  suspect  at  once  that  she  has  some 
lesion  other  than  that  for  which  she  has  been  treated,  and,  as  I  said 
before,  in  the  majority  of  instances  it  has  been  a  tuberculosis  which 
has  been  the  cause  of  the  trouble  or  sometimes  not  even  a  tuberculosis 
but  a  secondary  nontubercular  pyelitis.  The  chief  condition  that 
has  been  present  in  most  of  the  cases  that  I  have  seen  in  my  office, 
marked  by  frequency  of  micturition,  has  been  a  form  of  trigonitis 
without  much  pus  or  other  change  in  the  urine,  and  with  the  cystitis 
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manifested  by  patches  of  redness  in  the  trigonal  area.  I  can  only 
repeat  what  I  have  said  before  on  several  occasions  and  that  is  that 
these  cases  are  very  amenable  to  treatment  by  the  Kelly  method  of 
putting  the  patient  in  the  knee-chest  posture  and  by  getting  a  good 
view  of  the  trigonal  area  and  applying  a  lo  per  cent,  solution  of 
nitrate  of  silver.  I  have  also  seen  cases  in  which  the  frequency  of 
micturition  was  caused  by  what  one  might  say  a  congestion,  perhaps, 
of  the  bladder  wall,  where  one  could  see  that  the  vessels  were  some- 
what enlarged  and  tortuous  and  the  bladder  wall  slightly  reddened, 
that  is  to  say,  practically  no  other  changes  in  the  bladder  wall 
with  very  little  alteration  of  the  urine.  These  cases  are  not  very 
amenable  to  treatment  because  the  bladder  surface  is  so  large  and 
it  is  rather  hard  to  cure  them. 

"I  have  seen  a  few  genuine  cases  of  gonorrheal  cystitis,  but  only 
very  few.  One  was  in  a  young  married  woman.  There  was  a  small 
amount  of  blood  present  in  the  urine  and  I  was  able  to  get  the 
gonococci  in  the  specimen  of  urine  obtained.  These  cases,  as  a  rule, 
are  cured  by  time,  and  by  rest,  and  are  rather  amenable  to  treatment, 
except  that  in  the  instance  I  have  in  mind  the  patient  later  on  gave 
birth  to  a  child  and  in  the  second  week  of  the  puerperium  she 
developed  a  pyehtis,  or  what  you  might  call  pyelitis  of  pregnancy. 

"The  question  of  how  to  avoid  cystitis  in  our  operative  work  is 
one  which  has  engaged  the  attention  of  all  of  us  and  I  am  frank  to 
confess  that  I  do  not  know  how  to  avoid  it.  It  occurred  to  me  that 
possibly  the  use  of  glass  catheters  was  a  cause  of  irritation  or  was 
responsible  for  causing  trauma  of  the  bladder  wall  and  leaving  an 
area  for  infection,  and  for  that  reason  in  our  service  we  have  used 
rubber  catheters,  both  before  operation  and  for  after-treatment.  I 
must  say  that  even  with  the  rubber  catheter  we  do  get  a  certain 
amount  of  infection.  Of  course  in  most  of  these  operations  the 
bladder  is  disturbed  a  good  deal.  In  operations  for  cystocele,  as 
you  all  know,  the  bladder  is  separated  from  its  attachments  and 
there  is  a  good  deal  of  traumatism  caused  to  the  bladder  wall. 
Personally,  I  do  not  believe  that  the  great  care  which  is  taken  to 
prevent  germs  from  getting  into  the  bladder  is  so  important  as  is 
the  avoidance  of  traumatism  to  the  mucosa  and  I  frequently  see  in 
other  hospitals  where  the  men  take  such  extra  precautions  in 
sterilizing  their  hands  and  everything  that  comes  in  contact  with 
the  patient  at  the  time  of  the  catheterization,  that  they  are  very 
careless  in  the  matter  of  manipulation  and  I  think  a  great  deal 
more  harm  is  done  through  manipulation  than  would  be  by  perhaps 
a  Httle  less  care  in  the  avoidance  of  the  introduction  of  germs. 
The  bladder  usually  does  contain  more  or  less  germs  and  is  accus- 
tomed to  germs,  so  that  I  should  say,  as  a  final  word  in  that  regard, 
that  the  teaching  of  young  men  to  be  rather  careful  in  the  mani- 
pulation of  the  bladder  rather  than  in  very  extraordinary  or  over- 
care  in  asepsis,  would  lead  to  better  results." 

Dr.  Ralph  Waldo:  "I  am  glad  to  hear  Dr.  Vineberg  speak  of 
the  glass  catheter.  A  nurse  left  the  end  of  a  glass  catheter  in  a 
bladder  and  I  did  not  consider  it  the  fault  of  the  nurse.     In  boiling 
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a  glass  catheter  we  may  produce  a  slight  injury  to  the  catheter  that 
will  make  it  very  simple  to  have  a  piece  break  off  in  the  bladder. 
Since  then  I  have  used  only  rubber  catheters. 

"There  is  one  other  thing  that  has  led  to  a  certain  amount  of 
disease  of  the  bladder,  where  it  has  been  necessary  to  use  a  catheter 
for  quite  a  while  after  operations,  and  that  has  been  in  the  prepara- 
tion of  the  parts  before  operation.  I  have  seen  a  lot  of  tincture  of 
green  soap  and  different  antiseptic  preparations  used  to  cleanse  the 
genitals,  get  into  the  urethra  and  create  quite  a  good  deal  of  irritation, 
and  I  believe  in  those  cases  that  a  catheter  simply  carries  infection 
into  the  bladder.  A  little  precaution  that  I  have  followed,  in  the 
use  of  the  catheter,  has,  clinically,  resulted  in  very  marked  diminution 
in  the  matter  of  irritation  of  the  bladder  (cystitis),  and  that  is  to 
have  the  catheter,  before  it  is  passed  into  the  bladder,  dipped  into  a 
20  per  cent,  solution  of  argyrol,  using  that  as  a  lubricant.  Clinically, 
this  has  prevented  a  great  many  irritations  of  the  bladder  where  it 
has  been  necessary  to  catheterize  a  patient  following  operations." 

Dr.  Gordon  Gibson. — Dr.  Stephen  Rushmore  at  the  Carney 
Hospital  in  Boston  advised,  before  catheterizing  the  patient  that 
argyrol  be  injected  into  the  urethra  with  a  simple  medicine  dropper. 
If  the  argyrol  is  put  on  the  catheter  it  is  rubbed  off  at  the  beginning 
of  the  urethra  and  none  of  it  gets  to  the  upper  part  of  the  urethra, 
whereas  by  using  a  medicine  dropper  in  the  way  he  does  you  get  the 
argyrol  over  the  entire  upper  part  of  the  urethra. 

Dr.  J.  Milton  Mabbott:  "I  don't  Hke  to  object,  but  I  feel 
obliged  to  take  exception  to  Dr.  Vineberg's  recommending  less 
particular  care  for  the  purpose  of  avoiding  the  introduction  of  germs; 
I  don't  mind  how  gentle  one  may  be  in  dealing  with  the  urethra,  but 
one  should  certainly  aim  to  avoid  introducing  germs.  I  think  that 
there  is  a  point  which,  of  course,  we  all  have  in  mind,  but  which 
hasn't  been  mentioned  to-night  for  the  lessening  of  harm  to  the 
bladder  and  infection  and  inflammation  and  that  is  the  lubrication  of 
whatever  catheter  you  use  with  some  sterile  or  antiseptic  lubricant 
rather  than  introducing  a  dry  catheter  or  a  catheter  simply  out  of 
bichlorid  solution,  which  in  itself  is  irritating  and  not  slippery. 
The  lubricant,  I  think,  and  asepsis  and  all  the  gentleness  possible 
should  be  combined." 

Dr.  Robert  T.  Frank:  "The  diagnosis  of  bladder  conditions, 
of  course,  must  precede  any  proper  therapy,  and  the  diagnosis  of 
these  conditions  is  at  times  quite  difficult.  I  think  it  ought  to  be 
emphasized  that  if  a  patient  comes  for  a  diagnosis  with  an  acutely 
inflamed  bladder,  or  an  acute  urinary  condition,  it  is  wise  to  tem- 
porize for  probably  one  week  unless  the  condition  is  extremely 
urgent.  Under  urgent  conditions  I  would  consider  a  profuse  hemor- 
rhage from  the  bladder,  but  if  the  symptoms  are  inflammatory,  I 
believe  the  administration  of  a  large  amount  of  fluid  with  other  and 
appropriate  general  treatment,  including  a  week  in  bed  to  be  of 
service.  If  during  that  time  the  symptoms  do  not  improve,  it  is 
certainly  necessary  and  advisable  to  perform  a  cystoscopy,  but 
ordinarily  in  acute  conditions  of  the  bladder  it  is  quite  inadvisable 
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to  proceed  at  once  unless  the  condition  does  not  clear  up  promptly 
under  rest,  etc.  I  have  almost  always  found  that  if  rest  and  waiting 
did  no  good  the  bladder  was  only  secondarily  to  blame;  that  the 
actual  condition  came  higher  up,  that  is,  from  the  kidneys  or  the 
ureters.  The  bacteriology  of  bladder  conditions  has  not  been  suffi- 
ciently emphasized.  In  almost  every  case  of  obscure  cystitis  or 
cystitic  symptoms  I  take  great  pains  in  getting  a  bacteriological 
report.  At  times  the  colon  bacillus  is  found,  but  specific  bacteria  of 
other  types  are  much  more  rare  in  occurrence. 

''The  treatment  of  inflammatory  conditions  is  also  of  extreme 
importance.  Dr.  Vineberg  said  he  used  the  Kelly  cystoscope  for  the 
treatment  of  trigonitis.  So  do  I,  but  I  want  to  bring  out  one 
additional  point  and  that  is  for  the  diagnosis  I  always  use  some  small 
water  cystoscope  which  can  be  slipped  into  the  bladder  ^vithout 
producing  much  irritation,  and  the  first  thing  I  do  is  to  turn  it  down 
toward  the  trigone  so  as  to  examine  this  region  at  once,  for  unless  this 
course  is  taken,  after  a  few  minutes  of  manipulation  even  the  normal 
trigone  shows  considerable  irritation.  I  have  had  a  number  of 
interesting  cases  of  secondary  bladder  conditions  which  were 
extremely  difficult  to  heal.  They  usually  resulted  from  repair  of 
vesicovaginal  fistulae  or  operative  injuries  which  had  healed  up  of 
their  own  accord.  In  several  of  these  cases  very  intractable  ulcers  at 
the  base  of  the  bladder  resulted.  Some  of  them  showed  encrusta- 
tions and  in  one  or  two  cases  I  have  been  unable  to  entirely  cure  the 
recurrences  of  these  encrustations.  In  cases  of  cystitis  due  to  trau- 
matic operative  causes,  sacculations,  etc.,  even  in  the  acute  stage, 
great  and  rapid  amelioration  of  the  symptoms  can  be  obtained  by 
using  a  strong  solution  of  argyrol  in  the  bladder  or  quite  a  strong 
solution  of  coUargol." 

Dr.  H.  C.  Coe:  "The  severe  cases  of  cystitis  which  we  used  to 
see  in  private  practice  are  now  very  rare.  I  was  interested  in  the 
remark,  that  in  the  majority  of  cases  of  frequent  urination  the  cause 
is  trigonitis.  I  think  that  is  true  of  those  which  we  are  most  apt 
to  see  in  our  offices,  and  often  they  are  treated  by  the  general  prac- 
titioner as  cases  of  cystitis;  the  bladder  is  irrigated  and  urotropin 
is  given,  when  the  trouble  is  really  a  deep  urethritis,  the  seat  of 
which  may  be  exposed  with  an  ordinary  aural  speculum.  In  that 
way  he  can  expose  the  inflamed  area  perfectly  well  without  using 
a  more  complicated  instrument  with  which  he  is  not  familiar.  I 
would  be  afraid  to  use  such  a  strong  solution  of  nitrate  of  silver  as 
that  suggested  by  Dr.  Vineberg.  I  think  that  lo  to  20  per  cent, 
solutions  of  argyrol  are  safer.  I  did  not  hear  the  paper  on  traumatic 
lesions,  but  I  now  have  a  case  under  observation  in  which  I  expect 
to  operate,  which  illustrates  the  dictum  of  Dr.  Emmett,  with  which 
you  are  all  famihar,  that  most  of  these  cases  are  not  due  to  the  use 
of  forceps,  but  to  prolonged  pressure.  This  patient  was  handled 
by  a  very  competent  practitioner.  She  had  a  dry  labor  and  the 
head  was  unfortunately  allowed  to  remain  fixed  for  twelve  hours 
with  a  half  dilated  cervix.  The  delivery  of  a  live  child  was  skillfully 
effected,  and  the  perineum  was  repaired,  but  the  patient  developed 
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a  vesicovaginal  fistula.  The  interesting  point  is  the  fact  that  there 
is  a  small  aperture  in  front  of  the  anterior  lip  of  the  cervix,  which  is 
not  lacerated,  so  that  it  must  have  been  due  in  this  case  purely  to 
pressure.  A  true  vesicovaginal  fistula  in  that  location  is  rare,  unless 
associated  with  a  laceration." 

Dr.  Austin  Flint. — "There  is  one  point  in  the  second  paper  and 
in  Dr.  Bugbee's  discussion  which  has  not  been  brought  out  in  the 
general  discussion,  and  that  is  the  frequent  occurrence  in  older 
women  of  bladder  symptoms  due  to  cystocele.  While  the  treatment 
of  cystocele  from  an  operative  standpoint  is  pretty  satisfactory,  the 
prevention  of  cystocele  is  much  more  important.  I  have  no  doubt 
(although  I  have  not  seen  it  much  emphasized)  that  the  good 
obstetrician,  the  man  who  takes  good  care  of  his  patient,  is  the  man 
who  tries  to  forestall  and  prevent  the  production  of  cystocele,  and 
one  of  the  things  in  this  direction  is  to  keep  the  bladder  empty  during 
the  course  of  labor.  The  instructions  that  I  have  given  to  my  nurses 
in  private  practice  and  in  the  hospital  are,  that  all  during  the  first 
stage  of  labor  the  patient  must  empty  the  bladder  at  frequent 
intervals,  at  least  every  hour.  One  of  the  routine  procedures  in  any 
kind  of  delivery  is  to  see  that  the  bladder,  as  well  as  the  rectum,  is 
kept  empty.  Among  the  preparations  for  a  forceps  delivery  is  a 
routine  catheterization  of  the  bladder,  and  very  frequently  it  is  over- 
looked. If  the  bladder  is  distended,  even  slightly,  during  the  course 
of  normal  delivery  there  is  extreme  danger  of  the  production  of  cys- 
tocele in  later  life,  and  that  is,  as  brought  out  in  the  discussion,  one 
of  the  most  frequent  causes  of  bladder  diseases  in  women.  I  don't 
think  quite  enough  emphasis  has  been  given  to  the  prevention  of  this 
thing  by  the  simple  expedient  of  seeing  that  the  patient  in  labor 
keeps  the  bladder  empty." 

Dr.  Hermann  Gr-Ad:  "In  reference  to  the  prognosis  of  cancer 
of  the  bladder  Dr.  Furniss  states  that  cancers  occurring  in  the  upper 
part  of  the  bladder  have  a  better  prognosis.  This  is  borne  out  by 
a  case  that  I  had  under  my  observation  where  the  patient  was  ad- 
mitted to  the  hospital  with  symptoms  of  bladder  disturbance.  She 
had  a  moderate  hematuria.  She  was  cystoscoped  and  the  cysto- 
scopist  said  there  was  something  in  the  upper  portion  of  the  bladder, 
but  he  could  not  tell  exactly  what  it  was.  She  had  a  big  mass  in 
the  pelvis  which  seemed  to  be  connected  with  the  uterus  which  was 
movable.  The  uterus  gave  no  symptoms  of  any  pathological  lesion. 
The  abdomen  was  opened  and  I  found  that  the  sigmoid  was  the  seat 
of  the  trouble.  It  was  adherent  to  the  bladder  wall  and  somewhat 
to  the  uterus.  In  separating  this  cancerous  mass  I  broke  into  the 
bladder  into  an  infiltrated  mass.  The  sigmoid  and  bladder  were 
resected.  After  removing  quite  a  good  portion  of  the  fundus  of  the 
bladder  it  was  closed,  fortifying  my  line  of  sutures  by  sewing  the 
uterus  against  the  line  of  sutures  in  the  bladder.  The  patient  made 
a  good  recovery,  and  about  a  year  and  a  half  later  she  died  of  fiver 
metastasis,  but  there  never  was  any  trouble  with  the  bladder,  and 
I  think  that  bears  out  what  Dr.  Furniss  has  said;  that  the  prognosis 
in  these  cases  is  very  good.     There  is  one  other  point  that  I  would 
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like  to  call  attention  to  and  that  is  this:  we  are  speaking  very  much 
of  postoperative  bladder  symptoms.  For  the  past  six  or  eight 
months  I  have  been  in  the  habit  of  prescribing  pituitrin  in  my  post- 
operative cases  with  the  result  that  they  need  less  catheterization, 
say  once  or  twice,  and  still  those  patients  complain  of  bladder  symp- 
toms. They  have  no  doubt  a  urethritis  and  trigonitis,  as  the  cysto- 
scopist  so  often  reports.  There  are  no  doubt  cases  of  bladder  dis- 
turbances that  are  purely  reflex  in  nature,  such  as  Dr.  Vineberg 
reported  in  his  case  of  twisted  pedicle  of  an  ovarian  cyst.  They 
complain  of  frequent  urination.  We  also  find  these  symptoms  in 
small  fibroids  of  the  uterus,  also  in  uteri  that  have  been  infected 
with  gonorrhea.  While  they  complain  a  good  deal,  the  cystoscopist 
finds  nothing,  the  urine  shows  nothing,  and  there  seems  to  be  no 
infection  in  the  urinary  tract,  although  there  might  have  been  an 
infection  in  the  beginning.  These  women  complain  of  bladder  dis- 
turbance at  the  time  of  menstruation,  and  many  of  them  undoubtedly 
are  reflex  in  nature." 

Dr.  Henry  D.  Furniss:  "Dr.  Bugbee  brought  out  very  well  the 
question  of  urethritis  and  trigonitis.  I  think  the  majority  of  our 
cases  complaining  of  bladder  disturbances  have  this  condition. 
They  urinate  frequently  all  day  long  and  sleep  all  night  without 
being  disturbed  in  this  regard.  Usually  there  is  very  little  in  the 
urine.  I  think  some  of  them  are  primary  in  the  urethra  and  others 
secondary  to  a  previous  pyeHtis  that  has  cleared  up." 

"Another  point  that  was  brought  out  was  that  nearly  all  these 
cases  of  cystitis  are  secondary.  I  beheve  a  great  many  are  primary. 
I  had  an  opportunity  to  observe  one  case  where  there  were  evi- 
dently primary  lesions  in  the  bladder,  little  embolic  abscesses 
representing  infection  through  the  blood  stream.  I  have  seen  one 
case  of  gonorrheal  cystitis  where  there  was  a  lesion  in  the  bladder 
and  obtained  a  pure  culture  of  gonococcus.  Dr.  Mabbott  brought 
out  the  point  of  lubrication  of  catheters  with  some  sterile  antiseptic 
preparation.  I  think  if  you  try  that  you  will  find  it  better  and  a 
great  difference  from  the  ordinary  procedure  followed  in  lubricating 
catheters  by  merely  moistening  them  with  some  sort  of  solution.  I 
think  a  great  many  of  these  cases  of  kidney  infection  are  due  to 
postoperative  infections  occurring  through  the  blood  stream.  Dr. 
Ward  has  had  several  such  cases  and  I  believe  he  will  bear  me  out  in 
that.  I  do  not  believe  that  a  straight  catheter  of  any  kind  is  a  good 
catheter  to  empty  the  bladder  in  thin  women.  If  you  use  a  straight 
catheter  to  empty  the  bladder,  the  woman's  shoulders  should  be 
raised." 

"Dr.  Gary  did  not  mention  one  of  the  most  frequent  lesions  I 
have  seen  after  labor  and  that  is  a  relaxed  vesical  sphincter.  We 
have  had  a  number  of  them  and  now  have  three  or  four  waiting  for 
operation.  You  can  spot  them  in  the  knee-chest  posture  and  when 
the  Kelly  cystoscope  is  withdrawn  you  will  notice  the  urethra  does 
not  close  tightly  over  the  catheter.  These  cases  can  be  relieved  very 
materially  by  the  Kelly  operation  of  puckering  the  sphincter.  Dr. 
Ward  had  an  interesting  case  in  his  service.     A  woman  was  being 
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used  to  demonstrate  internal  pelvimetry  at  one  of  the  hospitals  in 
this  city.  During  the  demonstration  she  complained  very  bitterly 
and  then  developed  incontinence  of  urine.  She  had  a  little  vesico- 
vaginal fistulae  in  the  trigone.  We  have  had  a  number  of  cases  of 
vesicovaginal  fistula  which  have  followed  labor,  especially  with  very 
large  children.  I  think  in  some  of  these  cases  the  formation  of  a 
vesicovaginal  fistula  is  a  God-send  to  the  patient.  If  the  bladder  is 
so  injured  that  they  get  up  a  marked  ulcerative  cystitis,  the  forma- 
tion of  a  fistula  is  about  the  best  thing  that  can  happen  to  them  at  the 
time." 
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Meeting  of  November  4,  191 5. 
The  President,  Daniel  Longaker,  M.  D.,  in  the  Chair. 
Dr.  J.  Walker  read  (by  invitation)  a  paper  on 

TECHNIC  AT  THE  JEWISH  MATERNITY  AND  ITS  RESULTS.* 

Dr.  George  M.  Boyd. — We  are  all  entirely  in  accord  with  the 
technic  employed  at  the  Jewish  Hospital.  It  is  practically  the 
course  which  we  have  carried  out  at  the  Lying-in  Charity.  If  there 
is  one  lesson  I  have  learned  from  it,  it  is  the  value  of  the  conservative 
course  in  obstetrics — the  careful,  intelligent,  waiting  course.  I  am 
glad  to  hear  of  the  low  percentage  of  forceps  operations.  This 
operation  is  resorted  to  in  general  far  too  often  and  it  increases 
materially  fetal  morbidity  and  mortality.  I  was  glad  also  to  hear 
the  emphasis  placed  upon  the  prenatal  clinic.  We  are  all,  I  think, 
doing  more  work  along  that  line,  getting  our  patients  into  better 
condition  before  dehvery.  The  careful  study  of  the  fetal  heart  is  of 
the  greatest  importance  and  the  "hands  off"  policy  is  a  good  one. 
While  we  teach  our  nurses  the  appreciation  of  the  fetal  heart  sound 
we  are  not  disposed  to  give  them  much  authority  in  that  direction. 
The  physician  is  responsible  for  the  result.  We  do  not  often  resort 
to  pituitary  extract  in  our  service.  We  have  found  it  uncertain 
and  we  think  the  indications  are  Hmited.  We  do  not  meet  with  many 
cases  of  primary  uterine  inertia  and  outside  of  such  cases  we  feel 
that  the  field  is  small  for  its  use. 

I  should  have  been  glad  to  hear  whether  or  not  at  the  Jewish 
Hospital  the  scopolamin-morphin  anesthesia  is  used. 

*  For  original  article  see  page  429. 
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Dr.  John  A.  McGlinn  read  a  paper  on 

END  RESULTS  OF  RESECTION  OF  THE  OVARIES  FOR  MICROCYSTIC 

DISEASE.* 

Dr.  F.  Hurst  Maier.— I  have  listened  to  Dr.  McGlinn's  paper 
with  a  great  deal  of  pleasure.  It  is  a  subject  in  which  all  of  us  that 
practise  conservative  gynecology  are  very  much  interested. 

I  am  quite  in  accord  ^^dth  the  doctor  concerning  the  value  of 
resection  in  microcystic  disease  of  the  ovary.  These  cases  come  to 
us  with  a  well-defined  symptom-complex,  the  result  of  definite  patho- 
logic findings.  Besides  the  large  microcystic  ovaries  situated  at  a 
lower  level  in  the  pelvic  cavity,  we  very  frequently  find  a  retro- 
displaced  uterus,  with  dilated  veins  of  the  broad  ligaments. 

Removal  of  large  sections  of  the  diseased  ovarian  tissue,  not  only 
reduces  the  weight  of  the  organs,  thus  obviating  the  tendency  to 
subsequent  displacement,  but  also  removes  a  factor  that  may  induce 
menorrhagia;  and  in  those  cases  in  which  the  result  had  been  mono- 
cysts  of  some  size,  it  increases  the  possibility  of  conception,  by 
permitting  the  ova  to  escape  on  the  surface. 

It  has  been  my  practice,  after  correcting  the  uterine  displacement, 
by  one  of  the  hgament  operations,  and  resection  of  the  ovaries,  to 
also  shorten  the  relaxed  infundibulopelvic  ligaments,  so  as  to  further 
assist  in  maintaining  the  ovary  at  its  normal  level. 

As  there  is  a  tendency  for  the  degenerative  processes  to  continue, 
individuals  operated  upon  for  microcystic  disease,  not  infrequently 
return  within  a  few  years  suffering  from  a  similar  train  of  symptoms. 
I,  therefore,  make  it  a  rule  to  explain  to  the  patient,  whereas  con- 
servative ovarian  surgery  will  preserve  the  menstrual  and  probably 
the  procreative  functions,  it  often  carries  w^ith  it  the  possibility  of  a 
second  operation  for  the  permanent  relief  of  the  symptoms. 

It  is  surprising  how  little  ovarian  stroma  is  necessary  to  preserve 
the  physiologic  functions. 

In  operating  upon  microcystic  and  large  monocystic  ovaries,  I 
have  repeatedly,  apparently,  left  little  more  than  the  hilum  behind, 
with  the  result  that  many  of  the  women  subsequently  became 
pregnant. 

The  pathology,  in  those  cases  operated  upon  a  second  time,  was 
always  the  same.  Adhesion  between  the  intestines  and  ovaries  or 
other  organs  were  never  present,  unless  an  intervening  infection 
had  occurred. 

Dr.  Stephen  E.  Tracy. — There  is  no  question  but  that  a  certain 
percentage  of  resected  ovaries  require  removal  at  a  subsequent  date. 
Of  my  own  results  I  cannot  speak,  as  I  have  not  looked  them  up  in 
detail.  I  recall  one  patient  on  whom  I  resected  an  ovary.  About 
a  year  later  it  was  necessary  to  again  operate  on  this  patient,  and 
the  resected  ovary  was  found  in  a  mass  of  adhesions.  I  have  oper- 
ated upon  a  number  of  patients,  who  have  had  their  ovaries 
resected  by  other  surgeons  and  in  practically  every  case  the  resected 

*  For  original  article  see  page  435. 
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ovary  was  found  buried  in  adhesions.  I  believe  we  are  more  likely 
to  get  adhesions  on  the  left  side  than  on  the  right,  because  of  the 
close  proximity  to  the  sigmoid.  After  the  resection  of  an  ovary,  I 
suture  the  resected  edge  to  the  broad  ligament  in  order  to  avoid 
adhesions  and  to  prevent  the  ovary  from  dropping  down  in  the 
pelvis.  How  many  of  my  patients  with  resected  ovaries  have  been 
operated  on  by  other  men,  I  do  not  know.  Dr.  McGlinn  has  been 
extremely  fortunate  in  having  his  cases  come  back,  as  an  unrelieved 
patient  usually  consults  another  surgeon. 

Dr.  Swithin  Chandler. — ^I  congratulate  Dr.  McGlinn  upon  his 
paper  which  is  so  extremely  honest.  In  the  second  place  it  is  very 
clear.  There  are  certain  cases  in  which  resection  of  the  ovary  should 
not  be  thought  of  and  he  has  emphasized  this  fact.  In  other  cases 
in  the  presence  of  cysts  he  advocates  resection.  In  my  experience 
go  per  cent,  of  resections,  which  I  used  to  do,  went  to  other  men  for 
removal  of  the  ovaries.  Every  time  I  know  a  resection  of  the  ovaries 
has  been  done  I  feel  that  surgery  may  receive  a  black  eye,  and  some 
other  woman  who  needs  an  operation  will  not  be  operated  upon  be- 
cause of  the  experience  of  the  case  of  resection.  I  agree  with  Dr. 
Tracy  that  we  should  cover  the  ovary  in  such  a  way  that  adhesions 
will  be  prevented.  The  Baldy  operation  I  believe  will  prevent  pro- 
lapse and  avoid  much  of  the  morbidity  following  resection. 

Dr.  Alfred  Heineberg. — From  what  I  have  been  able  to  gather 
in  the  last  few  weeks,  particularly  since  I  have  been  looking  up  the 
subject  of  the  reimplantation  of  the  ovary  in  some  other  part  of  the 
body,  it  strikes  me  that  we  ought  to  carry  our  radical  procedures  in 
these  cases  of  cystic  ovary  one  step  further  and  give  the  patient  the 
benefit  of  continued  menstruation  and  of  internal  secretion  of  the 
ovary  after  the  removal  of  the  ovary,  by  implanting  one  or  both 
of  them  in  some  other  part  of  the  body. 

Dr.  Edward  A.  Schumann. — One  point  to  be  taken  into  con- 
sideration is,  as  Dr.  McGlinn  has  well  said,  resection  of  the  ovary 
failing  of  efifect  in  microcystic  conditions.  We  know  that  micro- 
cystic  ovaries  are  the  result  of  slow  interference  with  the  blood  sup- 
ply, associated  with  prolapse  of  the  ovary  and  retroversion  of  the 
uterus.  These  patients  are  of  a  group  in  which  there  is  general 
ptosis  and  I  do  think  we  must  bear  in  mind  that  even  after  a  second 
radical  operation  and  the  removal  of  the  ovaries  by  the  second  op- 
erator, the  pain  persists.  There  is  a  large  group  of  women  in  whom 
the  ovaries  are  considered  responsible  for  pain  low  down  in  the  pelvis 
but  in  whom  complete  hysterectomy  is  necessary  to  relieve.  I  be- 
lieve that  sometimes  resection  is  blamed  when  it  is  not  at  fault. 

Dr.  McGlinn. — I  have  very  little  to  say  in  closing  because  prac- 
tically every  one  has  agreed  with  my  conclusions. 

Dr.  Maier  stated  that  he  disagreed  with  me  in  one  particular, 
namely,  that  he  advised  the  restoration  of  the  ovary  to  its  normal 
position.     In  my  paper  I  emphasized  the  need  of  doing  this. 

Dr.  Heineberg  spoke  of  implantation  of  the  ovaries.  I  have  im- 
planted a  number  of  ovaries  but  so  far  have  not  been  able  to  obtain 
a  successful  graft.     In  one  case  where  the  graft  was  apparently 
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successful,  the  implanted  ovary  was  so  painful  that  I  had  to  cut 
down  and  remove  it. 

Dr.  Wm.  J.  Morrison  read  a  paper  on 

MORPHIN   AND    SCOPOLAMIN   IN   GYNECOLOGICAL   SURGERY.* 

Dr.  Swithin  Chandler. — This  paper  should  not  be  allowed  to 
pass  without  discussion.  Ten  years  ago  in  the  Garretsan  Hospital 
we  tried  the  method  but  found  it  unsuccessful.  In  one  case  in  a 
series  of  thirty  there  was  so  much  delirium  we  had  to  have  six  people 
to  hold  the  patient  down.  Another  patient  complained  of  great 
pain  and  distress  from  the  handling  of  the  tissues.  In  spite  of  the 
fact  that  morphia  had  been  given  there  was  not  the  blocking  of  sensa- 
tion needed.  We  had  one  death  at  the  institution  from  it  and  the 
residents  were  up  in  arms  against  its  use.  The  only  reason  I  would 
consider  using  it,  is  that  it  does  lessen  the  necessary  amount  of  the 
general  anesthetic  to  be  given.  Unless  you  have  someone  to  watch 
the  effect  and  meet  the  conditions  which  arise  I  do  not  think  it  is  a 
desirable  drug  to  use  and  even  then  it  is  not  a  safe  anesthetic. 

Dr.  Stephen  E.  Tracy. — I  have  not  had  much  experience  in 
scopolamin-morphia  anesthesia,  as  I  have  been  afraid  of  the  com- 
bination. Dr.  Morrison  gives  the  mortality  from  a  collected  series 
as  two-tenths  of  i  per  cent.,  which  means  one  death  in  each  500  cases. 
Such  a  death  rate  indicates  it  is  an  extremely  dangerous  anesthetic. 
Dr.  Bevan,  in  a  recent  article,  stated  that  scopolamin-morphia  has 
been  tried  out  as  an  anesthetic,  that  many  deaths  have  been  re- 
ported, and  that  it  is  too  dangerous  to  be  used.  He  also  stated  that 
it  is  dangerous  when  used  as  suggested  by  Dr.  Chandler. 

Dr.  C.  S.  Barnes. — I  have  not  used  scopolamin-morphin  anes- 
thesia in  surgery;  I  have  used  it  in  obstetrics  and  I  think  so  far  as 
labor  is  concerned,  with  encouraging  results.  I  do  not  know 
whether  I  belong  to  the  old  school  or  not.  I  am  one  of  the  early 
associates  of  Dr.  Morrison  in  professional  work.  He,  in  fact,  showed 
me  my  first  obstetric  case.  I  think  I  am  more  conservative  than  he 
in  the  employment  of  new  methods  when  the  old  methods  seem  to 
work  very  well.  Of  course  I  do  not  want  to  be  nonprogressive  in 
adopting  methods  which  promise  good  results.  I,  however,  employ 
ether  usually  and  I  believe  there  is  a  good  deal  of  morbidity  due  to 
ether  which  we  do  not  often  take  account  of,  especially  with  regard 
to  the  respiratory  tract.  I  have  had  quite  a  little  experience  of  a 
diagreeable  nature  in  that  regard.  I  remember  one  patient  whom  I 
lost  with  pneumonia.  I  could  not  ascribe  the  pneumonia  directly 
to  the  ether,  but  the  latter  was  probably  a  large  factor.  I  can, 
therefore,  conceive  of  cases  in  which  this  method  ought  perhaps  to  be 
employed.  I  hope  I  do  not  lack  courage  in  trying  new  m.ethods. 
My  attitude  is  that  I  prefer  not  to  use  an  anesthetic  or  method  that 
has  not  been  thoroughly  tested,  one  I  would  not  want  used  upon  any 
one  of  my  own  family.     I  think  I  should  want  an  anesthetic  which 

*  See  original  article  page  439. 
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does  not  show  a  mortality  of  0.2  of  i  per  cent.,  one  death  in  500 
anesthesias. 

Dr.  William  E.  Parke. — For  a  number  of  years  I  have  used 
scopolamin-morphin  anesthesia  in  selected  cases,  and  while  I  have 
not  used  it  in  a  very  considerable  number  I  have  seen  only  sat- 
isfactory results.  I  give  two  doses  of  the  drugs,  a  sixth  and  a 
hundredth,  at  twenty-minutein  tervals  beginning  an  hour  before  oper- 
ation, supplementing  this  with  ether  so  far  as  may  be  necessary  to 
secure  anesthesia.  The  cases  in  which  I  use  it  are  cases  in  which  I 
know  it  is  going  to  take  me  a  long  time  to  operate;  for  instance,  in  a 
case  of  procidentia;  in  cases  in  which  I  fear  bronchitis  or  ether 
pneumonia  or  in  hernia  operations  in  which  a  cough  might  break 
down  the  parts.  Given  in  this  way  I  have  seen  only  the  happiest 
results.  The  patients  do  not  require  so  much  ether,  nor  suffer  so 
much  as  when  ether  alone  is  given. 

Dr.  F.  Hurst  Maier. — One  phase  of  this  subject  that  has  not  as 
yet  been  touched  upon  is  the  anesthetist.  One  of  the  requirements 
that  Dr.  Baldy  states  in  his  splendid  work  on  "Hospital  Efl&ciency," 
is  that  hospitals  must  have  trained  anesthetists.  I  have  always 
deplored  the  fact  that  patients  paying  for  skilled  attendance  should 
be  anesthetized  by  a  resident  physician  having  very  little  or  probably 
no  experience,  and  only  because  it  is  a  house  rule.  The  results  of  all 
methods  of  anesthesia  not  infrequently  depend  upon  the  way  it  is 
given.  Dr.  Morrison  has  not  only  made  a  study  of  scopolamin- 
morphin  anesthesia,  but  has  also  had  much  experience  with  it,  and 
consequently  obtains  good  results.  Another  man,  while  gaining  the 
same  degree  of  experience,  would  naturally  have  a  higher  percentage 
of  mortality.  After  all,  Dr.  Morrison,  too,  admits  that  they  very 
frequently  have  to  fall  back  on  ether.  My  personal  belief  is  that  no 
anesthetic  has  as  yet  supplanted  ether.  I  almost  always  precede  its 
administration  by  a  hypodermic  of  morphin  and  atropin.  As 
Dr.  McGlinn  has  said  there  will  occur  instances  in  which  it  is  safer 
to  use  scopolamin  and  morphin,  or  some  other  form  of  anesthesia. 

Dr.  George  M.  Boyd. — If  I  heard  the  reader  of  the  paper  cor- 
rectly he  said  he  used  scopolamin  and  morphin  alone;  he  did  not  use 
any  solution  with  other  anesthetics.  As  soon  as  we  begin  to  mix 
our  anesthetics  it  is  a  little  difficult  to  know  where  we  stand.  If  we 
use  morphin  and  scopolamin,  follow  that  up  with  ether  and  then  use 
nitrous  oxide  and  complete  the  operation  with  ether,  I  think  we  are 
endangering  our  patient  to  an  unwarranted  degree.  As  the  last 
speaker  said,  we  may  have  to  fall  back  upon  the  ether.  This  is  so 
with  nitrous  oxide.  My  objection  to  the  method  is  that  the  patient 
must  be  profoundly  narcotized  and  that  the  anesthetic  cannot  be  as 
readily  eliminated  as  is  desirable.  The  report  to  me  is  very  striking, 
and  in  the  group  of  cases  in  which  Dr.  Morrison  employs  it,  it  seems 
to  me  that  it  will  be  a  useful  addition  to  our  anesthetics. 

Dr.  John  A.  McGlinn. — When  Dr.  Morrison  first  came  to  me 
on  the  service  at  St.  Agnes  and  spoke  of  using  this  anesthetic  I  was 
in  serious  doubt.  When  he  used  it  successfully  in  some  selected 
cases  of  his  own  I  gave  my  consent  to  its  use,  and  after  seeing  him 
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use  it  I  have  become  convinced  that  as  he  employs  the  anesthetic 
it  is  very  satisfactory  in  many  cases.  It  is  true  that  in  some  instances 
it  is  necessary  to  supplement  the  drugs  with  ether.  In  the  series  of 
cases  in  which  Dr.  Morrison  has  used  the  anesthetic  there  have  been 
no  alarming  symptoms.  When  you  take  the  figures  published  in 
the  Australia  and  South  Africa  Gazette  of  18,000  cases  and  36  deaths 
you  have  the  exact  percentage  of  deaths  from  the  anesthetic.  In 
my  own  experience  with  an  injection  of  atropin  preliminary  to  the 
ether  anesthesia  I  have  never  seen  anything  but  the  happiest 
results.  Dr.  Morrison  and  I  do  not  use  this  anesthetic  routinely. 
I  still  believe  that  the  safest,  all  round  anesthetic  is  ether.  There 
is  a  t}^e  of  cases,  however,  in  which  ether  and  chloroform  are  con- 
traindicated.  Spinal  anesthesia  we  use  in  a  limited  number  of  cases. 
I  am  less  afraid  of  scopolamin-morphin  than  of  the  spinal  anesthesia. 
Spinal  anesthesia  even  in  the  best  hands  has  a  mortality  of  0.2  of 
I  per  cent.  Analyzing  these  cases  carefully  we  would  find  that 
this  mortality  is  not  the  fault  of  the  spinal  anesthetic,  but  that  the 
cases  were  such  that  they  would  probably  have  died  no  matter 
what  the  anesthetic. 

Dr.  Morrison,  closing. — The  first  time  I  used  this  anesthetic  I 
did  not  have  the  courage  that  was  needed.  Dr.  Boyd  spoke  of 
supplementing  the  anesthetic  with  ether.  In  the  first  case  in  which 
I  did  this  I  did  not  have  the  courage  to  use  the  scopolamin  -morphin 
to  get  complete  narcosis.  I  have  never  had  a  case  exhibit  the 
slightest  tendency  to  edema  of  the  lungs  from  the  use  of  the  drug. 
I  never  use  the  tablet. 


DEMONSTRATION  OF  AN  INSTRUMENT  TO  FACILITATE  THE 
COLLECTION  OF  UTERINE  SCRAPINGS. 

Dr.  Alfred  Heineberg. — The  instrument  is  much  hke  the  ordi- 
nary speculum  but  has  an  obtuse  angle.  The  fluid  runs  down  a 
trough  and  the  gauze  attachment  collects  and  holds  the  scrapings. 

SPECIMEN  OF  PLACENTA  FROM  A  CASE  OF  TRIPLETS. 

Dr.  John  A.  McGlinn. — The  specimen  is  exhibited  because  of  its 
rarity.  The  case  was  admitted  to  St.  Agnes  Hospital  in  eclampsia, 
seven  and  a  half  months'  pregnant.  I  ruptured  the  membranes  and 
dilated  the  cervix.  The  woman  delivered  herself  of  triplets  with  one 
placenta,  three  cords  and  three  separate  sacs.  Two  of  the  fetuses 
were  males.  The  patient  was  desperately  ill.  She  recovered  from 
her  toxemia  and  then  developed  bronchopneumonia,  from  which  she 
has  also  recovered.     The  children  were  all  born  dead. 
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Meeting  of  November  5,  191 5. 
The  President,  O.  Paul  Humpstone,  M.  D.,  in  the  Chair. 
Dr.  J.  0.  PoLAK  reported  a  case  of 

uterine  fibrosis. 

There  are  cases  of  bleeding  from  the  uterus  that  are  not  carcinoma 
and  are  yet  sometimes  very  intractable,  and  the  specimen  I  have  for 
presentation  to-night  is  an  instance  of  that  type.  This  woman  was 
thirty-eight  years  of  age,  she  had  had  several  children  and  had  been 
operated  upon  at  the  Woman's  Hospital  for  ovarian  cyst  several 
years  ago.  She  entered  the  Long  Island  College  Hospital  two  weeks 
ago  last  Saturday  night  for  persistent  bleeding  from  the  uterus 
which  had  continued  for  a  period  of  seven  weeks.  It  was  uncontrol- 
lable in  the  sense  that  the  usual  methods  for  controlhng  such  cases, 
even  to  the  packing  of  the  uterus  and  the  usual  drugs,  had  no  effect. 
The  patient  on  her  admission  had  a  hemoglobin  percentage  of  30, 
coagulation  time  of  thirteen  minutes  and  a  red  cell  count  of  1,300,000. 
She  received  coagulose,  injections  of  serum,  and  I  packed  the  inside 
of  the  uterus  and  the  vagina  myself,  and  the  packing  was  repeated  by 
the  resident  several  times.  The  bleeding  continued  and  360  c.c.  of 
blood  were  transfused.  This  raised  the  hemoglobin  to  40  per  cent, 
and  the  red  cell  count  to  about  3,000,000.  On  Friday,  the  day  after 
the  transfusion,  the  hemoglobin  had  dropped  two  or  three  points 
and  the  coagulation  time  was  down  to  eleven  minutes.  On  Saturday 
she  was  still  bleeding,  there  was  a  further  loss  of  hemoglobin  and  red 
cells  and  on  Saturday  morning,  one  week  ago  we  did  a  hysterectomy. 
There  is  absolutely  nothing  that  the  pathologist  could  find,  except 
the  fibrous  tissue  that  is  present  in  every  uterus  of  a  parous  woman. 
You  may  remember  the  work  done  by  Geist,  which  is  a  duplication 
of  that  done  by  others,  which  proved  that  the  ordinary  parous  woman 
substitutes  in  her  uterus  fibrous  for  muscle  tissue.  This  patient  has 
made  an  uneventful  recovery. 

Dr.  Baldwin. — I  have  seen  one  or  two  cases  similar  to  the  one 
reported  by  Dr.  Polak,  and  I  have  been  compelled  to  do  a  hysterec- 
tomy to  relieve  the  patients.  About  a  week  ago  a  woman  came  into 
my  office  with  a  history  of  uncontrollable  bleeding  extending  over  a 
period  of  two  or  three  years.  She  would  stop  for  two  or  three  months 
and  then  it  would  begin  again.     She  had  been  curetted  six  times  in 
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a  period  of  six  months.  The  bleeding  continued  and  hysterectomy- 
was  proposed  but  I  advised  against  it  as  she  was  a  young  woman. 
She  had  seven  treatments  with  the  deep  .x--ray,  the  bleeding  was 
arrested  and  since  May  or  June  it  has  ceased.  When  she  came  in 
the  other  day  she  had  had  no  hemorrhages  since  that  time.  It  would 
seem  that  the  symptoms  had  been  controlled  by  the  so-called  deep 
a--ray.  The  x-ray  men  tell  us  that  the  ovaries  are  almost  rendered 
useless,  as  though  they  were  taken  out. 

Dr.  Pool. — I  think  the  condition  is  not  unusual.  I  had  a  case 
several  years  ago,  a  young  woman  w^hose  trouble  began  when  she  was 
nineteen  years  old.  She  had  been  curetted  several  times  and  the 
scrapings  of  the  last  were  sent  to  a  pathologist  who  found  nothing 
of  a  malignant  character.  The  hemorrhage  returned  and  a  hys- 
terectomy was  done.  She  was  then  about  twenty-five  years  of  age 
and  had  never  been  pregnant.  Regarding  the  changes  in  the 
structure  of  the  uterus,  the  replacement  of  muscle  tissue  is  not 
always  by  white  fibrous  tissues  but  often  by  considerable  yellow 
elastic  tissue. 

Dr.  McNam-ARA. — I  recall  one  case  where  there  was  persistent 
hemorrhage  and  a  hysterectomy  was  done  at  a  hospital  in  Boston. 
The  cervix  was  left.  The  hemorrhage  returned  after  the  operation 
and  a  second  operation  was  performed  to  remove  the  cervix.  She  was 
not  a  hemophilic  and  was  nonparous. 

Dr.  Shoop. — If  the  use  of  the  x-ray  is  pushed  too  far  it  will 
destroy  the  ovarian  cells,  but  it  is  quite  practicable  to  grade  the 
raying  so  that  the  patient  may  have  normal  ovarian  function  later. 
I  had  one  case  in  a  woman  of  nineteen  years  who  had  been  bleeding 
anywhere  from  seven  to  ten  days  every  month  and  just  before  the 
raying  she  went  two  weeks  between  the  floodings.  I  gave  her  x-ray 
with  lighter  tubes  than  I  use  now,  succeeded  in  stopping  the  flow  for 
two  months  and  she  is  now  menstruating  normally.  The  ray  acts 
both  on  the  ovarian  cells  and  on  the  blood-vessels  of  the  uterus. 

Dr.  Judd. — I  have  not  had  any  cases  of  ordinary  hemorrhage 
cured  by  the  .x-ray,  but  I  have  had  two  cases  of  fibrous  uterus  where 
there  was  a  contraindication  for  operation  in  which  the  hemorrhage 
was  controlled  by  the  rays.  It  seems  to  me  that  we  have  in  the  x-ray 
a  method  that  is  entitled  to  consideration  where  there  is  a  contra- 
indication to  operation,  especially  if  it  is  possible  to  use  the  modified 
dose  and  preserve  the  ovarian  function. 

Dr.  Humpstone. — In  a  paper  read  by  Dr.  Corscaden  of  the 
Presbyterian  Hospital,  at  a  meeting  of  the  Alumni  of  the  Sloane 
Hospital  for  Women;  he  stated  that  he  beheves  the  effect  of  the  x-ray 
is  entirely  upon  the  corpus  luteum  and  the  Graafian  follicles.  Before 
the  age  of  thirty-seven  the  effect  is  temporary,  after  that  age  the 
effect  is  apt  to  be  permanent,  the  penetration  having  stopped  the 
development  of  all  Graafian  foUicles  and  no  more  being  formed  after 
the  age  of  thirty-seven. 

Dr.  Polak. — I  think  we  have  to  differentiate  between  the  various 
causes  of  hemorrhage.  Take  those  of  young  girls  in  whom  the  flow 
mav  be  controlled  bv  thvroid  extract  and  those  cases  of  substitution 
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of  fibrous  tissue  or  yellow  elastic  tissue  for  muscle  wherein  the  x-ray 
works  extremely  well.  In  the  case  presented  to-night  the  a--ray 
might  have  done  something  but  it  was  a  question  of  life.  Dr. 
Shoop  brought  out  the  point  that  the  ray  only  temporarily  sterihzes. 
In  Europe  they  are  using  it  to  sterilize  in  cases  of  tuberculosis. 
Dr.  Judd  reported  a  case  of: 

SEPTIC    UTERUS. 

This  specimen  was  removed  from  a  case  at  autopsy.  The  case  came 
into  the  service  at  the  Jewish  Hospital  on  the  30th  of  October.  The 
statement  was  made  that  the  woman  was  thirty-eight  years  of  age; 
her  menstruation  had  always  been  irregular,  two,  four,  to  six  weeks 
periods.  The  last  menstruation  was  August  15,  191 5.  A  catheter 
had  been  introduced  into  the  uterus  three  days  before  entering  the 
hospital.  The  catheter  had  been  removed  but  there  was  no  bleed- 
ing. She  had  several  chills  and  the  temperature  was  high,  severe 
abdominal  pain  with  vomiting.  There  was  marked  tenderness  and 
rigidity  all  over  the  abdomen,  with  tenderness  and  rigidity  in  both 
fornices,  the  uterus  was  enlarged,  the  os  closed  and  not  soft,  and  it 
was  difiicult  to  make  an  examination  on  account  of  the  peritonitis. 
I  felt  that  it  was  a  case  of  incomplete  abortion  or  inevitable  abortion, 
with  infection.  Following  up  the  line  of  conservative  treatment  we 
left  her  alone,  putting  her  in  the  Fowler  position,  with  a  hypo- 
dermoclysis.  The  temperature  was  103°  to  104°,  the  blood  count 
showed  400  white,  hemoglobin  80  per  cent.,  urine  negative,  blood 
culture  ordered  but  no  report.  The  patient  died  Wednesday  night. 
We  secured  an  autopsy  and  found  as  follows:  the  peritoneal  cavity 
contained  a  quantity  of  serosanguinous  fluid  which  was  confined  to 
the  pelvis  and  false  pelvis,  the  intestines  were  adherent,  the  uterus 
was  the  seat  of  multiple  fibroids,  one  in  the  fundus  showing  calcareous 
deposit.  There  were  no  signs  of  pregnancy.  There  was  a  salpin- 
gitis, the  right  lung  showed  what  seemed  to  be  an  infarct;  there  was 
pericarditis.  The  question  is  should  I  have  made  a  diagnosis  of  non- 
existing  pregnancy  with  a  general  peritonitis  due  to  interference,  with 
salpingitis  complicating  the  peritonitis  and  should  I  have  used  con- 
servative methods  in  the  treatment? 

Dr.  Baldwin. — I  do  not  believe  conservatism  or  any  other  line 
of  treatment  would  have  made  any  difference,  the  patient  would 
have  died.  In  these  cases  of  fulminating  peritonitis  the  patients 
all  die  whether  you  use  conservatism  or  serum  or  anything  else.  The 
fact  that  Dr.  Judd  did  not  recognize  that  there  was  no  pregnancy  did 
not  make  any  difference,  and  I  do  not  believe  any  kind  of  treatment 
would  have  made  any  difference. 

Dr.  Judd. — As  long  as  they  die  any  way  why  not  open  them  as  in  a 
general  peritonitis  and  in  appendicitis  and  give  them  a  general  drain- 
age from  below  and  in  the  flanks? 

Dr.  Carroll  Chase  then  read  the  paper  of  the  evening: 

THE   etiology   OF   APPENDICITIS.* 
*  For  original  article  see  page  444. 
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DISCUSSION. 

Dr.  Gibson. — There  is  one  observation  I  should  hke  to  make  on 
the  subject  of  the  etiology  of  appendicitis,  and  that  is  that  the  State 
Hospital  for  the  Insane  at  Kings  Park,  where  we  have  some  4300  odd 
patients,  during  the  past  eight  years  there  have  only  been  two  cases  of 
acute  appendicitis.  I  do  not  believe  any  community  of  that  size  can 
show  such  a  record.  Some  months  ago  in  discussing  the  subject  the 
question  was  brought  up  whether  the  cases  were  not  recognized,  but 
in  going  over  the  autopsy  reports  there  were  no  cases  detected. 
The  treatment  of  the  patients,  the  strict  diet,  with  careful  elimination 
must  have  some  effect.  I  believe  that  in  this  disease  dietetic  errors 
are  important. 

Dr.  Shoop. — I  believe  that  diet  plays  a  very  important  part  in  the 
etiology  of  appendicitis.  Since  the  advent  of  fermented  foods 
there  has  been  an  increase  in  the  number  of  cases  of  this  disease; 
these  foods  do  not  digest  well  and  produce  obstipation  as  well  as 
constipation;  the  lumen  of  the  intestine  becomes  occluded  and  we 
have  difficulty  in  freeing  the  obstruction.  These  cases  of  obstipation 
favor  local  congestion  and  the  result  is  an  irritation  that  frequently 
leads  to  ulceration  and  if  this  occurs  at  or  near  the  caput  coli,  ap- 
pendicitis is  very  likely  to  result. 

Dr.  Pool. — -A  few  evenings  ago  I  listened  to  a  paper  in  the  course 
of  which  was  shown  a  number  of  illustrations  of  the  jaws,  pointing 
out  minute  abscesses  at  the  roots  of  the  teeth  leading  to  infection 
in  distant  parts  of  the  body,  and  the  same  condition  comes  from 
unerupted  teeth.  I  was  impressed  by  the  reader's  remarks,  and  I  do 
not  doubt  that  many  cases  of  deep  infection  may  be  traced  to  such  a 
source.  Another  point  brought  out  by  Dr.  Chase  is  the  demonstra- 
tion of  the  production  of  appendicitis  by  pressure. 
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SECIION    ON    OBSTETRICS. 

Sixth  Annual  Meeting,  Philadelphia,  November  lo,   1915. 
Chairman,  Dr.  Mary  Sherwood,  Baltimore. 
Secretary,  Dr.  James  Lincoln  Huntington,  Boston. 
The  following  papers  were  read: 

THE    education,    LICENSING,    AND    SUPERVISION    OF    THE    MIDWIFE.* 

By  Dr.  J.  Clifton  Edgar,  New  York. 

IS  THE  MIDWIFE  A   NECESSITY?* 

By  Dr.  J.  M.  Baldy,  Philadelphia. 

progress  toward  ideal  OBSTETRICS.* 

By  Dr.  Joseph  B.  DeLee,  Chicago. 

Dr.  W.  R.  Nicholson,  Philadelphia,  said  in  opening  the  discussion: 
There  is  really  so  much  I  should  like  to  say  that  I  don't  know  exactly 
where  to  begin.  I  don't  want  to  appear  here  as  the  champion  of 
the  midwife.  It  was  a  great  pleasure  to  me  to  be  associated  with 
Dr.  Baldy  when  we  worked  out  the  plan  under  which  we  are  doing 
the  work  in  Pennsylvania  and  in  the  County  of  Philadelphia,  which 
of  course  particularly  interests  me,  as  I  have  charge  of  it.  First  of 
all  I  want  to  say  that  I  am,  as  I  have  already  said,  not  an  enthusi- 
astic adherent  of  the  midwife.  I  am  moderately  busy  in  hospital 
work  and  obstetrics  and  gynecology  and  it  has  been  my  duty,  under 
the  orders  of  the  Bureau  of  Education,  to  institute,  under  their  new 
rules,  dispensaries  for  the  care  of  the  poor  women  and  for  the  educa- 
tion of  our  internes.  A  good  deal  of  my  work  is  along  those  lines 
but  the  point  that,  to  me,  is  important,  has  been  brought  about  by 
Dr.  DeLee's  paper  better  than  anything  else  which  has  ever  ap- 
pealed to  me  before,  and  that  is  this:  Dr.  DeLee  says  he  is  willing 
to  shut  his  eyes  to  present  conditions,  for  the  sake  of  the  future. 

*See  original  articles,  pages  385,  399,  407. 
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I  am  not;  that  is  simply  the  line  of  demarcation  between  the  men 
who  believe  in  the  midwife  as  a  bridge,  as  it  were,  for  the  present 
time,  and  the  men  who  believe  that  the  midwife  should  be  blotted 
out,  and  I  do  not  believe,  I  am  not  willing  to  take  any  forty-four 
doctors  from  the  rural  districts  as  having  expert  knowledge  enough 
to  tell  me  anything  about  what  ought  to  be  done  with  the  midwife. 
The  point  that  appeals  to  me  most  particularly  is  that  we  have 
statistics  after  our  twenty-one  months'  work,  which  show  that 
certain  things  that  are  said  are  not  so,  at  least  in  Philadelphia. 
Now"  I  believe  that  my  special  duty  here  to-day  is  to,  in  a  moment 
go  over  the  system  which  we  follow  here,  and  the  first  point  I  want 
to  make  is  that  without  inspection  of  every  case  delivered  by  mid- 
wife, you  cannot  control  the  midwife.  I  don't  want  midwives;  if  I 
had  my  way  and  could  do  that  with  my  hand,  they'd  all  be  in  the 
Delaware  River  or  somewhere  else,  but  if  I  did  that,  the  women 
week  after  next  would  not  be  cared  for  in  this  town.  It  is  all  very 
well  to  say  what  would  be  nice  if  we  could  do  so  and  so,  but  we  can- 
not. We  have  not  enough  hospitals,  etc.,  in  this  city  to  care  for 
the  women  in  the  next  ten  days  in  excess  of  the  cases  there  now. 
I  do  not  believe  there  is  a  maternity  hospital  in  this  city  now  that  is 
not  running  pretty  close  to  capacity.  If  we  could  get  the  law  passed, 
that  is  one  point;  and  secondly,  if  we  could  enforce  the  law  after 
we  had  it  passed,  that  these  women  should  stop  practicing  in  two 
weeks,  we  would  not  have  any  way  of  taking  care  of  the  women  who 
would  need  care  in  this  city.  I  simply  want  to  go  over,  very  rapidly, 
a  few  statistics  which  are  statistics  upon  which  we  place  a  con- 
siderable amount  of  dependence  because  we  have  worked  on  them, 
as  Dr.  Baldy  told  you  in  his  paper;  we  have  five  inspectors  working 
in  this  city,  all  graduates  of  medicine  what  training  in  obstetrics,  who 
inspect  every  case  after  the  delivery  has  taken  place.  We  cannot 
do  anything  with  prenatal  work,  and  that  is  one  of  the  greatest 
arguments  against  the  midwife.  If  I  were  standing  up  here  and 
arguing  wdth  you  that  midwives  should  be  continued,  that  anything 
should  be  done  to  make  midwives  a  permanency,  you  would  simply 
have  to  get  up  and  say  "what  about  prenatal  work?"  And  I 
would  have  no  argument  left  at  all.  But  we  cannot  do  anything 
about  prenatal  work  because  those  women  do  not  often  engage  their 
midwives  until  they  are  in  labor.  We  have  a  card  filled  out  by  the 
midwife  when  she  has  delivered  the  case,  that  goes  to  the  inspector. 
The  inspector  visits  the  case  and  sends  the  card  to  me.  We  had  a 
card  to  be  filled  out  by  the  midwife  when  engaged  for  the  case,  in 
order  that  we  might  get  some  prenatal  work  in,  but  there  were  very 
few  returned.  We  have  had  in  the  last  seven  months  12,977 
women  delivered;  of  those,  1028  were  not  inspected.  In  the  early 
part  of  our  work  we  did  not  have  all  the  inspectors  we  have  now  and 
could  not  get  around  to  inspect  all  those  women,  so  that  leaves 
1028  not  inspected,  and  the  remainder  of  the  statistics  are  based  on 
women  inspected.  We  had  365  cases  of  fetal  death.  Of  course 
that  is  not  the  whole  number,  because  there  were  a  certain  number 
of  cases  that  died  later  than  the  ten  days  in  which  we  were  in  charge. 
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The  maternal  morbidity  was  321  cases.  In  these  cases  the  causes  of 
death  ranged  from  heart  disease,  phthisis,  pneumonia,  etc.,  down. 
Out  of  those  we  had  54  cases  of  septicemia  and  24  of  sepsis  of  the 
fetus;  morbidity,  84  cases.  Now  the  doctors  delivered  a  con- 
siderable number  of  those  women,  449  were  delivered  by  physicians. 
Of  those  cases  a  relatively  small  number  were  delivered  by  the  in- 
spectors, the  vast  majority  of  them  by  physicians  in  practice  in  the 
neighborhood  for  whom  the  midwife  sent  under  instructions  by  the 
inspector.  She  reports  to  the  inspector;  the  inspector  says  "can 
that  patient  pay?  "  If  that  patient  can  pay,  the  doctor  in  the  neigh- 
borhood is  sent  for,  whoever  the  midwife  prefers;  we  have  to  do  that. 
Twenty  women  were  delivered  at  hospitals;  23  women  and  9  babies 
were  sent  to  the  hospital  after  delivery;  there  were  28  cases  of 
ophthalmia,  true  ophthalmia  neonatorum.  Smears  were  taken; 
one  woman  refused  to  have  the  smears  taken  and  two  were  negative. 
There  455  cases  of  sore  eyes  and  17  cases  of  maternal  mortality;  17 
mothers  died  that  we  know  of.  I  am  not  laboring  under  any  false 
ideas  about  the  reliability  of  these  statistics.  There  may  have 
been  five  more  that  I  didn't  know  of,  but  that  many  died  of  those 
cases  that  had  passed  into  the  hands  of  other  doctors  and  we  could 
not  keep  track  of  them,  but  we  have  followed  them  up  so  far  as  we 
could,  and  we  feel  pretty  confident  that  those  17  deaths  represent 
the  larger  portion.  The  causes  of  those  deaths  were  as  follows: 
one  was  due  to  phlebitis,  one  to  shock,  three  to  eclampsia,  five 
to  sepsis,  one  to  pneumonia,  one  to  embolism,  one  to  phthisis, 
two  to  pulmonary  embolism,  one  to  endocarditis  and  one  to  phle- 
bitis and  endocarditis.  To  my  mind  an  x\ssociation  of  this  sort 
can  do  a  tremendous  amount  of  good  if  they  would  get  some 
common  ground  on  which  to  work.  Reading  over  the  transac- 
tions of  the  previous  meeting,  it  seemed  to  me  that  the  Association 
was  divided  into  two  camps,  those  that  favored  the  midwives  and 
those  that  did  not  favor  the  midwives.  To  my  mind  the  midwife 
does  not  enter  into  the  question  at  all.  I  don't  care  anything  about 
the  midwives,  it  is  for  the  benefit  of  obstetrics  and  not  the  benefit 
of  those  women.  If  any  of  you  came  to  the  Polyclinic  Hospital  and 
saw  one  of  our  meetings  every  two  weeks,  those  who  have  been 
in  the  magistrates  courts  would  know  exactly  what  is  going  on. 
I  simply  sit  as  a  committing  magistrate  in  those  meetings;  the 
women  are  brought  up  for  any  infraction  of  discipline,  not  visiting 
cases,  not  reporting  sore  eyes — they  understand  that  that  is  an  un- 
forgivable sin  with  us;  and  while  I  cannot  present  statistics  of  con- 
ditions before  we  came  into  the  field,  still  I  am  certain  that  we  have 
saved  the  lives  of  babies  and  mothers  and  improved  the  conditions  of 
obstetrics  in  the  lower  classes  in  this  town  by  our  work.  We  have 
not  lost  a  gonorrheal  eye  this  year;  we  have  had  quite  a  number,  but 
the  inspectors  take  the  cases  and  specialize  them;  they  are  sent 
to  hospitals  if  the  mothers  will  let  the  babies  go.  The  majority  of 
hospitals  won't  take  them.  We  have  done  a  considerable  amount  of 
good  work  simply  as  a  temporary  expedient.  Dr.  Baldy  said  that  he 
did  not  beheve  in  educating  voung  women  to  be  midwives,  but  he 
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has  said  he  left  that  matter  in  the  hands  of  the  supervisor — myself, 
in  this  district — because  he  felt  that  the  question  was  at  least  a 
debatable  one.  I  would  like  to  get  rid  of  40  per  cent,  of  midwives 
practising  in  this  town  right  now.  They  are  not  fit  to  practise; 
it  is  only  by  the  closest  supervision  that  we  are  able  to  keep  them  in 
touch  at  all.  I  believe  that  if  we  had  a  certain  number  of  well- 
trained,  English-speaking,  intelligent  girls  who  had  had  the  training 
that  would  fit  them  to  take  care,  as  you  might  say,  as  nurses,  to  be 
present  at  a  normal  delivery  and  whom  we  could  control,  that  we 
would  be  able  to  get  rid  of  a  good  many  of  the  most  abominable 
among  the  midwives.  We  tried  it  as  an  experiment  and  we  have 
nine  girls  that  we  have  trained  in  the  last  year  over  a  period  of  six  or 
eight  months  with  frequent  lectures,  lectures  given  by  one  of  the 
inspectors,  and  those  girls  have  to  see  and  deliver  twenty  cases 
under  the  inspection  of  other  midwives  or  doctors  before  they  can 
come  up  for  examination.  I  have  those  examination  papers  in  my 
possession  and  they  are  very  remarkable.  I  do  not  mean  to  say 
that  those  women  are  trained  nurses,  obstetricians  or  anything  else, 
but  it  is  simply  an  experiment  which  Dr.  Baldy  gave  us  permission 
to  try  to  see  what  we  could  do,  and  we  believe  that  the  result  of  the 
work  of  those  women  in  a  year  from  now  will  be  good. 

Dr.  J.  Whitridge  Williams,  Baltimore,  said:  I  have  listened 
to  these  papers  with  the  greatest  possible  interest.  The  first  two 
midwives  that  I  know  anything  about  were  mentioned  in  the  Bible; 
the  two  women  for  whom  Pharaoh  sent  when  he  wanted  to  get  rid 
of  the  young  Israelites,  and  it  states  further  in  the  Bible,  "  God  dealt 
well  with  the  midwives;"  and  I  think  He  has  dealt  well  with  them 
ever  since,  a  great  deal  better  than  they  deserve.  I  was  ver}'  much 
pleased  with  the  body  of  the  papers;  they  give  us  a  great  deal  to 
think  about.  Dr.  Edgar's  paper  gave  a  very  interesting  account  of 
his  attempt  to  train  midwives,  and  he  admits  that  it  is  impossible 
to  train  them  in  anything  like  a  reasonable  time,  and  I  agree  with 
him.  Dr.  Baldy  goes  further  than  that,  he  admits  you  cannot  train 
them  and  does  not  try.  Both  of  them  hope  that  they  will  disappear 
and  I  hope  so  too.  Another  thing  Dr.  Edgar  said  was  that  we  needed 
supervision.  Dr.  Baldy  has  supervision.  Now  I  have  known  Dr. 
Baldy  for  a  long  time,  but  you  cannot  get  Dr.  Baldys  in  every  state, 
because  Dr.  Baldy  can  put  the  fear  of  God  into  everybody  he  comes 
in  contact  with,  and  we  cannot  get  such  men  in  Maryland  and  I 
doubt  if  you  can  get  them  in  New  York  and  other  states.  In  New 
York  City  you  cannot  get  them  to  carry  out  the  laws  relating  to 
protection  from  fire;  even  to-day  I  happened  to  see  the  "New  York 
Times''  while  I  was  coming  over  on  the  train  and  I  found  they  were 
complaining  that  the  proper  inspectors  did  not  attend  to  their  job. 
When  you  come  to  face  the  inspection  of  midwives  in  the  big 
cities,  unless  we  have  a  man  like  Dr.  Baldy  who  can  put  the  fear  of 
God  in  people,  it  is  going  to  be  a  miserable  failure,  and  the  fact  that 
Dr.  Baldy  has  to  police  these  women  and  that  Dr.  Edgar  says  they 
have  got  to  be  policed  to  make  them  halfway  respectable,  begs  the 
question  from  my  point  of  view.     I  try  to  face  the  subject  in  a  square 
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way.  I  know  that  in  a  city  like  New  York  there  isa  large  population 
with  their  own  peculiar  customs  and  characters  and  that  the  midwife 
is  much  harder  to  get  rid  of  there  than  in  cities  with  a  more  homo- 
geneous population,  but  I  do  believe  that  in  a  reasonable  length  of 
time  you  can  get  rid  of  them,  and  the  less  we  try  to  protect  the  status 
of  the  midwife,  the  better  it  will  be  for  the  community.  I  was  very 
much  interested  in  what  Dr.  Nicholson  said,  that  one  of  the  great 
arguments  against  the  midwife  was  that  she  could  not  give  prenatal 
care,  that  the  women  did  not  call  on  the  midwife  soon  enough  for 
her  to  give  it  if  she  was  prepared  to  do  so,  and  in  my  mind  one  of  the 
greatest  advantages  in  modern  obstetrics  is  the  development  of 
prenatal  care.  It  does  almost  as  much  good  as  good  care  at  the  time 
of  labor,  and  we  have  people  delegated  to  foster  prenatal  care  and 
they  teach  the  poor  women  in  their  locality  to  call  for  it  and  welcome 
it.  ^  We  do  not  consider  that  the  obstetrical  case  is  ended  when  the 
baby  is  born  and  the  woman  is  able  to  get  out  of  bed  and  do  her  wash- 
ing, but  we  extend  the  time  long  beyond  that.  We  must  face  the 
condition  of  the  woman  afterward;  we  must  see  that  this  woman  is 
prepared  to  nurse  her  baby  and  to  raise  it,  and  we  must  see  that 
that  woman  is  kept  in  condition  to  have  other  children  and  have 
them  safely.  Therefore  it  means  that  proper  obstetrical  care  implies 
not  only  prenatal  care,  not  only  care  at  the  time  of  labor,  but  super- 
vision of  that  woman  during  the  months  in  which  she  is  suckling  her 
child.  That  cannot  be  done  by  ignorant  women,  you  cannot  train 
them  to  do  it,  and  the  only  hope  of  getting  that  t^'pe  of  work  is  to  have 
the  work  under  proper  supervision.  The  matter  of  prenatal  care,  care 
at  the  time  of  labor  and  postnatal  care  is  not  simply  a  matter  for  the 
obstetrician;  it  is  altogether  composite  work  for  the  obstetrician, 
the  pediatrician  and  for  the  social  service  worker.  These  three 
have  to  unite  and  we  have  to  make  use  of  our  obstetrical  dispensaries, 
lying-in  hospitals,  childrens'  hospitals  and  then  the  various  baby- 
saving  agencies  for  the  next  year  or  eighteen  months.  That,  to 
my  mind,  is  the  whole  problem,  and  so  obstetrics  is  not  merely  de- 
livering the  woman,  such  as  Dr.  Nicholson  spoke  of,  where  the  woman 
stands  for  the  wife  at  the  time  of  labor — that  is  only  a  small  fragment 
of  the  work  to  be  done,  and  if  we  are  going  to  face  this  problem  on  a 
broad  basis,  we  have  to  make  a  much  more  extended  program. 
I  have  expressed  myself  on  other  occasions  before  this  Association 
as  to  the  crux  of  the  matter,  and  the  crux  of  the  matter  is  the  proper 
education  of  doctors.  We  have  just  begun  to  understand  what 
an  obstetrician  is,  and  he  is  much  more  than  a  man-midwife.  The 
man  who  invented  the  obstetrical  forceps  was  named  Chamberlen 
and  I  came  across  a  copy  of  his  book  the  other  day,  and  he  called 
himself  "Hugh  Chamberlen,  man-midwife."  The  greatest  obste- 
trician at  the  end  of  the  eighteenth  century  in  Great  Britain  was 
Dr.  Thomas  Denman,  and  referred  to  himself  as  "Thomas  Denman, 
man-midwife  and  accoucheur  of  the  St.  Thomas  Hospital."  What 
could  you  expect  from  a  man  who  had  a  job  that  they  called 
by  the  name  of  man-midwifery?  What  we  want  to  do  is  to  educate 
doctors  to  be  competent  obstetricians  and  the  obstetrician  is  much 
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more  than  the  man  who  simply  stands  there  and  delivers  the  woman. 
One  of  the  things  I  objected  to  in  Dr.  DeLee's  paper  was  the  use  of 
the  word  accoucheur.     I  think  that  is  an  opprobrious  epithet;  it 
comes  from  "accouchee,"  and  that  means  to  put  a  woman  to  bed, 
and  a  man  who  goes  around  and  calls  himself  a  putter  to  bed  of 
women  is  a  very  poor  type.     I  have  great  regard  for  Dr.  DeLee,  and 
probably  when  he  hears  my  criticism,  he  will  not  use  the  term  in  the 
same  way,  but  a  man-midwife  and  an  accoucheur  are  two  things 
that  raise  my  ire.     The  man-midwife  has  disappeared,  the  accou- 
cheur is  disappearing,  and  what  we  want  is  the  scientific  obstetrician, 
and  we  are  only  going  to  get  him  by  a  great  extension  of  our  med- 
ical   education.     I   am   in   entire   sympathy  with   everything   Dr. 
Baldy  has  said  concerning  the  interne  and  the  time  devoted  to 
obstetrics,  because  the  average  doctor  in  the  past  had  no  obstetrical 
training.     I  was  a  professor  of  obstetrics  and  what  do  you  think  my 
training  was?     I  had  two  years  of  lectures  on  obstetrics  and  never 
saw  but  one  patient,  and  I  got  the  obstetrical  prize  too,  when  I 
graduated.     I  saw  one  poor  darkey  delivered  up  an  alley  and  she 
was  delivered  by  another  student  and  myself  about  three  months 
after  we  had  undertaken  the  study  of  obstetrics.     That  was  thirty 
years  ago.     We  have  gone  from  that,  and  Dr.  Baldy  had  very  much 
the  same  experience.     He  took  a  position  in  an  obstetrical  dispen- 
sary, knowing  nothing  about  obstetrics,  to  learn  by  experience  with 
these  poor  women.     Now  Dr.  Baldy  is  asking  that  the  internes,  in 
their  first  year  after  graduation,  have  at  least  six  months'  experience 
in  the  obstetrical  end  of  the  hospital.     That  is  just  the  beginning 
of  it.     What  we  want,  as  I  said  before,  is  means  for  educating  decent 
men  in  obstetrics  in  the  broadest  sense,  and  obstetrics  in  the  broadest 
sense  is  a  very  broad  subject  indeed  and  not  merely  the  putting  to 
bed  of  women  by  an  accoucheur.     What  we  want  are  large,  properly 
endowed  women's  hospitals,  where  everything  pertaining  to  women 
and  child-bearing  is  studied,  and  not  only  studied  from  the  point 
of  view  of  teaching  what  we  now  know,  but  discovering  important 
truths  for  the  future.     We  are  just  beginning  to  get  them.     The 
first  institution  of  the  kind  in  this  country  which  was  properly 
equipped,  was  opened  in  Pittsburgh  two  weeks  ago  to-day;  that  is 
the  Magee  Hospital,  an  institution  whose  buildings  cost  $700,000, 
and  it  has  an  endowment  of  $3,500,000.     That  institution,  if  prop- 
erly run,  ought   to  set  the  pace  for  what  we  get  in  other  cities. 
Last  year  in  Boston  I  understand  I  hurt  the  feelings  of  certain 
Bostonese  by  telling  them  that  their  provisions  for  the  care  of  women 
at  the  time  of  labor  were  antiquated.     I  can  say  that  for  almost 
every  city,  Baltimore  as  well.     My  own  hospital — I  hate  to  talk 
about  it,  but  that's  what  we  want,  and  it  strikes  me  that  we  have 
got  two  things  to  bear  in  mind,  that  obstetrics  is  a  broad  thing,  not 
merely  delivering  women,  and  it  begins  from  the  time  when  pregnancy 
begins  and  extends  over  until  the  baby  is  able  to  eat  ordinary  food 
and  the  mother  is  in  position  to  have  another  baby  if  she  wants  to. 
Another  thing  is  the  education  of  the  doctor,  and  when  the  doctor — 
when  the  bulk  of  the  doctors  of  this  country,  feel  as  I  do  and  as  all 
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intelligent  obstetricians  do  about  the  subject,  there  will  be  no  further 
need  of  talking  about  the  midwife,  because  she  will  have  disappeared 
and  there  will  be  no  need  for  God  to  deal  with  her  in  the  future. 

Dr.  Josephine  Baker,  of  New  York,  said:  Naturally  I  have  a 
certain  diffidence  in  speaking  on  this  subject,  particularly  as  Dr. 
Williams  has  said  "There  is  no  Dr.  Baldy  in  New  York  who  can  put 
the  fear  of  God  into  the  hearts  of  the  midwives."  I  think  this  so- 
called  "problem"  which  we  have  been  discussing  for  the  last  five  years 
is  just  about  as  near  solution  to-day  as  it  has  ever  been,  that  is,  it 
seems  to  me  that  we  have  failed  to  get  together  on  the  fundamental 
principles  of  this  whole  proposition.  Now  I  think  that,  as  Dr. 
Nicholson  said,  those  of  us  who,  by  virtue  of  our  positions,  have  to 
deal  with  this  problem  have  felt  all  along  that  we  have  been  placed 
in  a  false  position  in  constantly  being  referred  to  as  the  defenders 
of  the  midwife.  We  have  been  talked  about  and  we  have  had  the 
finger  of  scorn  pointed  at  us  because  we  have  insisted  upon  the  fact 
that  at  the  present  time,  in  our  large  cities  at  least,  the  midwife  is  a 
necessity;  that  the  midwife  is  a  condition  and  not  a  theory,  and  that 
it  is  necessary  to  provide  some  means  of  dealing  with  her.  In 
discussing  this  question,  I  am  not  willing  to  take  second  place  to 
anyone  in  my  desire  for  the  welfare  of  the  babies  and  their  mothers. 
My  interest  in  the  midwife  is  to  make  her,  as  long  as  we  must  have 
her,  a  person  to  give  mothers  and  babies  the  care  that  is  essential 
for  their  highest  welfare. 

There  is  much  to  be  said  in  the  favor  of  the  idealistic  attitude  of 
Dr.  DeLee,  that  midwives  should  be  abolished,  but  I  think  I  am 
simply  reiterating  Dr.  Baldy's  and  Dr.  Nicholson's  remarks  when  I 
say  that  it  is  absolutely  impossible  to  abolish  the  midwife  in  our 
cities  at  the  present  time.  The  situation  in  regard  to  their  work, 
particularly  in  New  York  City  (and  I  think  Dr.  Nicholson  has  said 
the  same  as  regards  Philadelphia)  has  been  misinterpreted  also. 
Dr.  DeLee  speaks  of  the  high  morbidity  and  mortality  which  follows 
the  work  of  the  midwife.  He  is,  I  assume,  expressing  his  personal 
opinion,  but  the  statistics  of  New  York  City,  as  well  as  for  Phila- 
delphia, do  not  bear  out  any  such  assertion.  The  morbidity  and 
mortality,  both  among  mothers  and  babies  attended  by  midwives, 
are,  in  most  instances,  less  in  proportion  to  the  number  of  births 
attended  than  are  found  among  those  attended  by  physicians.  Dr. 
Williams'  contention  that  the  medical  student  should  receive  a  better 
education  in  obstetrics  is  highly  desirable  but,  in  the  interim,  those 
of  us  who  are  forced  to  meet  this  question  and  deal  with  the  midwife 
as  we  find  her  at  the  present  time  are  doing,  as  far  as  we  are  able,  the 
thing  that  seems  to  us  the  most  efficacious  and  that  most  nearly 
protects  the  mother  and  the  baby. 

We  come  to  you  frankly,  and  ask  if  you  can  suggest  any  better 
method  of  dealing  with  this  situation.  A  great  many  of  you  say 
"yes,  eliminate  the  midwife,"  but  "eliminate  the  midwife"  is  no 
answer  at  all  to  our  question.  What  we  want  is  a  practical  working 
program  that  is  better  than  the  one  we  have  at  the  present  time.  As 
a  matter  of  fact,  the  midwife  is  being  eliminated.     Dr.  Edgar  told 


520  TRANSACTIONS    OF   THE  AMERICAN   ASSOCIATION 

you  of  the  decrease  in  their  number  in  New  York  City.  We  have 
now  only  half  as  many  midwives  in  New  York  City  as  we  had  seven 
years  ago.  This  is  probably  the  result  of  that  section  of  the  Sanitary 
Code  of  the  Board  of  Health  of  New  York  City  which  makes  it  im- 
possible at  the  present  time  for  any  new  midwife  to  obtain  a  permit 
to  practise  until  she  has  completed  a  course  of  training  at  the 
Bellevue  Hospital  for  ^Midwives.  The  elimination  of  the  midwife 
will  come  about  by  making  the  standards  of  permissible  practice  so 
high  that  none  of  the  ignorant,  untrained  women  can  reach  it.  This 
cannot  be  done  in  a  day;  it  will  be  done  in  ten,  fifteen  or  even, 
possibly,  twenty  years,  but,  inevitably,  it  will  be  done  and  there  is  no 
occasion  to  become  academic  and  to  talk  about  getting  rid  of  the 
midwives  in  a  day.  This  is  an  absolute  impossibility.  They  will 
practise,  whether  licensed  or  not,  and  the  best  course  is  to  see  that 
they  are  at  least  competent. 

I  want  to  speak  a  word  in  regard  to  the  prenatal  work  in  con- 
nection with  the  midwife.  My  experience  has  been  rather  contrary 
to  that  of  the  other  speakers;  we  have  found  the  midwives  to  be 
one  of  our  best  coadjutors  and  sources  of  help  in  our  prenatal  work 
in  New  York  City.  Probably  70  per  cent,  of  the  expectant  mothers 
we  cared  for  were  referred  to  us  by  the  midwives,  and  these  midwives 
seem  to  be  glad  and  anxious  to  cooperate  with  us  in  this  regard. 
My  experience  is  that  women  engage  their  midwives  quite  as  early 
as,  in  the  majority  of  instances,  they  engage  their  doctors  I  do  not 
believe  there  is  any  greater  opportunity  for  the  mass  of  physicians 
to  give  prenatal  instruction  than  for  the  mass  of  midlives  to  do  so. 
In  our  work  we  care  for  the  mothers  through  the  prenatal  period, 
visit  the  cases  immediately  after  confinement,  and  carry  on  a 
system  of  supervision  through  the  first  year  of  the  child's  life,  by 
means  of  our  infant's  milk  stations, 

I  think  none  of  us  who  have  this  problem  to  meet  can  fail  to  be 
tremendously  impressed  with  Dr.  Baldy's  paper  and  the  wonderful 
system  of  midwife  supervision  which  he  outlines.  From  my  own 
experience,  however,  I  must  confess  that  Dr.  Baldy  either  has  the 
ability  which  Dr.  WilUams  has  suggested — that  of  putting  the  fear 
of  God  into  the  hearts  of  these  women  and  making  them  do  anything 
he  wants  them  to  do,  or  he  has  an  infinitely  more  complacent  set  of 
midwives  than  we  have  been  able  to  reach  in  New  York,  law  or  no 
law.  We  have  met  many  legal  obstacles,  such  as  the  opinion  of 
the  Corporation  Counsel  that  the  city  has  no  right  to  send  an  ofiicial 
into  the  home  of  the  woman  while  she  is  being  confined  unless  we 
have  knowledge  of  some  definite  wrong-doing  on  her  part,  which 
would  warrant  our  entering  the  premises.  We  are  therefore  trying 
to  accompUsh  this  form  of  supervision  in  a  different  way.  We  are 
trying  to  get  the  midwives  to  invite  us.  They  are  beginning  to 
cooperate  in  this  way,  and  we  are  gradually  overcoming  that 
objection. 

We  hold  meetings  with  the  midwives  in  different  localities,  for 
instruction  and  conference,  and  the  midwife  is  coming  to  look  upon 
the   authority   of    the   Department   of   Health,  not  as  something 
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to  be  combatted  and  avoided,  but  as  something  which  has  a  very 
definite  promise  of  help  for  her.  We  beUeve  that  through  that  kind 
of  cooperation  we  are  going  to  be  able  to  effect  reforms  which  will  be 
more  permanent  and  more  effective  than  mere  drastic  legal  methods. 

I  have  brought  with  me  a  midwife  bag  which  we  have  devised  for 
the  use  of  midwives  in  New  York  City,  and  which  contains  simply 
the  articles  which  are  allowed  by  our  rules  and  regulations.  As 
you  see,  the  bag  is  lined  with  washable  material,  and  everything  is 
in  plain  view.  We  believe  it  is  compact  and  useful,  and  the  mid- 
wives  themselves  hke  it.  Indeed,  this  year  the  Midwives'  Associa- 
tion is  giving  one  of  these  bags  as  a  present  to  the  midwife  who  has 
delivered  the  largest  number  of  cases  with  the  fewest  casualties 
during  the  year.  I  shall  be  glad  to  leave  the  bag  so  that  any  of  you 
may  look  it  over,  if  you  care  to  do  so. 

Dr.  W.  C.  Woodward,  of  Washington,  said:  It  seems  to  me  that 
we  are  laying  too  much  stress  on  the  midwife  and  not  enough  on 
the  mother  and  the  baby.  Our  dividing  line  is  certainly  on  the 
efficiency  of  obstetric  service  generally,  and  not  merely  on  the 
service  of  the  midwife.  We  are  dealing  too  particularly  with  mid- 
wives,  and  we  are  dealing  with  them  too  much  as  a  class.  We 
must  have  something  with  which  we  can  compare  their  work  in 
order  to  determine  their  proper  status,  and  of  course  a  fair  com- 
parison is  with  the  medical  profession.  I  agree  with  what  has  been 
said  here  this  afternoon,  and  with  what  has  been  said  before,  that 
there  is  the  same  need  for  raising  the  standard  of  obstetrics  among 
physicians  that  there  is  for  raising  the  standard  among  midwnves, 
and  I  believe  there  is  urgent  need  for  statistical  control  as  to  the 
results  of  the  work  of  both  groups.  But  should  we  undertake,  as 
the  writer  of  one  paper  has  done,  from  the  fact  that  fifty-seven  or 
so  physicians  in  various  rural  parts  of  the  United  States  report 
that  there  are  no  midwives  in  those  places,  to  infer  that  those  places 
can  get  along  well  without  them.  I  think  we  would  hardly  make  a 
justifiable  inference.  We  must  know  first  what  the  results  are  to 
the  mothers  and  to  the  babies  in  those  communities. 

In  the  jurisdiction  from  which  I  come,  the  Congress  of  the  United 
States  passed  a  law  in  1896  requiring  an  examination  of  the  midwives. 
Since  that  time  the  number  of  deliveries  by  midwives  has  fallen  from 
50  per  cent,  to  9.8  per  cent.,  and  there  has  been  a  large  increase  in 
the  number  of  deliveries  in  institutions.  That  of  course  appears 
very  encouraging;  but  I  was  somewhat  disappointed  recently — 
somewhat  puzzled,  and  am  still  somewhat  puzzled — on  checking 
up  in  a  rough  way  the  work  of  the  physicians  in  the  homes  of  the 
mothers  with  the  work  of  physicians  in  hospitals,  to  find  that  there 
was  a  larger  percentage  of  stillbirths  in  the  hospitals  than  in  the 
homes.  The  question  is  raised,  therefore,  as  to  how  much  good  we 
have  accompHshed  by  that  transference  of  cases.  We  know  already 
the  institutions  that  have  higher  percentages  of  stillbirths  among 
the  cases  delivered.  Next  year  we  are  going  to  know  not  only  the 
institutions  that  have  high  percentages  of  stillbirths,  but  also  the 
percentages  of  stillbirths  occurring  in  the  practice  of  each  physician 
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and  each  midwife,  in  institutions  and  out  of  institutions.  Of  course, 
I  know  that  the  percentage  of  stillbirths  does  not  represent  the  final 
criteria  as  to  the  efiiciency  of  the  institution  or  of  the  doctor,  but  I  be- 
lieve that  when  we  have  fi^gures  of  that  kind,  by  comparing  the  work 
of  the  physicians  in  institutions  and  out  of  institutions,  by  com- 
paring the  work  of  the  physicians  practising  among  the  poor — the 
physician  who  is  willing  to  replace  a  midwife — with  the  work  of  a 
midwife,  we  will  establish  a  basis  upon  which  to  act  further  with 
respect  to  the  practice  of  midwifery  among  midwives  and  some 
basis  upon  which  to  urge  further  improvement  in  the  practice  of 
obstetrics  among  physicians. 

Dr.  Arthur  B.  Emmons,  of  Boston,  said:  I  am  always  interested 
in  obstetrics,  and  it  seems  to  me  that  there  are  two  or  three  hopeful 
things — our  Chairman  wants  the  hopeful  things  about  obstetrics — 
and  one  is,  that  if  you  have  followed  in  the  last  two  years  the  Journal 
of  the  American  Medical  Association,  especially  what  the  Council 
on  Education  has  done,  you  will  have  seen  they  have  been  "killing 
medical  schools,"  as  they  call  it.  As  a  result  there  has  been  a  diminu- 
tion in  the  medical  schools  of  the  country  by  about  eight  or  ten  a 
year,  roughly,  and  much  of  this  "merging"  has  followed  the  re- 
port by  Abraham  Flexner,  which  said  there  were  130, 1  think,  and 
that  he  thought  about  thirty  good  schools  would  supply  the  country's 
need.  The  result  is  that  the  number  of  medical  schools  has  been 
reduced  very  markedly,  and  greatly  to  the  advantage  of  medical 
education.  I  feel  that  although  the  result  of  this  improvement  is  a 
distant  thing  to  wait  for,  better  schools  and  fewer  of  them,  because 
it  means  fewer  and  better  doctors,  that  it  is  fundamental  to  the 
whole  problem,  the  better  education  of  the  physician. 

The  next  step  which  I  see  rapidly  advancing,  especially  in  Pennsyl- 
vania, is  the  State  requirement,  and  of  course  Pennsylvania,  as  we 
aU  know  and  as  you  can  see  in  reviews  of  the  situation,  is  leading 
the  country  to-day  by  requiring  for  licensure  a  year  of  hospital  work, 
and  that  year  must  be  in  approved  hospitals.  Now,  in  order  to  be 
in  an  approved  hospital,  you  have  to  offer  obstetrical  training,  and  the 
man  is  required  to  have  a  minimum  of  six  weeks  of  obstetrical  work. 
A  man  doing  this  minimum  of  work  in  obstetrics  will  certainly  learn 
some  of  the  dangers,  enough  to  keep  many  out  of  obstetrics  if  they 
are  wise  enough,  and  that  is  going  to  be  a  wonderful  thing  for  the 
people  in  Pennsylvania.  I  do  not  believe  that  the  rest  of  the  country 
can  lag  far  behind  those  advances.  As  regards  Massachusetts; 
when  our  Chairman,  Dr.  Sherwood,  was  up  in  Boston,  she  made 
the  significant  remark,  after  surveying  the  wonderful  sights  that  we 
had  been  showing  her  in  the  city  of  Boston,  such  as  the  buildings  of 
the  Harvard  Medical  School  and  some  of  the  very  fine  hospitals  that 
we  have  around  it,  the  Infants  Hospital,  and  Children's  Hospital, 
a  splendid  general  hospital,  a  cancer  hospital,  all  of  the  finest,  an 
animal  hospital,  and  a  dental  infirmary  for  children,  which  is  a 
marble  palace,  but  no  hospital  for  obstetrics.  I  do  not  mean  to  say 
that  there  is  no  hospital  in  Boston  for  obstetrics,  but  that  there  is 
no  large  modern  hospital  which  in  any  way  reaches  the  level  of  these 
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Other  hospitals.  We  have  hospitals  in  Boston  that  are  doing  very 
good  obstetrics,  but  they  are  not  meeting  anywhere  near  the  needs 
of  the  City  to-day  and  I  believe  that  this  backwardness  in  equip- 
ment for  obstetrics  is  a  good  deal  the  same  in  many  other  cities 
throughout  the  country. 

Dr.  George  W.  Kosmak,  of  New  York,  said:  I  think  I  am  one 
of  that  steady  company  that  Dr.  Baker  referred  to  a  little  while 
ago  that  attends  all  these  meetings  and  discusses  the  papers  on  the 
midwife.  Now  the  Association  has  taken  up  the  midwife  question 
in  its  section  on  obstetrics  because  it  believes  that  that  is  one  of  the 
principal  factors  in  the  solution  of  the  great  problems  with  which  it 
is  concerned.  I  beg  to  differ  from  the  speaker  who  said  that  the 
question  is  no  nearer  a  solution  now  than  it  was  before.  I  think  the 
admissions  that  have  been  made  by  those  who  have  favored  the 
midwife  in  her  education  are  enough  to  show  that  the  attitude  which 
was  taken  a  few  years  ago  is  gradually  changing,  and  that  those  who 
advocated  absolutely  the  retention  or  higher  education  of  the  mid- 
wife have  considerably  changed  their  point  of  view  into  an  admission 
that  this  factor  in  medical  practice  must  be  gradually  eliminated. 
Now  all  the  arguments  that  have  been  made  in  favor  of  the  super- 
vision and  even  the  partial  education  or  complete  education  of 
the  midwife  cannot  be  denied  if  their  ultimate  purpose  is  to  do  away 
with  any  permanency  to  this  form  of  medical  practice.  I  think  that 
is  the  essential  point  to  be  remembered,  that  no  matter  what  we  do 
at  the  present  to  overcome  these  conditions,  we  must  not  think  of 
retaining  the  midwife  system  as  a  permanent  feature  in  the  practice 
of  medicine.  The  admission  was  made  here,  I  am  glad  to  say,  only 
once — at  other  meetings  I  have  heard  it  made  a  great  many  times — 
that  the  average  physician  gave  less  and  poorer  care  to  his  patients 
than  the  average  midwife.  Now  if  that  statement  is  true,  I  think 
it  is  a  very  sorry  admission  to  make,  and  it  is  one  that  we,  as  a 
united  profession,  ought  to  be  thoroughly  ashamed  of  and  ought  to 
do  everything  we  can  to  eliminate  such  criticism.  We  have  heard  a 
great  deal  about  the  supervision  which  is  necessary  for  the  midwife. 
It  seems  to  me  that  there  is  no  clearer  argument  for  the  ultimate 
elimination  of  this  woman  than  the  fact  that  such  pohce  powers  are 
necessary.  Now  we,  as  physicians,  certainly  do  not  want  to  have 
our  actions  policed,  and  if  any  members  of  our  guild  find  it  necessary 
to  have  this  done,  I  think  the  sooner  we  get  rid  of  them,  the  better. 
It  has  been  said  that  the  maternity  hospitals  are  filled  to  overflowing 
and  that  they  cannot  take  care  of  any  more  patients.  I  think  where 
the  demand  occurs,  the  supply  will  follow.  The  demand  has  not 
been  made  on  the  hospitals.  A  few  years  ago  I  read  a  paper  before 
this  Association  at  its  Cleveland  meeting,  in  which  I  showed  the 
great  advantage  that  accrued  to  a  woman  who  was  taken  care  of  by 
our  students  and  nurses  and  graduate  physicians  at  the  New  York 
Lying-in  Hospital.  In  connection  with  the  expansion  of  this  work, 
I  have  noticed  that  we  have  an  increasing  number  of  applications 
from  classes  of  foreigners  who  never  applied  to  us  for  treatment  in 
previous  years.     The  fact  is  often  mentioned  that  the  Italian  woman 
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will  not  have  a  man  physician,  that  she  insists  on  having  a  midwife. 
I  think  in  New  York  City  that  is  largely  due  to  the  fact  that  the 
matter  has  not  been  brought  to  her  attention.  The  number  of 
Italians  that  have  been  confined  in  lying-in  hospitals  has  been  in- 
creased year  by  year,  as  has  the  number  of  Hungarians,  Poles, 
Germans  and  women  of  all  nationalities  who  are  used  to  the  midwife 
in  their  home  countries  and  have  not  become  acquainted  with  the 
changed  conditions  in  their  adopted  country.  Now,  in  connection 
with  this  subject,  reference  might  be  made  to  the  necessity  for  the 
better  education  of  the  doctor  in  obstetrics.  That  point  has  already 
been  touched  upon;  in  addition  to  the  better  education  of  the  doctor, 
the  lay  public  ought  to  be  better  educated.  In  this  connection 
attention  must  be  drawn  to  the  fact  that  every  time  attempts  have 
been  made  by  physicians  to  educate  the  lay  public,  the  thing  has 
gone  too  far  and  the  lay  public  have  attempted  to  take  up  the 
technical  side  of  the  question  and  develop  that  to  their  own  satis- 
faction instead  of  leaving  it  to  those  who  know  how.  That  is  the 
case  very  largely  in  this  work.  We  have  seen  that  practically 
exemplified  in  the  recent  agitation  for  "twilight  sleep."  We  find 
that  some  of  the  lay  journals,  instigated  I  am  very  sorry  to  say  by 
physicians,  have  taken  up  the  matter  of  "twihght  sleep"  and  made 
it  appear  that  those  physicians  who  refused  to  give  this  supposed 
panacea  to  their  patients  are  ignorant  of  the  matter  and  do  not  wish 
to  do  the  best  thing  for  their  patients.  It  seems  to  me  that  we  are 
dealing  with  the  same  problem  in  our  work  in  reference  to  the 
midwife;  we  do  not  bring  the  matter  properly  to  the  attention  of 
the  public.  I  want  to  illustrate  that  further  by  the  contents  of  a 
little  circular  I  have  which  has  been  issued  by  one  of  our  leading 
life  insurance  companies  of  New  York  City,  which  has  its  field  largely 
among  the  poorer  classes  of  the  population,  who  might  be  likely  to 
patronize  the  midwife.  Now  this  company  circulates  among  these 
people  a  little  pamphlet  entitled  "Mother,  Baby  and  Midwife," 
in  the  pages  of  which  an  unthinking  woman  would  readily  suppose 
that  the  midwife  was  the  equal  of  the  doctor  and  was  acknowledged 
by  him  to  be  his  equal  and  could  do  as  good  work.  Among  other 
things  it  states  that  the  visiting  midwife  visits  her  patients  morning 
and  evening  for  two  or  three  days  after  the  baby  comes,  and  after 
that  calls  for  ten  days  to  care  for  the  mother  and  baby.  If  that 
midwife  exists  in  New  York,  I  would  hke  to  have  her  visiting  card; 
I  have  not  found  her  yet.  All  this  shows  that  higher  standards  of 
education  are  necessary.  I  am  at  heart  totally  opposed  to  the 
retention  of  the  midwife,  yet  I  reaUze  that  her  elimination  is  going 
to  be  a  very  difiScult  matter  and  the  development  of  substitute 
agencies  is  the  most  important  factor  in  getting  rid  of  her.  I  regret 
to  say  that  this  matter  has  not  been  given  a  sufficient  amount  of 
attention.  Substitute  agencies  in  New  York  to-day  are  hardly 
any  better  than  they  were  five  or  ten  years  ago.  I  know  that 
at  the  Lying-in  Hospital  we  do  not  take  care  of  nearly  as  many  cases 
as  we  ought  to.  I  think  that  if  we  had  apphcations  for  12,000 
or  15,000  cases  a  year  instead  of  6000,  our  Board  of  Governors  would 
soon  find  means  to  supply  the  desired  demand. 
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Dr.  Linsly  R.  Williams,  Deputy  Health  Commissioner,  Albany, 
said:  I  want  to  speak  briefly  about  the  conditions  that  exist  in 
rural  communities.  Almost  every  one  who  has  spoken  on  the 
subject  this  afternoon  has  spoken  of  the  large  cities  and  what  has 
been  accomplished  and  the  facilities  offered  for  better  obstetrics  in 
those  centers.  The  State  of  New  York  has  fully  2,500,000  people 
who  live  in  rural  homes  and  under  rural  conditions.  There  are  some 
500  towns  that  have  an  area  in  square  miles  amounting  to  nearly 
50,000  where  there  are  perhaps  in  each  one  of  those  500  towns  one, 
two  or  three  doctors.  Those  figures  are  approximate.  In  those 
towns  it  is  not  possible  to  have  a  hospital,  it  is  not  possible  to  have  a 
dispensary;  there  is  no  substitute  for  the  home  care  of  obstetrical 
cases;  it  is  not  a  feasible  proposition,  no  matter  how  much  you  want 
to  do  it.  It  has  been  said  that  it  is  possible,  if  a  sufiicient  demand  is 
created  for  obstetricians  to  look  after  these  cases  and  that  the  hos- 
pitals will  soon  come.  Now  there  has  been  a  demand  for  hospitals 
for  tuberculosis  in  New  York  State  for  a  great  many  years.  There 
has  not  only  been  a  demand,  but  there  has  been  a  persistent  fight 
on  the  part  of  a  number  of  agencies  spending  $25,000  a  year  for  the 
past  seven  vears.  We  now  have  twelve  hospitals  working  with 
cases  in  them  in  twelve  counties  out  of  fifty-seven  counties  and  in 
twelve  other  counties  steps  have  been  taken  to  construct  hospitals. 
In  the  course  of  two  or  three  years  we  will  have  possibly  forty. 
There  is  no  demand  for  obstetrical  hospitals  in  the  rural  districts; 
no  demand  for  dispensaries.  There  is  a  constant  demand  for  good 
mldwives.  Some  doctors  refuse  to  attend  these  cases;  there  is  no 
question  about  it,  they  won't  go.  I  personally  know  of  instances 
where  they  would  not  go.  If  the  midwife  is  not  available,  the 
farmer's  wife  cannot  get  anyone  but  the  neighboring  farmer's  wife 
to  look  after  her,  and  the  doctor's  paper  this  afternoon,  which  spoke 
of  the  conditions  existing  in  rural  communities  made  a  very  superficial 
estimate  and  drew  some  conclusions  entirely  unwarranted  by  the 
facts.  Those  conditions  are  not  true.  We  have  to  have,  for  an 
indefinite  number  of  years  to  come,  midwives  in  the  rural  districts  at 
least;  in  the  urban  centers,  it  may  be  possible  to  find  substitutes  for 
the  midwife  in  the  very  dim  future,  but  I  do  not  think  any  of  us 
will  live  to  see  conditions  which  will  result  in  the  abolition  of  the 
midwife  problem.  It  is  possible  theoretically  to  conceive  of  a  gi- 
gantic scheme  of  better  obstetrics,  and  I  believe  that  if  someone 
would  place  in  the  hands  of  the  State  Department  of  Health  about 
$50,000  a  year  for  the  next  ten  years,  we  could  create  a  division  of 
obstetrics  and  perhaps  have  Dr.  DeLee  or  Dr.  Emmons  or  some  of 
these  gentlemen  here  to-day  put  in  charge  of  it  to  develop  a  state- 
wide obstetrical  service  to  be  done  by  the  State  and  paid  for  by  the 
State.  I  think  it  might  be  a  very  beneficial  thing  for  the  health  of 
the  whole  state.  I  don't  think  it  would  be  democratic,  I  don't 
think  it  would  be  wise  and  I  don't  think  it  would  be  the  kind  of  a 
thing  that  anybody  expects  to  accomphsh.  For  myself,  I  expect  to 
know  about  midwives  as  long  as  I  retain  my  sanity  and  I  expect  to 
find  midwives  in  the  State  of  New  York  as  long  as  I  have  anything 
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to  do  with  the  state  officially  and  I  hope  to  do  my  best  to  see  that 
some  system  of  supervision  is  developed  along  the  lines  Dr.  Baldy 
has  given  you  this  afternoon.  The  midwife  is  here  to  stay.  I 
would  like  to  abolish  her.  I  would  Uke  to  abolish  the  social  evil 
and  a  great  many  other  things,  but  I  am  afraid  that  the  midwife  is 
here  to  stay. 

The  Chairman:  The  time  has  come  when  it  is  necessary  for  us 
to  close  this  very  interesting  discussion.  There  will  be  an  op- 
portunity to-morrow  afternoon,  when  the  round  table  for  the  re- 
ception of  reports  is  convened,  for  others  who  wish  to  say  something 
more  on  this  subject  to  do  so.  I  will  ask  Dr.  Edgar  to  close  the 
discussion  on  his  paper. 

Dr.  Edgar:  I  have  very  little  to  add  to  what  I  have  already 
stated  in  the  paper.  I  wish  to  go  on  record  as  being  opposed  to 
the  midwife,  first,  last  and* every  time;  but  we  have  them  here  and 
we  have  got  to  reckon  with  them.  I  cannot  take  the  attitude  that 
my  friend  Dr.  DeLee  of  Chicago  has  taken,  and  close  my  eyes  to  the 
situation  and  quietly  wait  until  the  elimination  of  the  midwife 
occurs,  because  it  is  going  to  take  a  good  many  years  for  that  to 
happen,  if  it  ever  does  occur;  and  naturally,  in  a  discussion  such  as 
we  have  had  this  afternoon,  there  will  be  differences  of  opinion,  and 
one  difference  of  opinion  is  between  Dr.  Baldy  and  myself.  Dr. 
Baldy  seems  to  think  that  the  education  of  the  midwife  will  per- 
petuate the  midwife.  My  opinion  is  that  the  education  of  the  mid- 
wife \\ill  gradually  eliminate  the  midwife.  Of  course  a  difference 
in  opinion  is  valuable  in  a  discussion  hke  this,  and  the  idea  of  the 
education  of  the  midwife  and  the  passing  of  laws  in  New  York  State, 
from  the  standpoint  there,  is  to  get  the  midwife's  number,  so  to 
speak,  and  find  out  how  many  of  them  we  have,  and  then  eventually, 
if  possible,  to  raise  the  standard  so  high  that  there  will  be  only  a 
few  midvidves  left  and  it  will  entice  trained  nurses  who  have  had 
some  previous  medical  education,  and  are  better  fitted  to  practise 
mid^\ifery,  to  take  out  licenses.  The  recent  agitation  that  we  have 
had  in  New  York  has  already  accomplished  something,  as  has  been 
referred  to  by  Dr.  Josephine  Baker.  For  instance,  in  the  last  few 
years,  the  number  of  mid  wives  has  been  reduced  from  3000  and 
something  to  1200.  Another  favorable  symptom  is  the  attitude  of 
the  foreign  population,  the  immigrant  population,  so  called,  which 
has  been  referred  to  by  Dr.  Kosmak;  we  have  hundreds  of  hospital 
records  of  Bellevue  and  Manhattan  Lying-in  Hospital  to  show  that  a 
foreign  woman  would  have  a  midwife  in  her  first  confinement,  and 
for  the  second,  third,  fourth  and  fifth,  they  go  to  the  dispensary 
doctor;  that  shows  the  way  the  wind  is  blowing.  It  is  not  ab- 
solutely necessary  that  we  preserve  the  midwives  for  the  foreign 
population.  As  far  as  the  foreign  population  of  New  York  is  con- 
cerned, they  are  quite  willing  to  go  to  the  dispensary  doctors  in 
place  of  the  midwives. 

Dr.  J.  M.  Baldy,  Philadelphia:  I  can  add  little  or  nothing  to  what 
I  have  already  said.  There  were  one  or  two  points  brought  out  in 
the  discussion  in  regard  to  which  I  could  say  a  word. 
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There  was  an  expression  used  by  Dr.  Williams  in  regard  to  myself, 
"putting  the  fear  of  God  into  the  minds  of  these  midwives."  I 
have  never  before  associated  anything  in  connection  with  God  in 
relation  to  the  police  courts  and  jails;  it  is  the  pohce  courts  and  jails 
that  our  midwives  fear;  some  of  them  have  been  there  and  we  have 
no  compunction  in  sending  them  there  if  they  don't  behave  them- 
selves Everybody  else  can  do  it;  there  is  nothing  mysterious  about 
it.  I  had  a  letter  day  before  yesterday  from  Erie  County,  from  our 
inspector,  saying  "your  instructions  were  followed  in  regard  to 
midwife  "so  and  so,"  she  has  been  convicted  and  will  be  sentenced 
this  afternoon.  We  railroaded  four  midwives  in  Wimber,  a  small 
town  of  about  8000  or  less,  outside  of  Johnstown,  in  the  coal  regions 
of  this  state,  and  they  were  all  convicted.  The  result  was  a  very 
valuable  one,  exceedingly  valuable  in  the  direction  of  your  vital 
statistics."  Vital  statistics  are  utterly  worthless  in  this  country  as 
they  stand;  our  vital  statistics  in  Pennsylvania  are  not  worth  the 
paper  they  are  written  on.  In  that  one  town,  Wimber,  that  night 
there  were  turned  in  twenty-five  birth  reports;  births  that  never 
had  been  reported,  and  never  would  have  been  reported,  in  a  com- 
munity of  6000  or  8000.  Multiply  that  over  the  state  and  see  what 
your  statistics  are  worth.  This  work  is  invaluable  in  making  your 
statistics  what  they  never  were  before.  Those  are  features  that  go 
incidentally  with  this  work  of  taking  the  midwife  and  instilling  into 
her  mind  the  fear  of  God  or  whatever  else  it  may  be. 

When  we  started  out,  the  Board  of  Health  notified  us  that  there 
were  800  in  this  town;  we  have  less  than  200  now.  Many  were 
mythical,  and  the  statistics  of  the  number  of  midwives  are  shown  by 
that  very  instance,  as  being  something  of  which  you  have  had  no 
real  knowledge.  When  people  guess  that  there  are  490  in  Mas- 
sachusetts, I  guess  that  they  would  find  there  are  that  many  in 
Boston  alone.  Dr.  Williams  brought  out  the  crux  of  the  whole 
matter — education  of  the  doctor.  We  do  not  get  improvements  in 
a  day  or  a  week  or  a  month.  Many  times  we  are  all  too  impatient, 
we  want  to  wipe  out  that  which  has  been  inherent  in  the  country 
ever  since  the  country  has  been  a  country,  in  a  day  or  two.  It  is  an 
impossibility,  and  people  who  work  on  such  a  basis  never  will  ac- 
complish any  more  than  this  Association  has  accompHshed  up  to 
the  present  time. 
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Stated  Meeting,  Held  October  26,  191 5. 
Dr.  Le  Roy  Broun  in  the  Chair. 

FIVE  CASES  OF  URETERAL  FISTULA. 

Dr.  Henry  D.  Furniss,  presented  this  report. 

Case  I. — The  first  patient  underwent  a  vaginal  hysterectomy  for 
carcinoma  of  the  body  of  the  uterus  February  9,  1909;  during  which 
there  was  much  bleeding  and  clamps  were  used  to  control  the  hemor- 
rhage. After  this  no  urine  was  excreted  through  the  bladder  for 
three  days,  when  it  was  observed  that  urine  was  draining  through 
the  vagina.  Cystoscopic  examination  two  days  later  showed  that  the 
left  ureter  could  be  catheterized  one-quarter  of  an  inch  and  the  right 
only  I  inch.  There  was  no  evidence  of  drainage  of  the  urine  into 
the  bladder,  and  no  evidence  of  leakage  from  the  bladder  into  the 
vagina.  Four  weeks  after  the  first  operation  the  patient  had  both 
ureters  implanted  into  the  bladder  by  the  abdominal  route,  trans- 
peritoneally.  The  ureters  were  found  to  be  about  the  size  of  the 
little  finger  and  much  indurated.  The  operation  was  difficult  and 
took  about  three  hours.  Following  it  the  patient  developed  pneu- 
monia and  on  the  eighth  day  the  wound  opened  from  coughing, 
the  intestines  escaping.  These  were  replaced  and  the  abdomen 
resutured,  after  which  the  patient  made  an  uninterrupted  recovery. 
When  examined  a  few  weeks  after  the  first  operation  the  ureters  were 
seen  projecting  into  the  bladder  about  one-half  to  three-quarters  of 
an  inch.  This  projection  became  less  and  less  and  when  last  seen 
they  projected  about  one-eighth  of  an  inch.  The  point  of  special 
note  in  this  case  was  the  thickness  of  the  ureters  as  observed  a  short 
time  after  the  primary  operation. 

Case  II. — This  patient,  a  woman  sixty-five  years  of  age,  had  been 
operated  on  for  carcinoma  of  the  uterus,  an  abdominal  panhysterec- 
tomy having  been  done.  About  eight  days  after  the  operation  it 
was  noticed  that  the  urine  was  escaping  from  the  vagina.  Dr. 
Furniss  stated  that  he  saw  the  patient  a  short  time  after  this  when 
he  was  unable  to  catheterize  the  left  ureter  more  than  one-quarter  of 
an  inch.  The  right  ureter  was  easily  catheterized.  In  August, 
1910,  Dr.  Furniss  did  a  plastic  operation  through  the  vagina,  anas- 
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tomosing  the  ureteral  fistulous  opening  into  the  bladder.  From  this 
time  on  the  patient  was  very  comfortable  until  February,  191 1, 
when  she  began  to  complain  of  bladder  irritability  and  observed  a 
large  amount  of  sediment  in  the  urine.  In  March  examination 
showed  that  the  fistulous  opening  which  had  been  anastomosed  into 
the  bladder  was  about  the  size  of  a  match  stick  and  from  it  was 
seen  coming  a  large  amount  of  pus.  The  water  was  then  implanted 
into  the  bladder.  On  March  25,  191 1,  Dr.  Furniss  found  it  necessary 
to  remove  the  patient's  left  kidney,  which  was  about  one-third  the 
normal  size,  with  calyces  much  dilated  and  atrophy  of  the  renal 
parenchyma.  The  ureter  was  the  size  of  a  lead  pencil,  dilated  and 
thickened. 

This  case  taught  that  the  patient  should  have  been  operated  on 
very  soon  after  the  occurrence  of  the  injury  to  the  ureter,  and  the 
ureter  should  have  been  implanted  into  the  bladder  by  an  abdominal 
operation.  It  also  taught  that  it  was  a  mistake  to  anastomose  the 
end  of  the  fistulous  tract  into  the  bladder  instead  of  anastomosing 
the  ureter  into  the  bladder,  and  the  third  operation  should  not  have 
been  an  anastomosis  of  the  ureteral  tract  into  the  bladder  but 
should  have  been  a  nephrectomy  at  that  time,  as  the  kidney  was  at 
that  time  practically  functionally  inactive.  Again,  the  kidney  that 
was  removed  in  March,  191 1,  showed  the  effects  of  the  obstruction 
that  came  from  traction  of  the  fistulous  opening. 

Case  III. — This  patient,  after  an  exceedingly  difficult  hysterec- 
tomy for  fibroids  of  the  uterus  on  February  5,  began  to  complain 
of  pain  in  the  right  lumbar  region.  On  February  15,  it  was  noticed 
that  urine  was  coming  from  the  vagina.  On  April  i,  the  patient 
was  given  indigo-carmine  intravenously  and  then  a  cystoscopy  was 
done.  The  dye  was  eliminated  from  the  left  ureter  in  four  minutes 
in  large  amount,  but  did  not  appear  in  the  urine  from  the  vagina 
until  fifteen  minutes  had  elapsed,  and  then  the  color  was  faint. 
Inspection  of  the  vault  of  the  vagina  with  the  patient  in  the  knee- 
chest  position  showed  a  small  ulcerated  area  that  represented  the 
unhealed  portion  of  the  vagina.  The  urine  was  found  to  be  escaping 
from  a  small  area  in  the  middle  of  the  granulating  area.  The  right 
kidney  was  removed  rather  than  to  attempt  to  anastomose  the  ureter 
into  the  vagina.  The  removed  kidney  showed  evidence  of  marked 
pyelonephritis  with  dilatation  of  the  ureter  and  of  the  calyces  of 
the  kidney.  If  a  ureteral  anastomosis  into  the  bladder  had  been 
made  it  was  doubtful  if  this  kidney  would  have  resumed  its  function. 

Case  IV. — Eight  days  after  a  complete  hysterectomy  for  fibroids 
performed  January  15,  1913,  this  patient  noticed  a  continuous  dis- 
charge of  urine  through  the  vagina.  She  was  given  indigo-carmine 
and  the  elimination  was  noted  from  the  two  ureters  and  also  from  the 
vagina.  Both  ureters  were  catheterized,  the  right  one  showing  an 
obstruction  2  inches  from  the  vesical  orifice.  Pledgets  of  cotton 
placed  in  the  vagina  with  the  patient  in  the  knee-chest  position, 
became  stained  blue  and  it  was  seen  that  there  was  an  escape  of 
blue-stained  urine  from  the  vagina  and  no  third  ureter  could  be 
discovered  emptying  into  the  bladder.     A  diagnosis  of  lateral  injury 
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to  the  ureter  was  made.  It  was  determined  that  the  injury  was  on 
the  right  side  since  the  obstruction  in  the  ureter  as  on  the  right  side 
and  the  blue-stained  urine  came  from  the  right  side  of  the  vault  of  the 
vagina.  On  March  25,  1913,  a  transperitoneal  ureterovesical  anas- 
tomosis w^as  made.  This  patient  died  three  days  afterward  from  a 
general  pelvic  peritonitis.  The  point  of  interest  in  this  case  was 
that  the  kidney  function  was  well  preserved  after  several  weeks. 
This  was  particularly  to  be  noticed  in  those  cases  in  which  injury 
to  the  ureter  was  a  lateral  injury  and  not  where  the  ureter  was 
completely  divided  as  the  contraction  of  the  urinary  orifice  with 
subsequent  dilatation  of  the  ureter  and  the  renal  pelvis  caused 
diminution  of  the  kidney  function. 

Case  V. — This  patient  seven  days  after  an  abdominal  hysterec- 
tomy for  carcinoma  was  found  to  have  a  discharge  of  urine  through 
the  abdominal  wound.  Three  weeks  after  the  operation  when  Dr. 
Furniss  first  saw  her,  the  discharge  was  slight.  After  the  adminis- 
tration of  indigo-carmine  intravenously  it  was  found  that  there  was 
prompt  ehmination  from  the  right  ureter,  but  none  was  seen  coming 
from  the  left  ureter.  After  fifteen  minutes  a  slight  bluish  tinge  was 
seen  to  the  urine  coming  through  the  abdominal  wound.  When 
seen  again  a  week  later  the  discharge  from  the  abdominal  wound  had 
ceased  entirely,  and  there  was  no  discharge  of  urine  into  the  bladder 
from  the  left  side.  This  case  illustrated  the  fact  that  in  the  uretero- 
abdominal  fistulas  the  contraction  of  the  long  fistulous  tract  became 
complete  and  the  kidney  became  inactive  from  the  exclusion  of  the 
ureter.  The  patient  had  been  lost  sight  of  and  the  subsequent 
history  was  therefore  unknown. 

Dr.  H.  Aranow  reported  two  cases  of 

ovarian  cyst  obstructing  labor. 

Case  I. — Mrs.  M.  L.,  aged  twenty-three,  married  two  years,  para-i. 
Admitted  to  the  Lebanon  Hospital  Aug.  2,  1914.  Family  history 
negative.  Previous  history. — Patient  had  a  secondary  sj^philitic 
rash  one  year  ago  and  was  treated  with  salvarsan  injections.  Other- 
wise negative.  Menstruation  began  at  fourteen,  regular,  twenty- 
eight  days,  duration  three  to  five  days,  painful  throughout,  profuse. 
Last  Nov.  29,  1913.  History  of  pregnancy,  has  not  felt  fetal  life 
for  two  weeks  previous  to  admission.  Otherwise  normal.  Pelvic 
measurements  were  normal. 

Shortly  after  admission  the  case  was  reported  to  Dr.  Aranow  with 
the  above  history  and  the  additional  information  that  the  os  was 
fully  dilated,  the  breech  was  presenting  and  that  the  pelvis  was 
filled  by  a  large  irreducible  cystic  mass.  He  ordered  the  patient  pre- 
pared for  immediate  operation.  However,  on  his  arrival  at  the 
hospital  he  found  that  the  breech  had  already  passed  the  apex  of  the 
tumor  and  was  rotating  on  the  perineum.  The  fetus  was  small 
and  macerated.  Under  the  circumstances  he  judged  it  best  to  allow 
labor  to  terminate  naturally.  Patient  delivered  herself  of  a  dead 
fetus  about  fifteen  minutes  later. 
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After  delivery  the  patient  seemed  perfectly  normal  and  comfort- 
able and  the  tumor  mass  remained  apparently  intact.  She  had  an 
absolutely  normal  postpartum  recovery  up  to  August  i8  (sixteen 
days).  On  that  day,  shortly  after  the  patient  was  allowed  out  of 
bed,  she  suddenly  developed  sharp  pains  in  the  left  side.  Tempera- 
ture shot  up  to  104°  F.,  pulse  124,  respiration  34.  Blood  count 
showed  white  blood  cells  21,200,  polymorphonuclears  85  per  cent. 
Operation. 

Through  a  median  abdominal  incision  Dr.  Aranow  removed  an 
ovarian  cyst  (left  side)  about  the  size  and  shape  of  a  cocoanut. 
The  upper  two-thirds  of  the  cyst  were  free,  the  lower  third  was  ad- 
herent to  the  peritoneum  of  the  culdesac  of  Douglas.  The  contents 
of  the  cyst  was  thick  and  grayish.  Pathological  report:  Dermoid 
cyst.     Contents  sterile.     Patient  made  an  uneventful  recovery. 

Case  II. — Mrs.  J.  Y.,  aged  thirty,  married  one  year,  para-i. 
Family  and  previous  history  negative.  Menstrual  history  began 
at  fourteen,  regular,  four  weekly,  duration  four  to  five  days.  No 
pain.     Amount  normal.     Last  menstruation,  Nov.  10,  1913. 

History  of  Pregnancy, — Normal.  Patient  had  been  examined  by 
her  family  physician  several  times  in  the  later  part  of  her  pregnancy. 
He  could  detect  no  tumor  and  was  positive  there  was  no  mass  in 
the  vagina.  On  August  16,  1914,  Dr.  Aranow  was  called  in  to  see 
the  case  in  consultation. 

Physical  examination  showed  a  patient  well  nourished,  heart  and 
lungs  normal.  Striae  and  pigmentation  present.  Fundus  a  little 
below  ensiform.  External  and  internal  measurements  normal. 
Cervix  two  fingers  dilated.  Membranes  intact.  Head  partly  en- 
gaged. Presentation,  cephalic.  Position,  L.  O.  A.  Immediately 
in  front  of  the  cervLx  and  extending  to  the  left  and  upward  there  was 
a  tense  cystic  mass  about  the  size  of  a  grape-fruit.  This  mass  could 
not  be  displaced  upward  and  the  patient  was  removed  to  the  Leba- 
non Hospital. 

Under  general  anesthesia  an  attempt  was  made  to  push  the  cyst 
up  into  the  abdominal  cavity  but  without  success.  As  the  patient 
had  a  large  roomy  pelvis  it  was  decided  to  puncture  the  cyst. 

With  a  finger  of  left  hand  in  the  rectum,  and  the  vagina  exposed, 
a  small  trocar  was  plunged  through  the  mucous  membrane  of  the 
vagina,  a  little  to  the  left  of  the  middle  line  and  immediately  behind 
the  mucocutaneous  junction.  The  trocar  was  then  guided  carefully 
to  and  into  the  tumor  mass  in  order  to  make  the  opening  as  far  away 
from  the  cervix  as  possible,  should  the  contents  of  the  cyst  prove 
septic  and  to  make  the  canal  long,  narrow  and  tortuous,  so  that  it 
would  close  automatically  on  the  removal  of  the  trocar-canula. 
When  the  trocar  was  withdrawn,  there  was  an  escape  of  thick  creamy 
substance  from  the  canula.  As  the  material  seemed  too  thick  to 
flow  freely  through  the  canula,  the  canula  was  attached  to  an  electric 
suction  pump  and  about  eight  ounces  withdrawn.  The  canula  was 
then  removed.  During  this  entire  procedure  there  was  absolutely 
no  contamination  of  the  vagina  by  the  cyst  contents. 

No  further  vaginal  examinations  were  made  and  the  patient  de- 
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livered  herself  of  a  normal  baby  (boy,  8  pounds)  about  eight  hours 
later. 

Pathological  Report. — Cyst  contents,  sebaceous  material,  sterile. 

Patient  had  an  absolutely  normal  postpartum  period,  has  been 
well  since  and  expects  to  have  the  cyst  removed  as  soon  as  she  finds 
it  convenient. 

Personally,  from  his  very  limited  experience.  Dr.  Aranow  was 
inclined  to  agree  with  those  who  advise  vaginal  puncture.  The 
contents  of  the  great  majority  of  these  cysts  is  sterile.  Even  if  it 
should  happen  to  be  septic,  the  danger  c^  serious  infection  can  be 
minimized  by  following  out  similar  technic.  Finally,  should  vaginal 
puncture  fail,  one  can  still  resort  to  abdominal  or  vaginal  section. 

RUPTURED     ECTOPIC     PREGNANCY,     SIMULATING     PEL\TC     INFECTION. 

Dr.  Anthony  H.  Harrigan  reported  this  case,  which  occurred  in 
a  woman  twenty-six  years  of  age.  Her  family  history  was  of  no 
significance.  She  had  been  married  four  years,  had  one  child  born 
eleven  months  after  marriage.  This  child  died  of  cretinism  at  the 
age  of  two  years.  She  had  had  no  abortions  or  miscarriage.  Men- 
struation began  at  the  age  of  fourteen  years,  was  always  regular,  of 
the  four  weekly  type,  but  lasted  eight  days  and  was  accompanied 
by  constant  headache.  Her  last  menstruation  occurred  on  June  5, 
1915.     The  menstrual  period  did  not  take  place  in  July. 

The  patient  was  admitted  to  the  Fordham  Hospital  in  the  service 
of  Dr.  William  P.  Healy,  on  August  12,  stating  that  her  illness 
began  three  weeks  previously  with  severe  pain  in  the  right  lower 
quadrant  of  the  abdomen.  The  pain  was  not  accompanied  by 
vomiting,  dizziness  or  fainting.  The  pain  persisted  for  three  days 
during  which  time  she  was  confined  to  her  bed.  Her  private  physi- 
cian made  the  diagnosis  of  acute  appendicitis.  Following  this 
attack  there  was  a  period  of  quiet  lasting  two  days;  then  the  pain 
returned.  On  this  occasion  it  lasted  two  days  and  then  ceased  until 
four  days  before  her  admission  to  the  hospital,  when  it  returned  with 
the  original  severity  and  was  accompanied  by  vomiting.  A  bloody 
vaginal  discharge  began  two  weeks  before  admission  and  continued 
until  the  time  of  operation. 

Physical  examination  at  the  time  of  admission  revealed  a  well- 
developed  young  woman  with  no  distinct  findings  except  in  the 
abdomen.  Here  was  found  marked  rigidity  of  the  lower  one-half  of 
the  right  rectus  muscle,  associated  with  extreme  tenderness  over 
Burney's  point.  The  bimanual  pelvic  examination  was  extremely 
unsatisfactory  owing  to  the  marked  pain  it  caused.  WTiile  the  uterus 
could  not  be  mapped  out  accurately,  its  immobility  was  determined. 
A  mass  could  be  felt  on  each  side  of  the  uterus.  These  findings  were 
characteristic  of  double  tubal  disease.  The  patient's  temperature  was 
ioo.6°F.,  pulse  36  and  respiration  32.  The  urine  contained  a  faint 
trace  of  albumin.  There  was  a  leukocytosis  of  15,200,  with  77  per 
cent,  polymorphonuclears.  A  diagnosis  was  made  of  pelvic  in- 
fection of  tubal  origin,  associated  with  a  secondary  appendicitis. 
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Conservative  treatment  was  instituted  to  prepare  the  patient  for 
subsequent  operation.  This  treatment  consisted  in  the  use  of  hot 
saline  vaginal  douches,  ice  bags  to  the  abdomen,  and  codeine  sulphate 
by  mouth  or  Magendie  solution  by  hypodermic  for  the  relief  of  the 
pain. 

Operation  was  performed  on  August  23,  eleven  days  after  ad- 
mission. During  this  period  the  temperature  had  ranged  from  99° 
to  io3°F.,  and  the  pulse  from  90  to  140.  The  abdomen  was  opened 
through  a  mesorectal  incision  under  ether  narcosis.  Upon  entering 
the  peritoneal  cavity,  a  fair  amount  of  old  blood  clots  escaped.  The 
sigmoid  was  firmly  adherent  to  the  pelvic  organs.  After  freeing  this 
the  tubes  and  ovaries  were  found  deeply  buried  in  the  pelvis.  A 
large  dense  black  blood  clot  lay  between  the  rectum  and  the  pos- 
terior surface  of  the  uterus.  After  removing  this  the  tubes  were 
liberated.  The  right  tube  showed  a  ruptured  ectopic  pregnancy. 
The  appendix  was  firmly  adherent  to  the  posterior  surface  of  the 
right  broad  ligament.  The  appendix  was  tightly  stretched  across 
the  brim  of  the  pelvis,  and  was  markedly  inflamed  and  surrounded 
by  inflamed  tissue.  The  left  tube  presented  the  signs  of  chronic 
salpingitis.  A  right  salpingooophorectomy,  a  left  salpingectomy, 
and  an  appendectomy  were  performed.  The  abdomen  was  closed 
without  drainage  and  recovery  was  uneventful. 

Dr.  Charles  Norris,  Director  of  the  Pathological  Laboratory  of 
Bellevue  and  the  Allied  Hospitals,  reported  an  ectopic  gestation. 
The  error  was  made  here  in  not  laying  sufficient  stress  upon  the  ab- 
sence of  menstruation  in  July,  and  upon  the  occurrence  of  the  bloody 
vaginal  discharge. 

HEMORRHAGIC      PELVIC      PERITONITIS;      HYSTERECTOMY. 

Dr.  Anthony  H.  Harrigan  reported  this  case.  The  patient 
was  thirty-four  years  of  age,  and  was  admitted  to  the  hospital  on 
August  13,  191 5.  Her  family  and  personal  history  were  negative. 
She  had  had  three  children,  the  last  g}/^  months  ago.  Her  present 
illness  began  three  weeks  before  admission  with  severe  pain  in  the 
lower  quadrants  of  the  abdomen.  The  pain  persisted  and  was 
accompanied  by  fever. 

On  July  31,  seven  days  after  the  onset  of  the  pain  the  patient  was 
subjected  to  an  operation  consisting  of  dilatation  and  curettement. 
At  this  time  the  left  tube  was  found  thickened. 

On  August  13,  1 91 5,  fourteen  days  following  this  operation,  the 
patient  was  admitted  to  Fordham  Hospital  with  the  diagnosis  of 
pelvic  abscess.  The  patient's  temperature  at  this  time  was  ioi.4°F., 
pulse  136,  and  respirations  24.  She  complained  of  severe  pain  above 
the  pubes. 

Pelvic  examination  showed  a  uterus  tender  and  fixed,  and  also  a 
tender  mass  behind  and  lateral  to  the  uterus. 

The  patient  was  kept  under  observation,  and  the  treatment  out- 
lined in  the  previous  case  was  used.  There  was  no  improvement. 
The  pain  persisted  and  was  severe  in  character. 
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An  operation  was  performed  on  August  25,  1915.  The  abdomen 
was  opened  through  a  median  hypogastric  incision.  The  findings 
were  almost  identical  with  those  of  the  preceding  case.  The 
sigmoid  was  densely  adherent  to  the  fundus  of  the  uterus.  Both 
tubes  were  thickened  and  chronically  inflamed.  The  posterior 
surface  of  the  uterus  was  markedly  roughened  and  lacerated. 
The  sigmoid  was  quite  ragged  though  no  perforation  was  present. 
Owing  to  the  condition  of  the  uterus  a  supravaginal  hysterectomy 
was  done.  The  appendix  was  also  removed.  The  abdomen  was 
closed  without  drainage.  Primary  union  and  an  uninterrupted  con- 
valescence ensued. 

Dr.  Norris  reported  that  the  uterus  was  not  punctured,  but  that  it 
was  enlarged  and  shows  inflammatory  exudate  on  the  serosa.  There 
is  hemorrhagic  cellulitis  and  perimetritis  and  also  a  chronic  interstitial 
salpingitis,  a  large  corpus  luteum  cyst  and  a  chronic  obliterating 
appendicitis.  The  sigmoid  was  markedly  lacerated  though  it 
presented  no  perforation.  Fearing  to  leave  a  uterus  so  badly  dam- 
aged a  supravaginal  hysterectomy  was  done. 

This  case  is  reported  in  conjunction  with  the  first  because  of  the 
great  similarity  in  the  operative  findings,  yet  in  one  case  there  was  a 
ruptured  ectopic  and  in  the  second  a  pelvic  infection  was  the  cause  of 
hemorrhage.  It  would  be  interesting  to  know  more  of  the  cause  of 
the  hemorrhage  in  the  second  case. 

RUPTURED    INTERSTITIAL    ECTOPIC    PREGNANCY    COMPLICATED  BY   A 
LARGE   OVARIAN   CYST. 

Dr.  Anthony  H.  Harrigan  reported  this  case.  The  patient  was 
admitted  to  Fordham  Hospital  on  September  16,  191 5.  There  was 
nothing  of  significance  in  her  family  history.  To  the  patient's 
knowledge  there  had  been  no  ectopic  pregnancies  in  the  family. 
She  had  always  been  strong  and  well,  but  drank  tea  to  excess  and 
coffee  moderately.  She  drank  no  alcoholic  beverages  and  had  had 
no  venereal  disease.  Her  menstrual  history  revealed  nothing 
abnormal  except  that  there  were  severe  cramps  during  the  first  two 
days.  The  patient  had  been  married  two  and  one-half  years,  but 
had  never  been  pregnant  despite  her  desire  to  have  a  child. 

Her  present  illness  began  about  March  15,  191 5,  since  which  time 
she  has  had  frequent  menstruation,  flowing  about  twice  a  month  and 
lasting  her  usual  four  days.  Her  general  health,  however,  continued 
good  until  August  i,  when  she  had  her  last  menstruation.  From 
this  time  until  the  morning  of  September  16  when  she  had  her  acute 
attack,  she  at  times  had  twinges  of  pain  in  the  right  lower  quadrant 
and  slight  momentary  nausea,  though  she  was  never  ill  enough  to  go 
to  bed.  On  the  morning  of  September  16,  just  after  arising  she  was 
suddenly  seized  with  acute  stabbing  pains  in  the  right  lower  quadrant, 
felt  suddenly  nauseated,  and  weak  and  faint.  These  symptoms  con- 
tinued all  forenoon,  but  there  was  no  flow  of  any  kind.  When  seen 
some  eight  hours  after  the  onset  of  these  symptoms  the  patient 
presented  the  typical  appearance  of  internal  hemorrhage.     A  diag- 
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nosis  of  ectopic  pregnancy  was  made  and  the  patient  sent  to  the 
hospital. 

Examination  on  admission  showed  the  patient  in  poor  condition 
and  almost  exsanguinated.  The  abdomen  was  distended  par- 
ticularly in  the  central  region.  There  was  no  rigidity  or  tenderness. 
There  was  dulness  on  percussion  in  both  lower  quadrants.  Bi- 
manual examination  showed  a  tender  uterus  and  a  large  mass  to  the 
right  side.  At  this  time  the  patient's  temperature  was  io2°F.,  pulse 
140  and  respirations  48. 

At  operation,  on  opening  the  peritoneum  through  a  median 
hypogastric  incision,  a  large  amount  of  free  blood  escaped.  Ap- 
parently a  severe  hemorrhage  had  taken  place. 

Further  examination  revealed  a  large  ovarian  cyst,  springing  from 
the  left  side  and  filling  the  entire  abdomen  up  to  the  liver.  Upon 
incising  the  cyst  a  large  amount  of  fluid  escaped  and  the  cyst  col- 
lapsed. It  was  then  easily  removed,  clamps  being  placed  on  the 
pedicle.  Inspection  then  showed  a  neglected  ectopic  in  the  region 
of  the  right  horn.  A  supravaginal  hysterectomy  was  performed, 
the  wound  closed  in  layers  without  drainage.  An  intravenous  in- 
jection of  700  c.c.  of  saline  solution  was  given  during  the  operation. 
The  wound  healed  by  primary  union  and  the  patient  was  discharged 
in  good  condition. 

Dr.  Norris  reported  a  simple  ovarian  cyst  and  a  ruptured  ectopic 
pregnancy.  The  specimen  is  interesting  in  that  there  is  a  walnut- 
sized  dilatation  of  the  uterine  end  of  the  tube.  There  is  considerable 
amount  of  organization  of  the  hemorrhage  and  a  thorough  examina- 
tion confirmed  his  belief  that  the  pregnancy  was  of  the  interstitial 
type. 

DISCUSSION. 

Dr.  Thompson  T.  Sweeny  said  that  the  history  of  the  first  case 
pointed  toward  a  diagnosis  of  the  condition  found  at  operation.  The 
leukocytoses  and  the  high  temperature  were  found  present  in  rup- 
tured ectopic  due  to  the  reaction  of  the  peritoneum  to  the  extrava- 
sated  blood.  In  the  second  case  the  inflammatory  condition  was 
probably  due  to  infection  at  the  previous  curettage.  The  question 
as  to  the  cause  of  the  presence  of  blood  was  an  interesting  one. 
Might  it  not  have  been  an  unexpected  tubal  abortion  or  blood  from 
torn  adhesions  produced  by  injury  at  the  time  of  curettage? 

Dr.  Harrigan  said  Dr.  Sweeny's  explanation  of  the  hemorrhage 
was  plausible,  but  in  this  instance  there  was  more  blood  than 
could  be  accounted  for  by  the  rupture  of  adhesions.  He  was  at 
a  loss  as  to  how  to  explain  it. 

vaginal  cesarean  section  (two  cases). 

Dr.  Arthur  Stein  stated  that  the  following  two  cases  were  of 
interest  because  they  showed  what  could  be  done  with  vaginal 
Cesarean  section  and  also  what  should  not  be  done  with  it. 

The  first  case  was  that  of  a  woman,  twenty-eight  years  of  age,  un- 
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married,  who  was  admitted  to  the  obstetrical  service  of  the  Harlem 
Hospital,  September  24,  1915,  in  a  semicomatose  and  extremely 
dangerous  condition.  Her  previous  history  was  of  no  importance. 
Her  last  period  had  occurred  June  i,  1915.  Three  to  four  weeks 
before  her  admission  she  had  commenced  to  vomit;  this  vomiting 
had  increased  until  it  was  absolutely  impossible  for  the  patient  to 
retain  any  food.  The  result  was  extreme  emaciation.  Twenty-four 
hours  before  her  admission  the  patient  had  had  marked  mental 
confusion  and  two  convulsive  seizures.  The  boiled  urine  was 
practically  soHd  with  albumen  and  contained  considerable  amount 
of  hyahn  and  granular  casts.  Immediate  surgical  interference  was 
indicated  and  the  Duehrssen  operation  was  decided  upon.  If  this 
operation  was  done  properly  it  admitted  the  introduction  of  the  whole 
fist  into  the  uterine  cavity.  Before  proceeding  with  the  operation 
it  is  advisable  to  inject  i  c.c.  of  pituitrin  subcutaneously,  which 
permits  of  a  practically  bloodless  procedure.  After  the  operation 
the  patient  received  the  Alurphy  drip  and  stimulants.  The  toxemia 
was  so  severe  that  even  five  days  after  the  operation  the  patient  was 
unable  to  retain  any  food  except  small  quantities  of  milk.  She 
gradually  improved,  the  urine  cleared  up,  and  she  left  the  hospital 
on  about  the  eighteenth  day  after  the  operation  in  a  much  improved 
condition,  though  the  urine  still  showed  some  casts. 

The  second  case  was  that  of  a  woman  who  was  presented  to  this 
Society  about  two  and  one-half  years  ago.  At  that  time  she  had  a 
unilateral  fused  kidney  that  was  easily  palpated.  An  extensive 
report  of  this  case  appeared  in  the  American  Journal  of  Obstetrics 
in  1913.  This  patient  became  pregnant  and  was  deliv^ered  on 
January  2,  1914.  The  history  of  the  pregnancy  did  not  show  any- 
thing abnormal,  except  that  the  patient  stated  that  for  the  past  month 
she  had  bled  occasionally. 

Upon  examination  nothing  abnormal  could  be  found,  but  the 
possibility  of  placenta  previa  suggested  itself.  Upon  return  from  a 
vacation  of  several  weeks  the  physician  who  had  been  taking  care 
of  the  case,  informed  Dr.  Stein  that  the  patient  had  had  a  very  pro- 
nounced hemorrhage  that  day  and  asked  that  he  see  the  case  im- 
mediately. Dr.  Stein  said  he  found  the  patient  rather  anemic  and 
examination  showed  the  head  of  the  child  lying  on  the  left  ihac 
fossa  and  showing  no  tendency  to  engage.  The  small  parts  and 
breech  were  to  be  felt  on  the  extreme  right  side  underneath  the  ribs. 
The  cervLx  admitted  one  finger  and  one  could  easily  make  out  some 
spongy  masses  above  the  internal  os.  No  pains  were  present  and 
it  was  therefore  decided  to  await  further  developments  and  to  guard 
the  patient  constantly.  About  two  hours  later  the  patient  had 
another  severe  hemorrhage.  She  was  at  this  time  very  anemic  and 
there  was  no  change  in  the  cervix  so  far  as  dilatation  was  concerned. 
An  immediate  vaginal  Cesarean  section  was  therefore  decided  upon. 
This  was  easily  accompHshed  except  for  the  extraction  of  the  head, 
which  was  arrested  through  some  obstacle  and  took  some  time  to 
extract.  The  child  was  born  dead.  There  was  a  tremendous 
hemorrhage  from  the  womb,  the  patient  losing  from  500  to  800  c.c. 
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of  blood.  The  uterus  was  soft  and  even  after  the  placenta  was 
removed  showed  no  tendency  to  contract.  In  spite  of  injections  of 
camphor  and  ether  and  infusion  of  saline  solution,  the  patient  died 
two  hours  after  confinement  from  extreme  anemia. 

If  this  case  is  considered  epicritically,  it  might  be  said  that  in  all 
probability  the  unilateral'  fused  kidney  on  the  right  side  was  the 
cause  of  the  head  not  entering  the  pelvis  and  of  its  being  arrested 
in  the  left  iliac  fossa.  Had  this  been  considered  before  operation  a 
vaginal  Cesarean  section  would  probably  never  have  been  under- 
taken but  the  abdominal  operation  would  have  been  chosen  instead, 
and  in  all  probability  the  operation  could  have  been  performed 
with  greater  success. 

The  rule  has  now  been  adopted  at  the  Harlem  Hospital  that  a 
vaginal  Cesarean  section  be  done  in  all  cases  in  which  Cesarean 
section  is  indicated  up  to  the  seventh  month,  and  after  the  seventh 
month  an  abdominal  section  be  done  where  Cesarean  section  is 
indicated. 

Dr.  Arthur  Stein  also  discussed  the  subject  of 


GANGRENE  OF  THE  LOWER  EXTREMITIES  AFTER  GYNECOLOGICAL 
AND  OBSTETRICAL  OPERATIONS. 

Although  thromboses  and  emboli  during  the  puerperium  are  not 
uncommon,  and  may  lead  to  a  pronounced  "phlegmasia  alba  dolens," 
there  are  comparatively  few  instances  where  this  condition  has  led 
to  complete  gangrene  of  one  or  both  extremities.  He  therefore 
thought  it  would  be  of  interest  to  report  two  cases  which  came 
under  his  observation  at  the  Harlem  Hospital,  and  strange  to  say, 
practically  at  the  same  time. 

The  first  case  is  that  of  R.  R.,  twenty  years  of  age,  was  admitted 
to  the  hospital  on  June  9,  191 5,  with  the  following  history.  She 
was  never  seriously  ill,  always  menstruated  regularly,  and  was  now 
three  months  pregnant.  After  the  patient  was  admitted  she  aborted 
of  a  three-month  fetus.  There  was  a  foul  odor  from  the  fetus  as  well 
as  from  the  vagina.  Her  temperature  on  admission  was  104°  F., 
and  dropped  on  the  next  day  to  normal,  only  to  rise  again  to  105° 
on  the  same  evening.  The  patient  continued  having  a  tempera- 
ture between  104°  and  105°  for  about  six  days,  with  no  pains 
and  no  other  symptoms.  On  the  seventh  day  after  an  examination 
it  was  decided  to  curet  the  patient  as  the  uterus  was  still  enlarged 
and  soft.  There  were  numerous  grayish-white  superficial  ulcers 
around  the  cervix.  These  ulcers  were  covered  with  considerable 
whitish  membrane.  After  the  curettage,  at  which  quite  some 
placental  tissue  was  removed,  the  whole  interior  of  the  uterus,  as 
well  as  the  cervLx,  was  swabbed  with  tincture  of  iodine,  which  was 
repeated  for  the  next  seven  days.  Even  after  the  curettage  the 
temperature  did  not  drop  entirely,  but  kept  between  101°  and  102°. 
On  June  23,  the  patient  began  to  complain  of  pains  in  her  right  leg 
and  three  days  later,  that  is,  on  June  26,  altogether  ten  days  after 
the  curettage,  the  right  leg  and  foot  began  to  swell,  became  cold, 
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and  showed  violet-bluish  discoloration.  The  pulsation  of  the  artery 
of  the  foot  was  not  to  be  felt,  and  the  foot  was  extremely  painful  to 
the  touch.  On  June  28,  there  was  sensation  on  deep  pressure,  but 
the  foot  remained  anesthetic  to  light  pressure.  It  was  painful  on 
pressure  at  the  beginning  line  of  demarcation.  The  foot  was  cold 
and  cyanotic  and  there  was  no  pulsation  of  the  dorsal  is  pedis 
artery.  The  area  of  gangrene  spread  up  to  2^2  inches  above  the 
ankle.  On  June  29,  there  was  a  distinct  line  of  demarcation  just 
above  the  ankle.  On  July  i  there  were  gangrenous  spots  about 
one-half  an  inch  wide  above  the  previous  line  of  demarcation. 
There  was  no  improvement  whatever  in  the  condition  of  the  foot, 
but  marked  inflammation  above  the  discoloration  and  some  in- 
flammation along  the  external  side  of  the  leg  extending  up 
about  4  inches  above  the  discoloration.  Two  small  discolored 
spots  were  apparently  very  painful.  The  vaginal  discharge  was 
very  much  decreased.  On  July  2,  there  was  no  improvement  and 
no  change  in  the  condition  of  the  foot.  The  inflamed  area  was 
about  the  same  as  on  the  previous  day,  except  that  there  was  a  red 
line  extending  above  the  areas  of  gangrene.  On  July  4,  the  condi- 
tion was  about  the  same  and  the  foot  was  still  very  painful.  On 
July  7,  the  condition  still  remained  unimproved  and  the  foot  was  very 
painful  with  a  good  deal  of  inflammation  on  the  discolored  area. 
The  vaginal  douches  were  given  as  ordered  and  the  odor  was  less, 
but  there  was  still  a  good  deal  of  vaginal  discharge.  The  patient 
was  transferred  to  the  surgical  ward  and  on  July  29  the  leg  was 
amputated  below  the  knee.  The  recovery  was  uneventful  and  the 
patient  left  the  hospital  in  due  time. 

The  report  on  the  histological  examination  was  as  follows:  "The 
specimen  consists  of  the  lower  two-thirds  of  the  leg  and  the  foot. 
There  is  an  ulcerated  area  around  the  external  malleolus  which  ex- 
poses the  peronei  tendons  and  extends  over  the  dorsum  of  the  foot. 
Section  of  the  foot  shows  that  the  skin  and  superficial  fascia  in  the 
plantar  region  are  entirely  necrotic.  On  the  dorsum  the  skin,  fascia 
and  extensor  tendons  all  show  marked  necrosis.  The  deep  muscles, 
including  the  tibiahs  posticus,  the  peronei  and  the  flexor  longus 
hallucis  in  the  posterior  part  of  the  lower  third  of  the  leg  all  show 
extensive  necrosis.  No  thrombus  was  observed  in  either  the  an- 
terior tibial  or  the  dorsalis  pedis  artery.  The  posterior  tibial  artery 
was  traced  to  the  external  and  internal  plantar  and  it  was  observed 
that  it  was  patent.  The  peroneal  artery  was  normal  in  its  relations 
and  structure  up  to  the  junction  of  the  middle  and  lower  third  of 
the  leg.  At  this  point  it  terminated  in  necrotic  muscle.  At  its 
termination  there  is  a  thrombus  of  blood  clot  which  gave  it  a  club- 
shaped  appearance. 

Diagnosis. — Thrombosis  of  the  peroneal  artery;  necrosis  of  the 
skin  and  superficial  fascia;  necrosis  of  the  muscle;  periostitis  of  the 
fibula. 

This  case  is  of  extreme  interest  because  it  occurred  in  a  young 
woman  of  twenty  years  of  age  who  was  always  and  appeared  to  be  in 
the  best  of  health.     It  is  of  further  interest  because,  as  far  as  could 
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be  found  in  looking  over  the  literature,  this  is  only  the  third  case 
on  record  where  gangrene  set  in  after  abortion.  Anderodias  has 
published  one  case  where  the  right  leg  became  gangrenous  after  an 
abortion  in  the  sixth  month,  and  where  death  followed.  The  second 
case  is  pubHshed  by  Begouin  and  Anderodias,  one  of  a  young  woman 
in  whom  both  legs  became  gangrenous  and  the  right  leg  had  to  be 
amputated;  here  also  death  occurred.  In  the  case  reported  by  them 
all  findings  showed  that  there  was  a  vegetative  endocarditis  present. 

The  outcome  in  the  following  case  was  not  as  fortunate  as  in  the 
first.  The  patient,  L.  F.,  a  young  woman,  nineteen  years  of  age, 
was  admitted  to  the  Harlem  Hospital  on  June  12,  1915,  in  generally 
good  condition.  On  June  14,  membranes  ruptured.  Bougie  was 
inserted  11  a.  m.  and  removed  9  p.  m.  No  progress.  Section  of 
anterior  lip  of  cervix.  Medium  forceps  applied.  Traction  intermit- 
tent ten  minutes  L.  0.  A.  changed  to  L.  O.  P.  Forceps  removed. 
Reapplied.  Traction  intermittent  fifteen  minutes.  Double  episi- 
otomy.  Child  dead.  Episiotomy  and  second-degree  laceration 
repaired. 

Two  days  after  confinement  the  patient  had  a  temperature  of 
104.5°  F.  and  a  slight  chill.  On  examination  it  was  noticed  that 
there  were  some  slight  ulcers  around  the  cervix  for  which  the  patient 
received  the  ordinary  treatment — iodine  applications  and  douches. 
The  temperature  dropped  to  ioi°  and  102°  and  on  the  sixth  day 
after  confinement  the  sutures  were  removed  because  the  whole  area 
was  sloughing.  Ten  days  after  confinement  the  patient  still  had 
irregular  temperatures  running  up  to  103°  and  104°  and  even  on  the 
eleventh  day  a  temperature  up  to  105°.  She  looked  like  a  very  sick 
person  although  nothing  could  be  detected  outside  of  the  local  affec- 
tion or  infection,  the  heart  particularly  seeming  to  be  all  right. 
Twelve  days  after  confinement  the  patient  left  the  hospital  against 
advice,  only  to  return  on  July  3,  that  is,  five  days  later,  in  an 
acute  and  critically  ill  condition.  At  this  time  she  again  had  a 
high  temperature  and  examination  revealed  that  both  feet  for  a 
distance  of  about  4  inches  above  the  ankles  were  discolored 
bluish  black,  were  extremely  tender  to  the  touch,  cold,  and  in  some 
places  showing  rather  large  vesicles  filled  with  white  fluid.  A  diag- 
nosis of  beginning  gangrene  of  both  feet  could  easily  be  made.  The 
line  of  demarcation  on  both  feet  was  fairly  well  pronounced  on  about 
the  loth  of  July,  but  the  patient's  general  condition  did  not  permit 
of  any  operative  interference,  and  she  finally  died  on  the  19th 
without  having  been  operated  upon,  due  to  extreme  exhaustion  and 
debihty.  It  was  impossible  for  us  in  this  case  to  get  an  autopsy  so 
we  only  can  guess  at  the  real  cause  of  this  symmetrical  gangrene. 

There  are  many  causes  for  gangrene  during  the  lying-in  period. 
We  only  wish  to  consider  those  which  are  really  due  entirely  to  the 
puerperal  state,  and  not  those  which  are  just  coincident  with  the 
puerperium.  In  both  of  these  cases  we  had  to  deal  with  a  puerperal 
infection — in  the  first  case  of  rather  a  slight  nature,  and  in  the  sec- 
ond case  much  more  severe.  In  the  latter  case  Dr.  Stein  desired  toad- 
vance  the  following  explanation  of  the  occurrence  of  the  symmetrical 
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gangrene.  A  thrombus  left  the  uterus  and  migrated  into  the  uterine 
artery  and  from  there  into  the  internal  iliac  and  common  iliac  artery 
up  to  the  bifurcation  of  the  aorta  where  it  also  occluded  the  other 
common  iliac  artery,  and  by  doing  so  caused  the  symmetrical  gan- 
grene on  both  sides.  This  was  not  the  instance  in  our  first  case. 
Here  I  rather  think  that  a  thrombus  was  formed  in  the  uterine  artery 
and  grew  through  the  internal  iliac  into  the  common  iliac  and  from 
there  into  the  aorta.  A  small  piece  from  that  thrombus  became 
detached  and  was  thrown  into  the  arterial  circulation  of  the  right 
femoral  artery,  causing  the  complete  obstruction  of  the  lower  arteries 
of  the  limb. 

I  might  add  that  as  far  as  can  be  judged  from  a  perusal  of  the  litera- 
ture there  are  only  relatively  few  cases  on  record — altogether  about 
sixty  to  seventy — where  gangrene  during  the  puerperal  state  or 
after  abortions  occurred.  There  are  very  few  cases  on  record  where 
only  the  upper  extremities  were  aflfected,  and  four  cases  on  record 
where  gangrene  of  the  lower  extremities  occurred  after  laparotomies 
for  gynecological  conditions. 

DISCUSSION. 

Dr.  Hermann  J.  Boldt  said  that  as  to  the  vaginal  Cesarean  sec- 
tion it  seemed  to  him  that,  in  primiparae,  at  the  seventh  month  the 
abdominal  operation  was  preferable.  He  knew  that  at  the  hospital 
with  which  Dr.  Stein  was  connected  it  is  the  custom  to  employ  the 
vaginal  Cesarean  section  up  to  the  seventh  month.  Personally 
he  felt  that  the  vaginal  section  was  productive  of  considerable  trau- 
matism, and  he  always  felt  that  he  ought  to  make  an  extensive 
paravaginal  incision  to  insure  satisfactory  delivery. 

As  to  the  cases  of  gangrene.  Dr.  Boldt  said  he  had,  during  the 
past  summer,  seen  a  case  following  a  radical  operation  for  cancer 
of  the  uterus.  In  this  case  the  gangrene  was  limited  to  three  toes. 
There  was  discoloration  present  for  a  period  of  two  weeks,  and  he 
thought  the  toes  would  have  to  be  amputated.  The  toes  were  cold, 
there  was  poor  circulation,  and  loss  of  sensibility.  However,  he 
did  not  operate  and  the  patient  recovered.  A  discussion  of  the 
causes  of  postoperative  gangrene  in  these  cases  would  be  interesting 
but  would  take  too  much  time. 

Dr.  Asa  B.  Davis  said  he  had  seen  the  cases  of  gangrene  that 
Dr.  Stein  had  just  reported,  but  he  did  not  recollect  having  seen  any 
other  similar  ones.  As  to  the  vaginal  Cesarean  section,  his  \aews  on 
that  subject  were  well  known  to  all  present.  Vaginal  Cesarean 
section  was  a  very  difl&cult  operation  in  his  hands  and  he  had  seen 
some  men  operate  who  claimed  that  it  was  easy,  but  in  watching 
them  do  it  it  did  not  seem  easy.  He  did  not  believe  in  doing  a  vaginal 
Cesarean  section  in  any  case  in  which  the  child  had  reached  any 
considerable  size,  but  thought  it  much  safer  to  take  the  abdominal 
route,  especially  in  primiparae,  as  Dr.  Boldt  had  mentioned. 

Dr.  Davis  cited  a  case  of  a  woman,  five  months  pregnant,  who  was 
suffering  from  severe  toxemia.  A  vaginal  Cesarean  section  was 
done.     The  left  side  of  the  cervix  was  torn,  this  was  closed  and  they 
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got  good  apposition  anteriorly,  but  on  the  lower  right  side  of  the 
cervix  there  was  a  band  about  i  inch  thick  which  pulled  the 
cervix  forward.  He  had  seen  the  results  of  vaginal  Cesarean  section 
in  other  cases  and  was  not  favorably  impressed  with  it. 

In  cases  of  hemorrhage  with  the  cervix  closed  and  the  woman  not 
in  labor,  the  hemorrhage  w^as  either  due  to  placenta  previa  or  was 
from  the  placenta,  and  a  woman  should  not  be  allowed  to  have  more 
than  one  such  hemorrhage.  In  reading  up  for  a  paper  which  he  was 
writing,  Dr.  Davis  said  it  was  noticeable  that  when  the  obstetrician 
did  not  wait  after  such  hemorrhages  but  went  in  promptly  the 
results  were  decidedly  better  than  when  he  delayed. 

Dr.  a.  J.  RoNGY  said  that  the  vaginal  Cesarean  section  was  a 
suitable  operation  during  the  earlier  months  of  pregnancy,  but  that 
at  the  seventh  month  it  was  difficult  and  after  the  seventh  month 
was  likely  to  give  one  a  great  deal  of  trouble.  As  to  the  second  case, 
it  seemed  that  a  vaginal  section  should  not  have  been  done  in  this 
instance  where  there  was  a  placenta  previa  hemorrhage. 

As  to  the  postoperative  gangrene,  two  cases  had  come  under  his 
observation,  one  of  these  occurred  eleven  days  after  a  pubiotomy  in  a 
general  hospital  and  the  patient  died  without  having  been  operated 
upon.  The  other  case  followed  a  placenta  previa.  This  patient 
developed  a  pneumonia  also  and  died  on  the  seventeenth  day. 

Cureting  a  uterus  that  was  in  a  septic  condition  was  a  bad  prac- 
tice; such  uteri  should  be  left  alone. 

Dr.  Anthony  H.  Harrigan  asked  if  blood  cultures  had  been 
taken  of  these  cases. 

Dr.  O.  p.  Humpstone  said  he  wanted  to  say  a  word  in  defense  of 
vaginal  Cesarean  section,  for  he  had  a  live  baby  to-night  as  the  result 
of  a  vaginal  Cesarean  section  performed  on  a  woman  at  the  eighth 
month  of  pregnancy,  who  was  having  uremic  convulsions.  Dr. 
Humpstone  said  he  had  not  experienced  such  great  difficulty  with  the 
operation,  and  he  believed  that  in  some  primiparae  involution  was 
made  easier  if  the  section  was  carried  out  in  this  way.  Vaginal 
Cesarean  section  could  be  performed  successfully  at  the  seventh  or 
eighth  month  if  the  baby  was  not  large  and  if  the  anterior  section 
was  employed;  a  posterior  section  added  nothing  that  was  of  ad- 
vantage in  emptying  the  uterus. 

Dr.  LeRoy  Broun  said  that  he  could  recall  but  one  case  of  post- 
operative gangrene.  This  patient  died.  She  was  not  one  of  his 
own  cases  and  he  did  not  know  what  operation  had  been  performed, 
but  he  recalled  that  the  patient  had  a  gangrene  of  the  foot  and  that 
it  continued  to  ascend.  She  had  two  operations,  but  they  were  not 
successful  in  checking  the  disease. 

Dr.  Stein  in  closing  the  discussion  said  that  he  agreed  with  almost 
all  that  had  been  said  as  to  the  indications  for  vaginal  Cesarean  sec- 
tion and  he  had  reported  the  second  case  only  because  it  was  unsuc- 
cessful. Anyone  can  report  successful  cases.  There  is  still,  how- 
ever, a  wide  field  for  the  vaginal  Cesarean  section,  as  in  cases  where 
the  uterus  is  already  infected.  Before  doing  it,  however,  one  has 
to  be  sure  of  one's  technic,  which  is  a  paramount  requisite. 
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In  reference  to  what  was  said  about  leaving  infected  cases  of 
abortions  alone,  Dr.  Stein  said  that  he  knew  very  well  that  many 
gynecologists  leave  those  cases  entirely  alone,  that  is  without  opera- 
tive interference,  and  that  it  was  planned  at  the  Harlem  Hospital 
to  treat  a  series  of  infected,  incomplete  abortions  conservatively,  and 
a  series  operatively,  so  as  to  be  able  to  compare  the  results  in  both 
series. 

Answering  Dr.  Harrigan's  question  Dr.  Stein  said  that  cultures 
from  the  uterus  had  been  taken  but  they  only  showed  mixed  infec- 
tion (streptococcus,  staphylococcus,  etc.).  It  was  not  feasible  to 
make  a  culture  from  the  thrombosed  vessels  due  to  the  decomposed 
state  of  the  entire  amputated  leg. 


FIBROCYST    OF    OVARY    WITH    SUPPURATING    TUBOOVARIAN    CYST    ON 
THE    OPPOSITE    SIDE. 

Dr.  Hermann  J.  Boldt  presented  this  specimen.  The  patient 
was  thirty-seven  years  old  and  had  been  complaining  of  pain  in  the 
lower  abdomen  during  the  last  two  years.  Menstruation  began  at 
fourteen  and  had  always  been  regular,  from  three  to  four  days'  dura- 
tion, of  moderate  quantity,  accompanied  by  severe  cramp-like  pains. 
She  had  never  been  pregnant.  Bimanual  examination  showed  the 
low^er  abdomen  and  pelvis  to  be  filled  with  a  large  tumor  which, 
though  in  part  cystic,  to  a  large  extent  was  so  hard  that  it  resembled 
myomatous  structure,  and  gave  rise  to  the  supposition  that  it  was  a 
pedunculated  myoma  undergoing  disintegration.  On  the  opposite 
side  a  tuboovarian  tumor  was  diagnosed. 

Nearly  2  per  cent,  of  ovarian  tumors  are  fibroids.  A  number  of 
tumors  at  first  sight  impressed  one  as  being  fibroids,  yet  a  histological 
examination  revealed  sarcomatous  structure;  hence  the  necessity  of 
always  submitting  them  to  the  pathologist  for  examination.  The 
occurrence  of  a  fibroid  ovary  in  which  the  larger  part  of  the  tumor 
was  from  all  appearances  a  true  ovarian  cyst  in  structure,  was  com- 
paratively rare.  This  tumor  weighed  originally  2200  grams.  No 
malignant  changes  were  found.  The  other  tumor  was  a  large 
pyosalpinx,  and  the  ovary  was  transformed  into  a  cystic  tumor. 

four   uteri    THE    SEAT    OF    CHRONIC   INFLAMMATION. 

Dr.  Hermann  J.  Boldt  presented  these  specimens.  The  women 
were  between  forty  and  forty-five  years  of  age,  and  had  had  very 
profuse  and  typical  bleeding  for  from  one  to  four  years,  which  re- 
sisted all  other  treatment,  as  repeated  curetings  and  intrauterine 
treatment  at  the  hands  of  their  physicians  and  in  the  clinic.  Because 
of  their  age  it  was  decided  to  extirpate  the  organs  rather  than  to 
spend  more  time  with  a  continuance  of  other  treatment.  It  should 
be  noticed  that  in  three  cases  the  uterus  was  increased  from  double 
to  three  times  the  normal  size,  so  that  in  two  of  the  cases  the  mistaken 
diagnosis  of  probable  adenomyoma  was  excusable.     Indeed,  they 
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showed  small  myomata  in  the  uterine  muscularis.  All  showed  the 
characteristic  increase  of  connective  tissue  and  an  increase  in  the 
muscularis  of  the  blood  vessels.  While  in  the  fourth  case  the  size 
of  the  uterus  was  not  so  much  increased,  the  body  of  the  organ  was 
so  globular  as  to  almost  resemble  a  ball.  The  histological  changes 
were  found  to  be  similar  as  in  the  other  cases. 

In  the  cases  of  younger  individuals  such  radical  treatment  was 
not  carried  out,  but  intrauterine  applications  w^th  zinc  chloride 
were  tried. 


ADENOCARCINOMA  OF  THE  UTERUS  AND  CARCINOMATOUS  GALL- 
BLADDER. 

Dr.  Hermann  J.  Boldt  presented  this  specimen.  The  patient 
was  forty-four  years  old.  Her  last  child  was  born  two  and  a  half 
years  ago.  During  the  past  four  months  her  menstruation  was  very 
profuse  and  at  irregular  intervals.  The  uterus  was  not  increased 
in  size  as  ascertained  by  exploration  with  a  uterine  sound.  An  ex- 
amination of  some  uterine  scrapings  showed  the  typical  picture  of 
adenocarcinoma.  After  extirpation  of  the  uterus,  the  general  ab- 
dominal cavity  was  explored.  It  was  found  that  the  gall-bladder 
was  distended  and  filled  with  gall-stones.  Much  thickening  was 
felt  at  the  neck  of  the  gall-bladder,  so  that  the  microscopic  picture 
of  a  carcinomatous  gall-bladder  was  obvious.  It  was  extirpated  and 
the  subsequent  microscopical  examination  verified  the  suspicion. 
Undoubtedly,  in  Dr.  Boldt's  opinion,  the  uterine  cancer  was  a  metas- 
tasis from  the  gall-bladder.  Quite  frequently  ovarian  cancer  was  a 
metastasis  from  the  stomach  or  gall-bladder;  but  uterine  adenocar- 
cinoma, as  a  metastasis  from  the  gall-bladder,  was  not  of  such  fre- 
quent occurrence. 

Dr.  Hermann  J.  Boldt  read  a  paper  on 


INTERMEDIATE  TRACHELORRHAPHY  AS  A  PROPHYLACTIC  AGAINST  THE 

pernicious  effects  sometimes  CAUSED  BY  LACERATIONS  OF 

THE  CERVIX. 

Dr.  Boldt  advocated  the  repair  of  all  cervical  tears  as  a  prophy- 
lactic measure  and  to  do  this  before  pathological  changes  incident 
to  the  trauma  manifest  themselves.  He  referred  to  an  analyses 
made  by  various  writers  in  which  the  necessity  for  early  operations 
upon  the  lacerated  cervix  are  shown.  Dr.  Boldt  referred  to  the 
fact  that  in  a  previous  thesis  he  had  presented  an  analysis  based  on 
3000  cases  of  childbirth  among  which  there  were  109  who  developed 
subsequent  lesions  that  were  directly  traceable  to  the  cervical 
lacerations.  The  opinions  formed  at  that  time  have  been  unchanged 
by  the  experience  encountered  since.  Dr.  Boldt  did  not  claim  that 
all  lacerations  were  productive  of  pathological  changes,  nor  that  it 
was  practical  nor  necessary  except  in  cases  of  hemorrhage  to  repair 
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every  tear  immediately.  He  thought  it  better  to  wait  until  the  effects 
of  the  contusion  had  passed  off  and  bleeding  had  ceased,  so  that  a 
proper  inspection  could  be  made.  This  time  varied  from  four 
to  six  weeks  post-partum.  Dr.  Boldt  then  described  his  technic. 
Unless  the  patient  was  hypersensitive  no  anesthetic  was  required. 
After  exposing  the  cervix  a  narrow  scalpel  is  used  to  scrape  off  a 
superficial  film  of  tissue  from  the  torn  surface.  These  are  then 
approximated  with  interrupted  chromic  gut  sutures.  Dr.  Boldt 
believes  that  the  method  is  particularly  applicable  for  primiparae, 
an  inspection  being  made  in  several  instances  in  about  four  to  six 
weeks  after  deliver}^ 

DISCUSSION. 

Dr.  Thompson  T.  Sweeny  said  that  experience  had  shown  the 
futility  of  the  immediate  repair  of  the  cervix.  Lacerations  of  the  cer- 
vix, unless  they  were  so  deep  as  to  interfere  with  the  retentive  power 
of  the  uterus,  produced  no  symptoms  save  where  scar  tissue  was  pres- 
ent. He  did  not  think  the  erosions  so  frequently  seen  and  blamed 
upon  the  lacerations  were  caused  by  them,  since  the  same  condi- 
tion was  found  in  virgins  and  was  due  to  the  constant  leucorrheal 
discharge.  If  Dr.  Boldt's  results  were  what  he  claimed,  his  pro- 
cedure was  to  be  recommended,  if  only  to  save  our  patients  from 
the  formation  of  scar  tissue  with  possible  subsequent  cancer 
involvement. 

Dr.  George  W.  Kosmak  stated  that  several  years  ago  one  of  the 
members  of  the  staff  of  the  Lying-in  Hospital  was  working  up  the 
subject  of  the  immediate  repair  of  the  cervix  and  conscientiously 
sutured  up  all  the  tears.  It  was  observed  that  all  the  patients 
promptly  got  up  a  temperature  within  twenty-four  to  thirty-six 
hours.  This  was  probably  due  to  insufficient  drainage  of  the  uterus. 
He  had  been  very  much  interested  in  this  work  at  that  time  and  made 
it  a  practice  to  inspect  all  his  private  cases,  and  had  found  that 
even  when  there  was  a  laceration  that  looked  very  dubious  imme- 
diately after  labor,  that  four  weeks  after  labor  the  laceration  had 
largely  disappeared,  for  as  involution  progressed  the  cervix  became 
smaller  and  likewise  the  laceration  and  the  amount  of  scar  tissue 
was  very  much  lessened.  Moreover,  in  subsequent  labor  the  cer\^x 
was  likely  to  be  torn  in  the  same  line  as  that  of  the  previous  repair. 
Dr.  Kosmak  said  he  believed  that  more  damage  occurred  from  the 
absorption  of  infectious  material,  whether  through  erosions  or  raw 
surfaces,  and  that  wherever  one  had  a  raw  surface  it  should  receive 
proper  treatment.  He  had  seen  several  instances  in  which  a 
neglected  raw  surface  was  followed  by  pelvic  infection.  Raw  sur- 
faces, ulcerations  and  erosions  should  be  treated,  but  one  should  not 
pay  too  much  attention  to  the  laceration  itself.  Dr.  Kosmak  said 
he  had  seen  just  that  day  a  patient  with  a  marked  thickening  of  the 
broad  ligament  which  he  felt  sure  was  due  to  absorption  of  infectious 
material,  and  this  condition  had  developed  within  eight  weeks  after 
labor.  He  had  found  that  by  scraping  the  raw  surfaces  and  tam- 
poning the  vagina  he  got  good  results  at  the  end  of  several  weeks. 
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Dr.  Boldt,  in  closing  the  discussion,  said  that  by  an  intermediate 
operation  he  meant  one  performed  when  the  immediate  effects  of 
labor  had  passed  and  before  any  pathological  changes  had  taken 
place  in  the  cervix,  before  erosion  or  ulceration  had  developed  and 
before  scar  tissue  had  formed.  After  such  changes  had  taken  place 
intermediate  trachelorrhaphy  was  not  indicated. 

The  fear  that  has  been  expressed  that  when  these  tears  are  sown 
up,  as  described,  they  will  give  trouble  in  a  future  pregnancy  need 
not  be  disturbing.  If,  at  a  future  delivery,  they  tear  again  they  can 
be  repaired  again,  for  the  operation  is  simple,  but  employed  as  has 
been  described  it  will  obviate  the  formation  of  erosions,  ulcerations 
and  scar  tissue  in  the  tear.  It  is  a  perfectly  simple  thing  to  take  a 
woman  four  weeks  after  such  an  extensive  tear  has  occurred,  make 
the  surfaces  of  the  tear  raw  and  sew  it  up,  and  if  it  tears  again  at 
the  next  labor  to  do  the  same  thing  over  again. 


REVIEWS. 


The  Aptermath  of  Battle.  By  Edward  D.  Toland.  With  an 
Introduction  by  Owen  Wister.  Small  8vo.  Illustrated,  pp. 
175.     Macmillan,  1916,  $1.00  net. 

In  this  book,  for  the  most  part  in  diary  form,  Mr.  Toland  gives 
his  experiences  as  a  volunteer  worker  in  the  Majestic  Hotel  Hospital, 
Paris,  and  in  the  Harges  Ambulance  Corps  at  Ricquebourg  and  at 
Montdidier,  from  August  to  December,  1914.  He  gives  a  vivid 
picture  of  a  medical  organization  suddenly  confronted  by  the 
overwhelming  problems  of  a  great  war,  and  from  his  observations  a 
lesson  might  be  pointed  on  the  inefficiency  which  comes  from 
unpreparedness.  His  accounts  of  the  surgical  cases  are  naturally 
from  the  layman's  point  of  view  and  have  more  human  than  scientific 
interest.  But  the  human  interest  is  there  in  plenty,  animated  by 
an  undercurrent  of  sympathy  and  humor  which  makes  the  httle 
volume  exceedingly  readable  and  justifies  the  unquaUfied  praise  in 
Mr.  Wister's  spirited  introduction. 

Diseases  of  the  Skin.     By  Henry  H.  Hazen,  A.  B.,  M.  D.     Pro- 
fessor of  Dermatology  in  the  Medical  Department  of  Georgetown 
University;  Professor  of  Dermatology  in  the  Medical  Department 
of  Howard  University;  former  Assistant  in  Dermatology  in   the 
Johns  Hopkins  University;  Member  of  the  American   Dermato- 
logical    Association.     8vo.,    pp.    539.     With    233     Illustrations, 
including  four  Colored  Plates.     St.  Louis:  C.  V.  Mosby  Co.,  1915. 
This  is  a  very  good  book  for  the  practitioner  as  it  contains  a  wealth 
of  material  so  arranged  that  the  reader  easily  grasps  the  essential 
facts.     The  illustrations  are  well  chosen.     The  text  is  clear    and 
direct.     Reference   is   facilitated   by   placing   paragraph   heads   in 
black-faced  type.     The  author  shows  himself  to  be  a  careful  and 
thorough  worker   and  has  had   enough  experience   to  speak  with 
authority. 
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OBSTETRICS. 


Internal  Secretion  of  the  Placenta  and  its  Action  on  the  Other 
Glands  of  Internal  Secretion. — Ercole  Cova  {Ann.  di  ost.  e  gin., 
Sept.,  1915)  has  made  an  experimental  study  of  the  secretions  of  the 
placenta  which,  absorbed  and  passing  into  the  circulation,  act  as 
stimulants  to  organs  situated  at  a  distance.  Beginning  with  the 
fact  that  the  mucosa  of  the  uterus  becomes  modified  during  preg- 
nancy in  a  typical  and  constant  manner,  the  author  has  tried  to  repro- 
duce such  a  condition  in  animals  in  a  two-horned  uterus,  by  limiting 
the  pregnancy  artificially  to  one  horn.  In  these  animals  he  found  that 
the  same  hypertrophy  went  on  in  the  separated  portion  of  the  uterus 
as  in  the  normally  connected  portion.  The  author  also  prepared  an 
extract  of  the  placenta  and  injected  this  into  rabbits  and  guinea-pigs 
repeatedly,  watching  what  effect  it  would  have  on  the  uterus  and  on 
other  organs  of  the  body.  He  gives  these  results  of  his  investiga- 
tions: Alcoholic  extracts  of  the  placenta  produced  a  manifest 
hypertrophy  of  the  mammae,  uterus,  and  vagina,  with  characteristics 
similar  to  those  of  pregnancy.  The  ovaries  in  the  rabbits  increased 
in  volume:  in  the  pigs  they  did  not  increase.  In  both  animals  there 
resulted  a  diminution  of  the  follicles  with  degeneration,  and  an 
increase  of  the  interstitial  gland,  which  in  the  rabbit  took  the  place 
of  almost  all  the  ovarian  tissue,  and  hypertrophy  of  the  corpora 
lutea.  In  the  ovaries  there  were  modifications  of  the  pregnant  type. 
In  the  mammae  the  interstitial  substance  contained  lipoid  cells: 
similar  elements  were  found  in  the  myometrium  and  in  the  uterine 
mucosa.  The  increase  in  the  interstitial  substance  of  the  ovaries 
proves  endocrinal  function.  From  these  observations  we  may  de- 
duce some  idea  of  the  causes  of  the  differentiation  of  the  corpus 
luteum  of  pregnancy  from  that  of  menstruation.  The  greater 
development  is  due  to  the  presence  of  the  placenta  and  the  action  of 
its  internal  secretion  on  these  endocrinous  glands.  The  suprarenal 
capsules  increase  in  size,  especially  the  cortical  portion.  In  the 
thyroids  the  endocellular  granules  of  secretion  increase.  The 
placental  extracts  may  be  used  therapeutically  in  cases  of  hypoplasia 
of  the  uterus,  and  will  cause  growth  of  the  uterus.  In  hemorrhagic 
neuritis  amenorrhea  may  be  caused  by  acting  on  the  ovary  and  pro- 
voking anatomical  and  functional  modifications  of  the  pregnant  type. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Treatment  of  Ureteral  Fistula  by  Nephrectomy. — Carlo  Colombino 
{Ann.  di  ost.  e  gin.,  July,  191 5)  says  that  the  mechanism  of  origin  of 
ureteral  fistula  is  diverse.  For  the  most  part  it  arises  from  a  necrosis 
due  to  traumatism  following  operation,  to  inflammation,  or  cancer. 
Gauze  drains  after  operation  may  cause  compression  and  necrosis. 
In  such  cases  the  fistula  begins  to  show  itself  about  three  weeks  after 
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operation  or  later.  If  there  has  been  a  laceration  of  the  ureter,  or 
the  ureter  has  been  cut  during  the  operation  unknown  to  the  opera- 
tor, the  fistula  appears  early.  Most  fistulae  are  vaginoureteral; 
seldom  are  they  cutaneoabdominal.  They  may  be  cured  by  plastic 
operations  on  the  fistulous  tract,  by  ureterocystotomy,  or  by  nephrec- 
tomy. Plastic  operations  have  but  little  scope.  Ureterocystotomy 
is  useful  when  the  kidney  of  that  side  is  normal  and  conditions  will 
permit  of  its  use.  Nephrectomy  is  to  be  used  in  cases  in  which 
there  is  infection  of  the  kidney  on  the  affected  side  and  the  opposite 
kidney  is  normal.  The  author  cites  two  cases  resulting  from  removal 
of  a  fibromyoma  of  the  uterus.  Infection  of  the  kidney  is  almost 
impossible  to  prevent.  In  some  cases  the  kidney  has  been  excluded 
by  a  ligature,  and  atrophy  has  occurred.  Expectant  treatment  has 
in  view  the  spontaneous  healing  of  the  fistula  with  an  uninfected 
kidney  it  is  allowable  to  implant  the  ureter  into  the  bladder  or 
intestine;  with  an  infected  kidney  extirpation  is  the  best  treatment. 
Infection  may  occur  before  the  fistula  has  become  manifest,  due  to 
the  suppurative  process  that  has  caused  the  fistula.  Here  conserva- 
tive surgery  is  impossible.  Urological  examination  should  be 
methodical  and  complete. 

Radiotherapy  of  Cancer  of  the  Cervix  Uteri. — P.  Degrais  {Ann.  de 
gyn.  el  d'ohst.,  Sept.-Oct.,  1915)  gives  the  results  of  a  large  number 
of  treatments  of  cancer  of  the  cervix  uteri  by  means  of  radium.  He 
does  not  make  any  statistical  report,  but  picks  out  especially  favor- 
able results  from  the  point  of  view  of  permanent  benefit  obtained. 
He  has  seen  remarkable  regressions  and  marked  prolongation  of 
life  in  many  cases  under  this  treatment.  The  role  of  radium  is 
often  to  come  to  the  assistance  of  surgery,  by  making  the  operation 
easier,  radium  being  used  before  it  to  soften  the  growth,  or  as  a 
preventive  measure  against  recurrence  after  hysterectomy,  partial 
extirpation,  or  curettage.  Radium  may  be  used  to  make  tolerable 
the  lives  of  patients  who  though  having  inoperable  tumors  suffer 
from  hemorrhages,  and  fetid  discharges.  Pain  and  hemorrhages  are 
stopped.  It  is  especially  valuable  in  inoperable  cases  and  may  give 
the  patient  many  years  of  bearable  existence,  instead  of  an  early  and 
painful  death.  It  is  especially  valuable  in  early  cases  of  the  vegetat- 
ing form  of  cancer,  in  some  of  which  it  may  give  a  perfect  recovery 
without  other  treatment.  The  author  has  had  such  a  case  under 
observation  for  the  last  five  years  with  no  recurrence.  He  generally 
does  a  curettage  before  using  radium.  It  indicates  the  points  in 
which  we  should  especially  apply  the  radium,  for  at  these  points  the 
curet  enters  deeply  into  soft  tissues.  In  inoperable  cases  he  also 
uses  curettage  first,  since  it  permits  the  rays  to  enter  more  deeply 
into  the  pathological  tissues.  The  radium  stops  pain  and  hemor- 
rhage, and  causes  cicatrization:  it  lessens  cachexia,  increases  appetite, 
allows  flesh  to  be  gained,  and  improves  the  general  health.  It  may 
be  best  to  apply  radium  in  both  the  vagina  and  rectum  so  as  to 
affect  more  pathological  tissues  at  the  same  time.  After  improve- 
ment from  one  application  a  second  may  not  affect  the  pathological 
tissues,  and  the  disease  may  go  on  unrestrained. 
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Indications  for  Radium  Therapy  in  Cancer  of   the   Uterus. — 

Madame  Fabre  (Aim.  d'obst.  et  de  gyn.,  Sept.-Oct.,  1915)  from  her 
study  of  the  use  of  radium  in  cancer  of  the  uterus  concludes  that 
inoperable  cancers  and  recurrences  should  be  treated  exclusively  by 
radium,  the  surgeon  being  secondary  in  importance;  in  cases  at  the 
limit  of  operability  radium  should  be  used  preparatory  to  surgery  to 
blanch,  and  dry  the  neoplasm  and  make  operation  easier.  Extir- 
patable  cancers  should  be  left  to  surgery,  but  here  radium  should  be 
used  to  prevent  recurrence.  The  best  results  are  to  be  obtained  in 
cancers  of  the  vegetating  form.  All  the  symptoms  are  improved  at 
once,  and  cicatrization  may  occur.  The  author  condemns  the  pre- 
liminary curettage  as  causing  greater  hemorrhage.  There  is  always 
a  marked  flow  of  albuminous  fluids  and  an  accompanying  hyper- 
leukocytosis,  which  may  be  so  great  a  drain  on  the  system  as  to 
prove  fatal.  Perforations,  fistulae,  or  parametritis  may  occur.  The 
terebrant  form  of  cancer,  where  the  cervix  is  empty,  wide,  and  there 
is  deep  infiltration  does  not  do  well  with  radium  treatment.  Radium 
is  most  important  in  preventing  recurrences.  The  author  has 
treated  193  cases  in  six  years,  all  inoperable;  log  cases  treated  in 
full  cachexia  or  the  precachectic  stage  have  presented  marked  im- 
provement and  lived  from  six  months  to  two  years. 

Disease  of  the  Extraperitoneal  Appendix  Vennif  onnis. — A.  Strauss 
(Surg.,  Gyn.,  and  Obst.,  191 5,  xxi,  318)  says  that  extraperitoneal 
position  of  the  appendix  is  not  uncommon,  therefore  the  operator 
must  be  on  the  alert  not  to  miss  an  extraperitoneal  appendix  and 
consider  that  it  has  sloughed  away  or  that  there  was  none.  Disease 
of  an  extraperitoneal  appendix  may  give  a  straightforward  picture 
of  appendicitis,  or  it  may  simulate  perinephric  abscess  or  psoas  ab- 
scess. It  may  cause  a  subhepatic  abscess  or  a  fecal  fistula.  Fetid 
pus  obtained  from  an  abscess  incised  in  the  right  lumbar  region 
should  suggest  to  the  operator  a  diseased  extraperitoneal  appendix 
as  the  etiological  factor.  Several  illustrative  cases  are  reported  by 
the  writer. 

Primary  Carcinoma  of  the  Appendix. — Reporting  three  cases  of 
this  condition  and  reviewing  the  literature,  L.  B.  Meyer  {Surg.,  Gyn., 
and  Obst.,  1915,  xxi,  354)  states  that  carcinoma  of  the  appendix  is 
known  to  occur  in  about  0.5  per  cent,  of  all  removed  appendices. 
It  is  a  condition  never  recognized  before  operation  and  usually  un- 
recognized at  the  time  of  operation.  While  up  to  the  present  time 
the  condition  has  been  considered  as  histologically  malignant,  but 
clinically  benign,  it  must  be  recognized  that  cHnically  malignant 
cases  do  occur.  It  is  not  impossible  that  some  carcinomata  in  the 
abdomen  in  which  no  primary  growth  is  discoverable,  e.g.,  carcinoma 
of  the  peritoneum,  a  nonepithelial  organ,  may  be  secondary  to 
carcinoma  of  the  appendix. 

Treatment  of  Cervical  Carcinoma. — S.  M.  D.  Clark  (Jour.  A.  M. 
A.,  1915,  Ixv,  1171)  thinks  that  the  heat  method  alone  has  doubtful 
curative  properties,  and  should  be  viewed  in  the  light  of  a  valuable 
adjunct  in  the  treatment  of  cervical  carcinoma.  However,  in  ex- 
tremely obese  women,  it  offers  the  best  and  only  chance  for  a  per- 
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manent  cure.  Heat  should  be  used  as  a  routine  in  all  types  of 
cervical  carcinoma,  except  in  hopelessly  advanced  cases.  The  liga- 
tion of  both  internal  iliacs  and  one  ovarian  possesses  definite  merit, 
and  when  combined  with  heat,  furnishes  the  best  means  of  converting 
the  border-line  cases  into  frankly  operable  ones.  It  cannot  be  too 
strongly  emphasized  that  the  combined  application  of  heat  and  liga- 
tion of  vessels,  on  the  one  hand,  and  total  extirpation,  on  the  other, 
in^all  except  clearly  operable  cases,  should  be  done  as  a  two-stage 
operation.  In  the  combination  of  heat  with  starvation,  we  have 
a  valuable  means  of  markedly  increasing  the  operability  and  of 
decreasing  the  primary  mortality  of  radical  extirpation.  Heat 
combined  with  extensive  arterial  ligation,  followed  by  radical  hys- 
terectomy, offers  the  greatest  possibilities  for  permanent  cure. 

Causes  of  Backward  Displacement  of  the  Uterus. — Referring  to 
the  possibility  of  the  causation  of  displacement  of  the  uterus  by 
railroad  or  trafl&c  accidents,  P.  F.  Williams  {Anier.  Jour.  Med.  Set., 
1915,  cl,  264)  has  examined  the  histories  of  529  cases,  in  thirteen, 
or  2  per  cent,  of  which  a  history  of  accident  or  trauma  was  found. 
It  should  be  necessary  in  a  legal  action  to  recover  damages  to  show 
that  the  patient  had  been  healthy  and  physically  able,  and  that  the 
uterus  was  in  a  normal  anteflexed  position  before  the  accident.  It 
is  possible  to  conceive  that  a  partially  retroverted  uterus  could  by 
a  hard  fall  on  the  back  or  buttocks  be  converted  into  a  completely 
retroverted  uterus,  but  it  is  equally  inconceivable  that  a  fall  for- 
ward on  the  face  or  side  could  be  able  to  produce  any  such  displace- 
ment. That  retroversion  may  be  caused  by  trauma  is  possible,  but 
it  is  apparent  that  traumatic  retrodisplacement  of  the  uterus  is  very 
rare;  and  that  unless  it  can  be  shown  that  the  uterus  was  in  normal 
position  just  before  the  accident  or  injury,  it  is  impossible  to  prove 
that  the  displacement  had  a  traumatic  origin. 

Shock  and  Hemorrhage. — F.  C.  Mann  {Surg.,Gyn.  and  Obst.,  1915, 
xxi,  430)  summarizes  his  experimental  results  as  follows:  In  a  normal 
dog  66  per  cent,  of  the  blood  can  be  obtained  from  the  femoral  artery 
and  10  per  cent,  from  the  heart,  making  a  total  of  76  per  cent,  which 
can  be  secured,  leaving  24  per  cent,  in  the  tissues.  In  an  animal  in 
which  the  cervical  cord  is  sectioned,  producing  medullary  vasomotor 
paralysis,  54  per  cent,  of  the  blood  can  be  obtained  from  the  femoral 
artery  and  12  per  cent,  from  the  heart,  a  total  of  66  per  cent.,  leaving 
34  per  cent,  in  the  tissues.  In  an  animal  in  which  blood  pressure 
is  depressed  practically  to  zero  by  an  overdose  of  ether,  46  per  cent, 
of  the  blood  can  be  obtained  from  the  femoral  artery  and  13  per 
cent,  from  the  heart,  making  a  total  of  59  per  cent.,  leaving  41  per 
cent,  in  the  tissues.  In  an  animal  in  which  the  viscera  have  been 
exposed  until  the  clinical  signs  of  shock  are  present  but  in  which  the 
vasomotor  reflexes  are  as  active  or  even  more  so  than  in  the  normal 
condition,  only  28  per  cent,  of  the  blood  can  be  obtained  from  the 
femoral  artery  and  11  per  cent,  from  the  heart,  making  a  total  of 
39  per  cent.,  leaving  61  per  cent,  in  the  tissues.  The  writer  concludes 
that  the  clinical  signs  of  shock  which  appear  after  section  of  the  ab- 
domen and  exposure  of  the  viscera  are  due  to  a  loss  of  circulatory 
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fluid.  This  loss  of  fluid  is  not  dependent  upon  any  primary  impair- 
ment of  the  medullary  vasomotor  center  and  takes  place  at  a  point 
beyond  the  control  of  the  vasomotor  mechanism.  The  causes  for 
this  loss  of  fluid  are  apparently  the  same  as  those  which  determine 
the  accumulation  of  fluid  in  any  other  irritated  area  and  produce 
the  signs  of  inflammation.  The  nervous  system  probably  plays  no 
greater  part  in  the  former  case  than  in  the  latter.  The  condition 
is  made  grave  when  the  viscera  are  exposed  because  of  the  great 
vascularity  of  the  tissues  involved. 

Appendectomy  through  the  Right  Inguinal  Canal. — The  now  well- 
estabHshed  custom  of  removing  the  appendix  whenever  the  lower 
abdomen  is  opened  led  G.  de  Tarnowsky  {Jour.  A.  M.  A.,  191 5,  Ixv, 
1548)  to  adopt  the  habit  of  carrying  out  the  same  proyhylactic  pro- 
cedure during  the  performance  of  all  right  inguinal  herniotomies, 
whether  of  the  oblique  or  direct  t}'pe.  He  has  performed  the  opera- 
tion over  fifty  times  with  uniformly  good  results.  The  usual  herni- 
otomy incision  is  employed,  opening  the  inguinal  canal.  The  sac 
is  separated  from  the  cord,  the  sac  opened,  and  its  contents — if  any — 
dropped  back  into  the  peritoneal  cavity.  The  contents  of  the  in- 
guinal canal  are  protected  by  means  of  a  gauze  pad.  The  index- 
finger  of  the  right  hand  is  passed  through  the  sac  opening  obliquely 
upward  and  outward,  that  is,  continuing  in  the  direction  of  the  canal. 
The  finger  is  swept  along  the  iliac  fossa  from  without  inwardly  until 
the  cecum  is  encountered.  The  appendix  can  often  be  recognized 
by  the  touch,  and  its  relative  position  ascertained.  If  the  internal 
ring  admits  two  fingers  or  can  be  readily  stretched  to  admit  them, 
both  index-  and  middle-fingers  are  introduced,  the  cecum  is  grasped 
between  them,  and  delivered.  When  the  appendix  is  freely  movable, 
it  is  often  possible  to  hook  the  index-finger  over  its  base  and  thus 
deliver  it,  only  one  finger  being  necessary  for  this  maneuver.  With 
a  small,  not  readily  distensible  ring,  by  passing  a  straight  intestinal 
forceps  of  the  Barrett  t\'pe  alongside  of  the  index-finger,  the  cecum 
can  be  identified,  grasped  by  the  forceps  and  delivered.  A  surgical 
cotton  glove  may  be  put  on  over  the  rubber  one  in  order  to  obtain 
a  better  grasp  of  the  slippery  cecum  or  appendix.  Having  grasped 
the  appendix  or  its  mesentery  by  means  of  a  suitable  forceps,  as 
much  of  the  cecum  as  possible  should  be  replaced  into  the  peritoneal 
cavity  before  going  any  further.  This  will  avoid  any  possible 
danger  of  strangulation.  The  purse-string  suture  is  placed  around 
the  base  of  the  appendix  before  it  is  amputated  or  its  mesentery  is 
tied  off.  In  the  retrocecal  type  of  appendix,  with  very  short  mesen- 
ten,',  it  is  much  easier  to  amputate  the  appendix  first  at  its  base, 
between  two  clamps,  dissecting  it  out  from  below  upward  and  control- 
ling the  blood  supply  by  means  of  a  running  suture  of  fine  silk  or 
catgut.  These  closely  adherent  retrocecal  cases  are  the  only  diffi- 
cult ones  to  remove.  It  is  a  waste  of  time  to  try  to  reach  the  tip  of 
the  appendix  first;  the  tension  is  so  great  that  either  the  mesentery 
or  appendix  will  tear.  Suture  of  the  short  mesoappendix  must  be 
done  by  means  of  a  short  full-curved  needle;  here  again  it  seems 
easier  to  begin  proximally,  that  is,  at  the  stump  of  the  appendix, 
and  suture  upward,  using  the  glover's  lock-stitch. 
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TREATMENT  OF  PERTUSSIS. 

BY 
I.  L.  POLOZKER,  M.  D., 

Assistant  Professor  of  Pediatrics,  Detroit  College  of  Med.  Surgery;  Pediatrician  to 
Providence  Hospital,  Detroit,  Mich. 

It  is  not  my  desire  to  introduce  any  new  remedies  to  the  over- 
abundant list  already  used  for  this  disease,  but  to  call  attention  to 
the  fact,  that  we,  as  yet,  have  nothing  that  will  either  abort,  or 
effect  a  cure. 

Nearly  everything  in  the  line  of  therapeutics  has  been  used  at  one 
time  or  another  for  whooping-cough.  While  the  past  year  has  seen 
so  much  new  in  pediatrics,  nothing  new  of  any  consequence,  has 
been  found  for  pertussis. 

Having  charge  of  loo  consecutive  cases  of  pertussis,  of  which  I 
had  full  control  of  the  treatment,  let  us  see  what  we  can  learn  there- 
from. In  this  series  there  was  only  one  adult,  a  woman  thirty-six 
years  old.  Nineteen  cases  were  in  infants  under  one  year  old,  sixty 
cases  were  between  the  ages  of  three  and  five,  eleven  cases  were 
between  the  ages  of  five  and  seven  years  old,  nine  between  the  ages 
of  seven  and  twelve  years  old.  In  this  series  we  had  more  male 
than  female  children,  the  proportion  being  about  six  to  four.  As  to 
contagiousness,  only  in  two  instances  have  the  other  children 
escaped  when  pertussis  broke  out  in  the  family,  and  in  these  in- 
stances the  children  who  did  not  contract  the  disease  were  over  ten 
years  old.  The  duration  varied  between  six  and  sixteen  weeks, 
counting  from  the  time  we  first  saw  the  child,  though  some  of  the 
children  had  been  coughing  weeks  before  we  saw  them.  The  usual 
complication  as  bronchopneumonia,  none,  however,  appeared  m 
children  over  five  years  of  age.  Of  those  under  one  year  old  70  per 
cent,  contracted  pneumonia;  and  all  of  these  cases  under  nine  months 
old,  died.     Five  per  cent,  of  all  the  cases  had  subconjunctival  hemor- 
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rhage  and  12  per  cent.,  hemorrhage  from  the  nose.  One  developed 
otitis  media.  Ulcer  of  the  frenum  was  noticed  in  all  of  the  cases;  6 
per  cent,  of  all  the  cases,  all  of  which  were  under  two  years  of  age,  had 
convulsions.  The  period  of  incubation  in  all  the  cases,  as  far  as  we 
could  determine,  was  from  ten  to  sixteen  days.  In  all  the  cases,  we 
insisted  that  the  children  should  be  kept  out  of  doors  during  the  day 
and  in  well-ventilated  rooms  at  night,  the  child  being,  of  course,  well 
protected  with  warm  clothing  and  wraps.  At  night  in  the  sleeping 
room  inhalations  of  some  volatile  oil  were  used,  so  as  to  have  the 
room  saturated  with  its  vapor;  usually  oil  of  tar,  or  eucalyptus,  and 
in  a  few  cases,  where  the  adults  did  not  object,  creosote.  The  child 
was  made  to  inhale  these  vapors  for  a  few  minutes,  several  times  a 
day.  In  all  except  the  adult,  who  refused  to  take  it,  pertussin 
vaccine  was  used,  an  injection  being  given  every  fourth  day.  Early 
in  the  disease  we  used  the  mixed  vaccine  (i  c.c.  pertussin  vaccine 
combined,  containing  120,000,000  bacteria)  later  the  Bordet  bacilli 
alone  are  employed.  Some  had  only  two,  and  some  as  high  as 
twelve  injections.  The  vaccine  was  also  used  as  a  prophylactic 
in  the  well  children,  but  all  contracted  the  disease.  In  not  a  single 
instance  under  ten  years,  has  the  vaccine  acted  as  an  eflScient 
prophylactic.  Along  with  the  vaccine  and  inhalation,  every  case 
received  medicinal  treatment,  and  this  was  divided  into  ten  different 
forms. 

The  first  group  received  flouriform  water  2%o  per  cent.,  tea- 
spoonful  every  two  hours. 

The  second  group  received  beUadonna,  usually  in  the  form  of 
atropine  solution,  until  we  got  the  physiological  effects. 

The  third  group  were  put  on  heroin  and  sodium  bromide,  gr.  3'^8 
of  the  former,  and  gr.  i.  of  the  latter,  for  children  under  one  year 
old,  under  three  years  old,  gr.  3-^4  and  gr.  2  over  three,  gr.  3-^4  to  gr. 
>{ 2  and  gr.  iii. 

The  fourth  group  received  adrenalin  solution,  i  to  1000,  i  minim 
when  under  one  year  old,  2  minims  when  under  three  years  old, 
and  3  minims  when  over  three  j^ears  old,  every  four  hours. 

To  the  fifth  group,  antipyrine  and  opium  were  given;  the  anti- 
pyrine,  usually  i  to  3  grains  every  three  hours,  beginning  after 
I  P.  M.;  the  opium  in  the  form  of  the  camphorated  tincture  or  dover's 
powder  every  three  hours  by  day. 

The  sixth  group  were  given  chloretone  in  solution;  given  to  the 
older  children  in  capsule  or  tablet  form. 

The  seventh  group  were  getting  pertussin  and  diatussin. 

In  the  eighth  group,  bromoform  was  used,  giving  in  infants,  i  or 
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2  minims  every  three  or  four  hours  in  a  teaspoonful  of  water. 
In  one  case,  an  infant  four  months  old,  it  was  pushed  and  we  got  a 
very  beautiful  pustular  eruption,  resembling  variola. 

In  the  ninth  group  we  used  the  vapo-cresoline  lamp,  and  chloral 
during  the  spasmotic  stage. 

To  the  tenth  group  quinine  or  euquinine  was  given  in  doses  of  from 
2  to  5  grains,  every  four  hours. 

As  a  whole  I  can  say  that  it  mattered  very  Uttle  what  the  medica- 
tion was,  the  disease  ran  its  usual  course.  My  experience  with 
vaccine,  as  compared  with  experience  before  the  vaccine  period,  has 
impressed  me  with  its  value  so  that  I  shall  continue  its  use  in  the 
future. 

Our  last  hope  lies  in  the  prevention  of  this  disease  by  early  diag- 
nosis and  proper  segregation. 

The  blood  examination  ofifers  us  some  early  help,  and  it  certainly 
should  be  made  use  of.  There  is  always  present  a  leukocytosis, 
which  exceeds  that  of  any  of  the  afebrile  disturbances  of  the  res- 
piratory tract;  it  appears  early  and  disappears  with  the  stage  of 
decline,  it  is  usually  15,000  to  25,000  and  it  may  reach  50,000. 

Early  recognition  by  the  complement-deviation  test  is  also  of  much 
value.  Friedlander  and  Wagner  have  modified  this  test  and  get  a 
reaction  in  the  early  stages.  They  use  the  Noguchi  hemolytic 
system;  the  antigen  is  prepared  from  fresh  cultures  of  Bordet  bacilU, 
grown  on  ascitic  fluid  in  agar  for  seventy- two  hours;  this  gave  a 
positive  reaction  in  the  catarrhal  stage  of  this  disease  in  thirteen  out 
of  fourteen  cases.  Boards  of  Health  should  aid  physicians  in  making 
this  test  and  should  not  only  request  that  pertussis  be  reported,  but 
should  insist  on  having  it  isolated.  Hospitals  for  the  care  of  such 
cases  should  be  estabhshed.  Day  after  day  we  see  cases  of  pertussis 
mingling  with  well  children,  in  the  waiting  rooms  of  our  dispensaries. 
Bearing  in  mind  that  in  1906  there  were  10,000  deaths  in  the  United 
States  from  this  disease,  and  that  only  a  few  cities  have  especial 
wards  or  hospital  accommodations  for  it.  We  should  use  great  care 
to  make  an  early  diagnosis,  should  emphasize  the  importance  of  the 
disease  and  should  isolate  our  cases. 

1229  David  Whitney  Building. 
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TEETHING  AS  A  DIAGNOSIS  FOR  MANY  ILLS. 

BY 
J.  EPSTEIN,  M.  D., 

New  York. 

Teething  is  a  transitional  period  between  infancy  and  childhood 
preparing  the  infant  for  the  change  from  a  milk  diet  to  one  of  semi- 
solid and  solid  food.  It  is  a  normal  physiologic  process  in  the  life 
and  development  of  the  infant  and  usually  gives  rise  to  no  pain  or 
ill  health.  Occasionally,  however,  like  every  other  physiologic 
function,  dentition  causes  certain  disturbances  in  the  health  of  the 
infant,  but  its  etiologic  and  pathologic  importance  have  been 
grossly  exaggerated  and  almost  every  disease  of  infancy  and  child- 
hood has  been  diagnosed  as  teething  much  to  the  injury  of  many  little 
patients. 

In  the  course  of  examination  of  a  large  number  of  infants  and 
young  children  I  saw  cases  of  gingivitis,  stomatitis,  tonsillitis,  retro- 
pharyngeal abscess,  otitis  media,  gastrointestinal  diseases  and  con- 
vulsions diagnosed  as  teething.  It  is  wrong  to  make  a  diagnosis  of 
teething  because  the  infant  or  young  child  happens  to  be  fretful  and 
irritable  and  has  red  and  swollen  gums  with  dribbling  of  saliva  from 
the  mouth  or  because  he  has  a  diarrhea,  or  a  convulsion  or  an  obscure 
fever.  While  dentition  may  cause  redness  and  swelling  of  the  gums, 
in  the  majority  of  cases  the  swollen  gums  like  many  other  diseases 
of  infancy  and  childhood  have  no  relation  to  dentition.  A  careful 
history  and  physical  examination  of  every  sick  infant  and  young 
child  will  always  lead  to  a  proper  diagnosis  and  the  teeth  will  not  be 
blamed  for  so  many  ills. 

Very  early  in  the  embryologic  development  of  the  fetus  the  teeth 
are  formed  from  two  germ  layers,  the  ectoderm  and  the  mesoderm, 
the  former  giving  rise  to  the  enamel  and  the  latter  to  the  rest  of  the 
teeth.  They  undergo  various  changes  and  transformations  till  at 
birth  there  are  ready  formed  the  tooth-germs  of  the  temporary  or 
milk  teeth.  As  the  tooth-germs  undergo  ossification  and  increase 
in  size  they  approach  nearer  and  nearer  the  surface  of  the  gums 
aided  to  some  extent  by  the  absorption  or  atrophy  of  the  upper 
layers  of  the  ridge  of  the  gums,  and  when  the  infant  is  about  six 
months  old  they  gradually  break  through  in  a  certain  definite  order. 
In  rare  instances  the  infant  is  born  with  one  or  more  teeth  alreadv  cut 
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through,  a  condition  called  dentitio  precox,  which  probably  has  no 
significance  beyond  that  they  must  be  extracted  in  order  to  enable 
the  mother  to  nurse  the  infant.  In  some  cases  dentition  is  much 
delayed,  called  dentitio  tarda,  this  must  not  always  be  considered 
as  a  sign  of  ill  health,  though  in  the  majority  of  cases  it  is  due  to 
improper  feeding,  rickets  or  cretinism. 

It  seems  strange  that  the  teeth  which  follow  the  normal  embryo- 
logic  events  and  develop  like  the  rest  of  the  human  body  should 
cause  disturbances  in  the  health  of  the  infant  during  the  period  of 
dentition  which  is  probably  a  continuation  of  a  process  of  growth  and 
formation  begun  in  intrauterine  life.  It  is,  therefore,  reasonable  to 
assume  that  in  the  majority  of  cases  of  so-called  difficult  dentition 
there  is  an  underlying  local  or  constitutional  disease  which  causes 
the  normal  physiologic  function  of  dentition  to  become  a  pathologic 
process. 

The  treatment  of  difiicult  dentition  is  that  of  the  underlying  dis- 
ease. ^Nlouth  infection  should  be  treated  with  a  mild  alkaline  anti- 
septic solution.  Rickets  which  is  a  common  cause  of  disturbed 
dentition  as  well  as  malnutrition  and  gastrointestinal  disturbances 
require  proper  feeding.  Convulsions  during  dentition  may  be  the 
result  of  various  diseases  or  it  may  be  tetany  which  is  usually 
associated  with  rickets.  Teething  rings,  pieces  of  arrow-root  and 
other  articles  which  mothers  give  to  their  infants  to  bite  on  in  the 
belief  that  they  cause  easy  teething  are  responsible  for  many  mouth 
infections.  As  soon  as  the  teeth  have  cut  through  the  gums,  they 
must  receive  proper  care.  Once  or  twice  a  day  they  should  be 
cleaned  with  a  soft  cloth  wet  wdth  warm  water  or  a  warm  mild 
alkaline  solution,  later  a  soft  tooth  brush  may  be  used.  It  is  very 
important  to  the  health  and  nutrition  of  every  child  that  the  tem- 
porary teeth  should  be  maintained  in  as  perfect  a  condition  as 
possible  and  not  allowed  to  decay.  Caries  of  the  teeth  may  cause 
periostitis,  alveolar  abscess,  oral  sepsis  and  through  the  absorption 
of  toxins  elaborated  around  decayed  teeth,  anemia,  endocarditis, 
myocarditis,  arthritis  and  other  constitutional  diseases.  The 
temporary  as  well  as  the  permanent  teeth  should  be  periodically 
examined  and  treated  by  a  dentist. 

222  East  Broadway. 
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Meeting  of  December  2,  191 5. 
The  President,  Walter  B.  James,  M.  D.,  in  the  Chair. 
This  meeting  was  held  under  the  auspices  of  the  Section  on  Pediatrics' 

a  discussion  of  acidosis  with  special  referenxe  to  that 

OCCURRING   in   THE   DISEASES    OF    CHILDHOOD. 

Dr.  John  Rowland  and  Dr.  W.  McKim  Marriott,  of  Johns 
Hopkins  University,  Baltimore. —It  is  quite  generally  assumed 
that  the  acetone  bodies  are  very  abnormal  and  that  their  presence 
signifies  an  unusual  complication  in  the  course  of  disease,  whereas 
in  many  instances  we  may  liken  the  mere  presence  of  acetonuria  to 
fever,  for  it  occurs  in  most  of  the  infectious  diseases  of  childhood 
with  much  the  regularity  that  fever  does.  The  quantitative  differ- 
ence between  the  mere  presence  of  the  acetone  bodies  and  their 
production  in  sufiicient  amount  to  threaten  life  is  an  enormous  one. 
To  guard  against  the  deleterious  influence  of  acids  formed  or  intro- 
duced into  the  body,  a  most  efficient  mechanism  is  available.  It  is 
only  necessary  to  consider  this  mechanism  from  the  standpoint  of 
the  blood  since  this  serves  to  regulate  the  reaction  for  the  entire 
body.  The  important  constituents  of  the  blood  influencing  this 
regulation  of  the  reaction  are  sodium  bicarbonate,  occurring  chiefly 
in  the  plasma;  the  acid  and  alkaline  phosphates  of  potassium,  found 
almost  entirely  within  the  red  blood  cells,  and  the  proteins.  Acids, 
whether  formed  in  the  body  or  introduced  from  outside,  displace  the 
carbonic  acid  from  the  sodium  bicarbonate  and  set  carbon  dioxide 
free.  This  excess  of  carbon  dioxide  is  removed  by  the  increased 
pulmonary  ventilation,  leaving  a  neutral  salt,  sodium  oxybutrate 
or  chloride,  or  what  not,  to  be  removed  by  the  kidneys.  Such  a 
mechanism  allows  relatively  high  amounts  of  abnormal  acids  to  be 
at  once  rendered  innocuous  and  removed.  Thus  dyspnea,  or  more 
properly  hyperpnea,  under  abnormal  circumstances,  is  an  agent  of 
greatest  value  in  ridding  the  body  of  carbon  dioxide  and  keeping 
the  reaction  within  normal  limits.  Hyperpnea  is  the  best  evidence 
of  acidosis  to  be  obtained  by  physical  examination  alone.  The 
second  defense  of  the  body  by  which  acids  are  removed  is  elimination 
by  way  of  the  kidneys;  these  have  the  capacity  to  excrete  an  acid 
urine  from  a  nearly  neutral  blood.  A  third  method  of  defense  is 
offered  by  the  proteins.  It  depends  upon  their  amphoteric  char- 
acter.    These  three  means  of  defense  act  svnchronouslv  and  reside 
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in  the  blood  itself.  The  body  possesses  a  further  means  of  defense 
in  that  it  is  able  to  neutralize  acid  by  the  production  of  alkali  in  the 
form  of  ammonia.  A  consideration  of  these  facts  makes  it  plain 
that  there  may  be  all  degrees  of  acid  production  and  retention,  as 
a  result  of  which  it  is  difficult  to  set  a  limit  and  say  when  acidosis  is 
present.  Severe  and  fatal  acidosis  may  even  occur  when  no  ab- 
normal acids  can  be  found.  The  means  by  which  acidosis  is  recog- 
nized are  examination  of  the  urine  or  blood  for  the  presence  of  ab- 
normal acids  and  evidence  of  unusual  activity  of  the  body's  defenses, 
by  determining  the  amount  of  ammonia  excreted  by  the  urine  and 
its  relation  to  the  total  nitrogen  excretion.  A  high  ammonia  coeffi- 
cient while  suggestive  of  acidosis  should  not  be  taken  as  conclusive 
proof  unless  the  presence  of  acidosis  is  confirmed  by  other  means. 
We  determine  the  evidence  of  increased  pulmonary  ventilation  by 
spirometer  measurements  or  by  the  determination  of  carbon  dioxide 
percentage  in  the  alveolar  air.  There  is  a  diminished  carbon  dioxide 
tension  of  the  blood  in  acidosis  because  there  is  less  bicarbonate  in 
the  blood.  Some  of  it  has  been  taken  to  neutralize  acids  and  what 
is  left  is  incapable  of  maintaining  the  normal  reaction  of  the  plasma, 
when  carbon  dioxide  from  the  tissues  is  poured  into  it  in  the  usual 
amounts.  There  is  a  shifting  of  the  reaction  of  the  blood  toward 
the  acid  side  and  thus  the  respiratory  center  is  stimulated  and  the 
increased  pulmonary  ventilation  serves  to  rapidly  remove  the  carbon 
dioxide  and  the  carbon  dioxide  level  in  the  blood  is  lowered.  The 
blood  reaction  tends  to  return  to  normal  but  as  the  carbon  dioxide 
is  constantly  formed  the  dyspnea  becomes  constant  unless  the  sodium 
bicarbonate  content  of  the  blood  plasma  is  renewed.  The  quantity 
of  carbon  dioxide  excreted  by  the  lungs  is  not  appreciably  changed 
but  it  is  diluted  as  the  result  of  the  increased  amount  of  air  entering 
and  leaving  the  lungs.  For  this  reason  the  carbon  dioxide  percentage 
or  tension  of  the  alveolar  air  is  lower  than  normal.  Bicarbonate 
deficiency  in  the  plasma  is  an  indication  of  acidosis  and  may  be 
recognized  in  a  variety  of  ways.  One  of  the  oldest  is  the  determina- 
tion of  the  carbon  dioxide  given  off  by  the  plasma  when  acid  is  added 
to  it.  This  method  has  recently  been  made  applicable  to  clinical 
medicine  by  Van  Slyke.  A  diminution  in  the  volume  of  carbon 
dioxide  given  off  indicates  the  depletion  of  the  bicarbonate  content 
of  the  blood.  The  test  introduced  by  Sellards  also  indicates  a 
deficiency  in  bicarbonate  in  the  plasma.  Finally  the  bicarbonate 
depletion  may  be  determined  roughly  by  giving  sodium  bicarbonate 
as  recently  practised  by  Sellards,  Henderson  and  Palmer.  With 
acidosis  an  increased  amount  of  bicarbonate  is  necessary  to  bring 
about  an  altered  reaction  of  the  urine.  This  is  usually  spoken  of  as 
the  tolerance  for  alkalies.  The  reserve  alkali  may  also  be  deter- 
mined by  titration  of  the  blood  with  dilute  acid. 

When  the  defenses  of  the  body  against  acids  break  down  the  reac- 
tion of  the  blood  changes.  The  reaction  of  the  blood  may  be  deter- 
mined either  by  the  electrical  method  or  by  the  more  recent  indicator 
method.  What  is  determined  is  the  concentration  of  hydrogen  ions. 
If  the  hydrogen  ions  predominate  the  blood  is  acid.     In  uncompen- 
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sated  acidosis  the  hydrogen  ion  concentration  of  the  serum  is 
increased.  Coincident  with  this  there  is  a  diminution  in  the  capacity 
of  the  hemoglobin  to  combine  with  oxygen.  The  methods  which  we 
have  used  in  the  cases  to  be  described  are  chiefly  the  determination  of 
the  carbon  dioxide  in  the  alveolar  air,  Sellard's  test,  the  alkali  toler- 
ance, the  determination  of  the  hydrogen  ion  concentration  of  the 
serum  and  the  oxygen  combining  power  of  the  hemoglobin. 

In  childhood  acidosis  resulting  from  the  production  of  abnormal 
acids  is  found  chiefly  in  diabetes  and  recurrent  vomiting.  A  study  of 
diabetes  in  children  shows  very  well  the  enormous  amount  of  acid 
that  may  be  taken  care  of  vnih  no  disturbance  of  the  reaction  of  the 
blood  and  with  no  effect  upon  the  respiration. 

In  recurrent  vomiting  the  conditions  are  more  obscure  and  less 
understood  than  in  diabetes.  Alonzo  Taylor  in  the  study  of  one 
typical  case  has  found  that  the  presence  of  the  acetone  bodies  might 
be  referred  to  starvation,  since  in  his  case  they  did  not  appear  until 
two  or  three  days  after  the  onset  of  the  attack.  Hilliger  observed 
the  production  of  attacks  of  recurrent  vomiting  by  limiting  the  car- 
bohydrate intake,  but  we  can  hardly  look  upon  carbohydrate  restric- 
tion as  the  usual  cause  of  attacks  of  recurrent  vomiting.  Neither  are 
the  acetone  bodies  usually  slow  in  appearing  in  the  urine;  they  are 
often  found  in  large  quantities  a  few  hours  after  the  beginning  of 
vomiting  and  cannot  be  accounted  for  on  the  basis  of  starvation. 

We  have  studied  a  mild  and  a  fatal  case  of  recurrent  vomiting. 
The  mild  case  was  perfectly  t\^ical  and  occurred  in  a  boy  five  years  of 
age  who  had  had  repeatedly  such  attacks.  He  vomited  for  three 
days  and  eliminated  in  twenty-four  hours  3  grams  of  betaoxybutyric 
acid."  His  blood  sugar  was  0.071  per  cent.,  singularly  close  to  the 
figures  found  in  Hilliger's  cases  with  the  onset  of  vomiting.  The  fatal 
case  was  seen  only  in  the  last  hours  of  life.  It  occurred  in  a  child 
three  and  one-half  years  old,  apparently  without  cause  and  when  the 
child  was  upon  a  rational  diet.  The  end  came  at  the  end  of  forty- 
eight  hours  after  his  admission  to  the  hospital  in  coma  and  with 
hyperpnea.  Sellard's  test  showed  a  great  reduction  of  the  bicarbo- 
nate in  the  blood;  the  hydrogen  ion  concentration  was  increased 
and  the  tolerance  for  alkahes  was  increased  so  that  9  grams  of 
sodium  bicarbonate  was  given  intravenously  without  bringing  about 
an  alteration  in  the  reaction  of  the  urine.  The  acetone  bodies  in 
the  blood  were  170  mgms.  per  100  grams,  as  much  as  is  found  in 
the  blood  of  an  adult  in  diabetic  coma.  Clearly  the  acidosis  was 
due  to  the  acetone  bodies.  Another  case  occurring  in  a  boy  of 
three  years  who  was  sent  to  the  hospital  for  a  tumor  of  the  antrum 
of  Highmore.  It  was  discovered  that  this  was  in  all  probability 
secondary  to  an  inoperable  tumor  of  the  kidney.  There  was  noth- 
ing unusual  in  his  condition  until  it  was  discovered  one  evening  that 
he  was  breathing  heavily  with  slight  effort.  The  next  day  h}^er- 
pnea  was  marked.  There  was  no  cyanosis.  The  bicarbonate  in  his 
blood  as  shown  by  Sellard's  test  was  much  reduced  and  the  reaction 
of  the  blood  had  shifted  in  the  direction  of  acidity.  He  was  given 
7  grams  of  bicarbonate   of  soda   intravenously.     Before    2   grams 
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had  been  injected  a  distinct  improvement  in  his  breathing  was 
noticed  and  twenty  minutes  after  the  completion  of  the  injection 
he  was  breathing  quietly  and  had  fallen  asleep.  Four  weeks  later 
the  boy  developed  another  attack  of  dyspnea  which  was  promptly 
terminated  by  another  infusion  of  bicarbonate.  We  have  studied 
chiefly  the  acidosis  occurring  in  the  diarrheal  diseases  of  infancy 
and  have  found  that  infants  with  severe  diarrhea  may  die  with  no 
evidences  of  acidosis  whatever.  This  is  true  of  the  majority.  On 
the  other  hand,  a  number  of  infants  with  severe  diarrhea  do  develop 
evidence  of  acidosis  and  the  overwhelming  majority  of  these  die. 
The  clinical  evidence  of  the  acidosis  is  hyperpnea.  When  there  has 
been  deep  labored  breathing  without  cyanosis  we  have  always  been 
able  to  obtain  other  proof  of  acidosis.  We  have  found  a  low-carbon 
dioxide  tension  in  the  alveolar  air  by  the  use  of  Plesch's  method 
modified  so  that  it  is  applicable  for  use  with  infants.  The  carbon 
dioxide  tension  of  the  air  in  normal  infants  varies  between  35  and  42 
mm.  while  in  acidosis  it  is  less  than  this,  frequently  between  15  and 
25  mm.,  and  with  these  infants  the  Sellard's  test  is  positive.  There 
is  also  a  great  tolerance  for  alkali  so  that  relatively  large  amounts 
of  bicarbonate  of  soda  must  be  administered  in  order  to  change  the 
reaction  of  the  urine.  In  all  the  severe  cases  the  reaction  of  the 
blood  by  the  indicator  method  has  shown  a  distinct  shifting  of  the 
reaction  in  the  direction  of  acidity.  This  reaction  may  again  be- 
come normal  upon  giving  alkalies  in  sufficient  quantity.  Finally 
evidence  has  been  obtained  of  an  alteration  in  the  reaction  of  the 
blood  by  determining  a  great  lowering  of  the  combining  power  of 
the  hemoglobin.  Having  found  the  evidences  of  acidosis  the  ques- 
tion comes  up  as  to  what  produces  this  acidosis.  Uncompleted 
studies  made  in  our  laboratory  seem  to  show  that  potential 
alkali  is  not  lost  in  diarrheal  stools.  At  the  present  time  it  cannot  be 
maintained  that  an  excess  of  sodium  or  potassium  in  the  stools  shows 
acidosis.  In  the  absence  of  proof  that  abnormal  acids  are  present 
or  that  base  is  lost  we  have  sought  for  further  explanation  for  the 
production  of  acidosis.  There  is  one  striking  symptom  of  the  severe 
acidosis  of  infancy  and  that  is  a  diminution  of  the  output  of  urine. 
Complete  anuria  is  by  no  means  unusual.  With  the  knowledge  now 
available  this  seems  to  offer  an  explanation  of  the  accumulation  of 
acids  and  we  are  at  present  engaged  on  a  study  of  this  phase  of  the 
question.  From  a  review  of  the  cases  presented  we  may  say  that 
acidosis  is  not  uncommon  in  infancy  and  childhood,  and  while  it  is 
especially  frequent  in  severe  diarrhea  of  infancy,  it  may  appear  in  a 
variety  of  diseases,  and  sometimes,  apparently  alone.  Its  recognition 
in  older  children  is  not  difiicult,  the  character  of  the  respiration  being 
usually  sufficient  to  arrest  one's  attention.  And  one  or  two  relatively 
simple  laboratory  tests  will  quickly  determine  the  question.  Older 
children  react  promptly  and  sometimes  permanently  to  alkali  therapy. 
It  may  be  possible  to  stop  the  clinical  and  laboratory  evidences  of  ac- 
idosis in  infants  but  they  usually  die.  For  this  reason  we  should  not 
wait  until  acidosis  has  been  demonstrated.  From  the  beginning  we 
should  give  bicarbonate  of  soda  to  infants  with  severe  diarrhea  in 
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sufficient  quantity  to  render  the  urine  alkaline  and  keep  it  so.  The 
alkalies  may  be  given  by  mouth,  by  rectum,  subcutaneously  or 
intravenously.  Intravenous  administration  is  the  method  of  choice 
when  rapidity  of  action  is  desired,  and  with  acidosis  rapidity  of  action 
is  always  desirable.  If  faciUties  for  intravenous  injection  are  not  at 
hand,  the  injection  may  be  made  subcutaneously.  A  4  per  cent, 
solution  is  employed  for  the  intravenous  and  a  2  per  cent,  for 
subcutaneous  use,  the  amount  to  be  gauged  to  meet  individual 
indications.  As  much  as  10  grams  in  twenty-four  hours  may  be 
required. 

DISCUSSION  ON  DR.  HOWLAND'S  PAPER. 

Dr.  Donald  D.  Van  Slyke. — Our  experience  has  been  in  such 
complete  agreement  with  that  of  Dr.  Howland  that  there  appears  lit- 
tle to  add  to  what  he  has  said.  It  has  been  suggested,  however,  that 
some  interest  would  attach  to  a  definition  of  acidosis  from  the  stand- 
point of  a  chemist.     Such  a  definition  I  would  state  as  follows: 

Acidosis  is  a  condition  in  which  an  accumulation  of  acids  occurs  in 
the  body,  and  which  results  from  the  failure  of  eHmination  to  keep 
pace  with  the  production  of  acids.  It  may  result,  as  in  diabetes, 
from  an  overwhelmingly  rapid  production  of  acids,  which  even  a 
normal  eliminating  mechanism  cannot  keep  up  with;  or  it  may,  as  in 
some  cases  of  nephritis,  result  from  failure  in  the  eliminating  mechan- 
ism to  dispose  of  even  the  amount  of  acid  formed  in  ordinary  metabo- 
lism. Whatever  the  cause,  the  direct  result  is  that  the  bicarbon- 
ate content  of  the  body  fluids  is  lowered;  since  retention  of  any  of 
the  metabolic  acids  other  than  carbonic  results  in  the  decomposition 
of  an  equivalent  amount  of  bicarbonate  in  the  fluids.  Because  of 
this  fact,  the  determination  of  the  bicarbonate  content  of  the  blood 
plasma  is  the  most  direct  method  for  detecting  the  presence  and 
severity  of  an  acidosis.  According  to  our  definition,  and  also,  as  far 
as  our  experience  goes,  from  the  standpoint  of  gravity  of  the  clinical 
condition,  the  severity  of  acidosis  is  proportional  to  the  fall  below 
normal  of  the  bicarbonate  content  of  the  plasma.  The  methods  which 
are  of  real  value  for  the  detection  of  acidosis  are  either  those  for  direct 
estimation  of  the  bicarbonate  content  of  the  blood  or  for  the  in- 
direct estimation  of  this  value. 

The  most  reliable  method  in  our  behef,  as  stated  above,  is  the 
direct  determination  of  the  plasma  bicarbonate.  This  is  done  very 
simply  by  acidifying  a  known  volume,  usually  i  c.c,  of  plasma,  and 
measuring  the  amount  of  carbon  dioxide  gas  which  is  set  free.  We 
find  by  this  method  that  in  the  normal  adult  we  obtain  carbon  dioxide 
gas  equal  to  55  to  75  volume  per  cent,  of  the  plasma  from  which  it  is 
set  free.  When  this  has  fallen  to  30  per  cent,  acidosis  is  becoming 
dangerous.  In  the  interval  between  55  and  30  per  cent,  the  carbon 
dioxide  determination  gives  warning,  although  there  are  likely  to  be 
no  physical  symptoms  whatever.  When  the  figure  falls  below  30  per 
cent,  in  an  adult,  acidosis  is  serious,  and  when  it  falls  as  low  as  20  per 
cent,  it  seems  nearly  certain  to  be  fatal. 

The  alveolar  carbon  dioxide  owes  its  value  to  the  fact  that  it  is  an 
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indirect  measure  of  the  bicarbonate  content  of  the  plasma.  In  order 
to  keep  the  hydrogen  ion  concentration  of  the  plasma  at  its  proper 
level,  the  respiratory  center  maintains  the  ratio  between  the  amount 
of  carbon  dioxide  in  the  forms  of  free  carbonic  acid  and  bicarbonate, 
respectively,  at  i :  20.  Thus  a  normal  plasma  contains  about  60 
volume  per  cent,  of  bicarbonate  CO2,  and  3  volume  per  cent,  of 
CO2  dissolved  as  free  carbonic  acid.  If  acids  accumulate  sufficient  to 
reduce,  the  bicarbonate  CO2  to  30  per  cent.,  respiration  and  circula- 
tion are  normally  so  stimulated  that  the  carbonic  acid  CO2  is  reduced 
to  1 3^  per  cent.  Now  the  concentration  of  carbon  dioxide  gas  in  the 
alveolar  air  is,  in  accordance  with  the  solubility  of  CO2,  about  twice 
the  concentration  of  the  free  carbonic  acid  in  the  blood  with  which 
the  alveolar  air  is  in  gaseous  equilibrium.  Consequently,  in  normal 
individuals  we  have  approximately  60  per  cent,  of  bicarbonate  CO2,  in 
the  plasma  J^o  or  3  per  cent,  of  carbonic  acid  CO2,  and  in  the  alveo- 
lar air  6  volume  per  cent.  If  the  bicarbonate  CO2  is  reduced  to  half, 
the  respiratory  mechanism  reduces  the  carbonic  acid  CO2  of  the 
plasma  also  to  half,  and  the  physical  laws  of  the  gas  solubility  also 
reduce  the  percentage  of  carbon  dioxide  in  the  alveolar  air  by  half. 
For  this  reason  the  alveolar  CO2  is  an  indirect  measure  of  the  bicar- 
bonate and  is  useful  to  such  degree  as  it  is  an  accurate  measure  of  the 
plasma  bicarbonate. 

In  regard  to  the  accuracy  of  this  indirect  measure,  our  experience 
has  been  that  in  normal  individuals  the  alveolar  CO2  indicates  within 
a  limit  of  error  of  about  one  part  in  five  the  level^of  the  plasma  bicar- 
bonate. We  have  found  in  the  Rockefeller  Hospital  that  the  same 
limit  of  error  holds  for  diabetics,  so  that  the  alveolar  carbon  dioxide 
is  of  use  in  diagnosing  diabetic  acidosis  when  it  is  not  desirable  to 
draw  blood  for  the  direct  determination.  In  certain  other  patho- 
logical conditions,  however,  as  has  been  found  by  Dr.  Peters  at  the 
Presbyterian  Hospital,  for  certain  cardiacs,  the  alveolar  carbon 
dioxide  is  no  measure  at  all  of  the  plasma  bicarbonate,  or  of  acidosis. 
The  value  of  the  alveolar  carbon  dioxide  as  a  measure  of  acidosis  is 
dependent  upon  the  normal  function  of  the  entire  respiratory  and 
circulatory  apparatus. 

The  alkaline  tolerance  method  used  by  Sellards  and  by  Henderson 
and  Palmer  may  also  be  considered  an  indirect  measure  of  the  plasma 
bicarbonate.  When  the  bicarbonate  CO2  of  the  plasma  is  raised  to 
approximately  75  per  cent.,  as  shown  by  unpublished  experiments 
of  Fitz,  CuUen,  and  Stillman  at  the  Rockefeller  Hospital,  a  normal 
individual  will  excrete  an  alkaline  urine.  Consequently  the  amount 
of  bicarbonate  which  must  be  administered  in  order  to  turn  the  urine 
alkaline  is  directly  proportional  to  the  extent  to  which  the  bicarbon- 
ate content  of  the  body  fluids  has  fallen  below  this  point.  As  the 
alveolar  CO2  test  depends  on  normal  function  of  the  respiratory 
mechanism,  so  the  alkaline  tolerance  test  depends  on  normal  function 
of  the  kidneys. 

Determination  of  the  hydrogen  ion  concentration  of  the  blood,  by 
even  the  most  accurate  methods  now  available,  appears  of  less  value 
for  warning  of  acidosis  than  any  of  the  above  methods.     The  body 
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maintains  the  blood  hydrogen  ion  concentration  at  its  normal  level 
with  such  extreme  tenacity,  that  only  after  the  bicarbonate  concen- 
tration has  fallen  to  so  low  a  level,  that  the  respiratory  apparatus 
can  no  longer  keep  the  free  carbonic  acid  down  to  its  normal  ratio  of 
one-twentieth  the  bicarbonate,  does  the  hydrogen  ion  concentration 
of  the  blood  actually  increase;  and  when  this  point  has  been  reached, 
the  degree  of  acidosis  is  severe.  Changes  in  hydrogen  ion  concen- 
tration of  the  blood  afford,  therefore,  only  a  very  tardy  warning  of 
the  development  of  acidosis.  It  is  possible  that  the  dialysate  of  the 
blood,  which  is  the  fluid  tested  in  Rowntree's  test  for  hydrogen  ion 
concentration,  may  show  changes  in  this  valve  when  the  blood  does 
not,  and  therefore  be  of  more  clinical  value  than  a  direct  determina- 
tion of  the  actual  hydrogen  ion  concentration  of  the  blood. 

I  might  again  emphasize  that  acidosis  may  be  caused,  not  only  by 
overproduction  of  acids,  but  also  by  a  retarded  elimination.  In 
such  cases  the  urine  gives  especially  fallacious  indications  of  the 
condition  of  acidosis.  A  patient  may  be  sinking  in  acidosis  steadily 
toward  coma,  with  only  normal  excretion  of  acids  and  ammonia,  and 
he  may  turn  and  begin  recovery  when  this  excretion  becomes  in- 
creased, and  apparently  as  a  result  of  the  greater  excretion.  We 
have  seen  such  a  case  in  which  the  urinary  findings  alone  would  have 
led  to  conclusions  exactly  opposite  the  truth  in  regard  to  the  direc- 
tion in  which  the  patient  was  progressing.  The  significance  of  urinary 
analyses  in  giving  evidence  of  abnormal  metabolism  should  not  be 
minimized,  but  such  analyses  do  not  show  whether  acids  are  accumu- 
lating within  the  organism. 

Dr.  Grah.am  Lusk. — ^There  are  two  forms  of  organic  acids  pro- 
duced from  the  metabolism  of  the  food  stuffs,  the  acetone  bodies, 
represented  by  jS-hydroxybutyric  acid,  and  lactic  acid.  Fats  pro- 
duce /3-hydroxybutyric  acid  and  carbohydrates  lactic  acid.  Proteins 
produce  both  classes  of  acids,  /3-hydroxybutyric  acid  from  tyrosin  or 
leucin,  for  example,  and  lactic  acid  from  glucose  which  may  be 
formed  from  alanine,  glutamic  acid  and  so  forth.  Dr.  Rowland  has 
spoken  of  the  possibility  of  there  being  other  organic  acids  than 
/3-hydroxybutyric  acid  and  it  may  be  interesting  to  suggest  the  possi- 
bility of  the  formation  of  lactic  acid  in  the  cases  he  has  cited. 

Lactic  acid  has  been  found  to  be  a  constant  constituent  of  human 
blood  after  exercise  (Fries)  and  after  ascending  high  mountains 
(Barcroft).  In  dogs  it  appears  in  the  blood  after  cramps  produced 
by  strychnine  or  after  phosphorus  poisoning.  Spiro's  observation, 
in  1877,  of  the  presence  of  lactic  acid  in  human  urine  after  exercise 
has  been  confirmed  by  Ryffel,  and  by  Hill.  Underbill  finds  a  large 
eUmination  of  lactic  acid  in  dogs  in  consequence  of  the  activity  which 
follows  the  administration  of  cocaine.  Underbill  reports  only  a  slight 
increase  in  the  ammonia  output  the  amount  of  which  is  usually 
held  to  be  a  criterion  of  the  intensity  of  acidosis.  That  lactic  acid 
which  is  produced  under  all  these  conditions  is  derived  from  glucose 
follows  from  the  fact  that  if  one  gives  strychnine  to  a  depancreatized 
diabetic  dog,  violent  convulsions  ensue  without  any  production  of 
lactic  acid  (Saas),  and  that  if  one  produces  phlorhizin  glycosuria  in  a 
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dog  poisoned  with  phosphorus  lactic  acid  disappears  from  both 
blood  and  urine  (Lusk). 

In  1 90 1  Miinzer  and  Loewy  administered  sodium  bicarbonate 
NaHCOa  to  dogs  poisoned  with  phosphorus  and  in  consequence  am- 
monia almost  disappeared  from  the  urine  indicating  that  the  urea- 
forming  function  was  normal.  In  many  ways  the  children  described 
by  Howland  recall  the  behavior  of  dogs  poisoned  with  phosphorus. 
Possibly  a  search  for  lactic  acid  in  this  disease  as  well  as  in  other 
pathological  states  involving  acidosis  when  the  acetone  bodies  are 
absent,  may  lead  to  new  information  on  this  subject. 

Dr.  L.  Emmett  Holt.— After  listening  to  a  paper  like  Dr.  How- 
land's  the  clinician  feels  himself  very  much  at  a  loss  in  the  discussion 
of  acidosis.  However,  I  would  like  to  emphasize  what  Dr.  Howland 
has  said  regarding  the  frequency  of  acetone  in  the  urine  in  children, 
often  without  any  clinical  significance.  One  of  the  members  of  the 
House  Staff  of  the  Babies'  Hospital  tabulated  200  consecutive  urines 
examined  in  young  children  and  found  that  acetone  was  present  in 
30  per  cent,  of  the  cases.  Of  those  suffering  from  lobar  pneumonia 
70  per  cent,  showed  acetonuria.  When  a  physician  sends  a  sample 
of  urine  to  a  laboratory  for  analysis  and  gets  the  report  that  there 
is  a  strong  reaction  for  acetone  present  he  often  concludes  that  his 
patient  is  in  a  serious  condition  because  of  this  finding,  while  it  is 
usually  of  no  importance.  Again,  there  may  be  a  serious  acidosis 
present  with  very  slight  or  no  evidence  so  far  as  the  acetone  bodies 
in  the  urine  are  concerned.  In  a  series  of  cases  studied  in  the  Babies' 
Hospital  three  determinations  were  made:  the  ammonia  nitrogen 
content  of  the  urine,  the  carbon  dioxide  combining  power  of  the 
blood  and  the  acetone  in  the  urine.  The  ammonia  nitrogen  in  the 
urine  ran  quite  parallel  with  the  CO2  combining  power  of  the  blood 
but  there  was  no  constant  relation  between  these  two  and  the  acetone 
bodies  in  the  urine.  I  would  like  to  call  attention  to  the  occurrence 
of  acidosis  in  infants  fed  for  a  long  time  on  very  high  percentages  of 
fats.  This  is  not  an  uncommon  thing.  Such  children  may  go  on 
very  well  for  a  time  when  an  acute  upset  occurs  with  symptoms  of 
marked  acidosis  due,  it  has  been  stated  and  I  think  rightly,  to  loss 
of  bases  from  the  body  in  combination  with  the  fats  in  the  stools. 

The  great  difficulty  in  recognizing  acidosis  seems  to  be  with  refer- 
ence to  early  diagnosis.  Cases  of  severe  diarrhea  with  marked  acido- 
sis are  nearly  always  fatal.  We  are  greatly  in  need  of  means  by 
which  this  condition  can  be  recognized  early  by  the  practising 
physician.  Dr.  Van  Slyke's  test,  a  determination  of  the  CO2  com- 
bining power  of  the  blood  seems  the  most  practicable  for  clinical 
use.  It  can  be  made  from  i  or  2  c.c.  of  blood;  with  the  proper 
apparatus  the  test  can  be  made  in  twenty  minutes.  The  sample  of 
blood  could  be  sent  to  a  laboratory,  as  for  a  Wassermann  test;  and 
it  can  be  made  with  even  less  blood. 

Attention  should  be  called  to  the  danger  of  the  development  of 
acidosis  in  children  who  have  been  kept  for  a  long  time  on  a  one- 
sided diet.  I  recall  one  case  occurring  in  an  infant  fed  for  many 
months  on  very  high  protein  and  low  carbohydrate  diet.     When  the 
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breakdown  occurred  a  loss  of  over  6  pounds  in  weight  followed  and 
it  was  over  four  months  before  the  symptoms  were  entirely  over. 
This  case  illustrates  the  dangers  of  a  one-sided  diet  and  the  need  of 
getting  back  as  soon  as  possible  to  a  properly  balanced  ration.  Ex- 
cessively high  carbohydrates,  excessively  high  proteins  or  excessively 
high  fats  may  all  be  productive  of  serious  disturbances  of  metabolism 
and  the  sooner  one  can  place  a  child  who,  because  of  serious  disturb- 
ances of  digestion,  is  taking  an  abnormal  diet  back  to  one  in  which 
all  the  elements  of  the  food  are  properly  represented,  the  better. 

Dr.  Oscar  M.  Schloss. — My  experience  with  acidosis  has  been 
confirmed  almost  entirely  to  intestinal  intoxication  in  young  infants. 
In  a  small  group  of  such  cases  I  have  determined  the  carbon  dioxide 
content  of  the  blood,  the  ammonia  content  of  the  urine  and  the 
tolerance  to  sodium  bicarbonate.  The  results  of  the  tests  are  in 
accord  with  those  of  Drs.  Rowland  and  Marriott.  In  several  cases 
the  relatively  shght  importance  of  acetone  and  diacetic  acid  in  the 
urine  was  well  shown.  Despite  a  great  reduction  of  the  carbon 
dioxide  of  the  blood  and  increased  tolerance  to  sodium  bicarbonate, 
the  urine  contained  no  acetone  or  diacetic  acid. 

Dr.  Rowland  has  mentioned  the  uncertainty  of  the  urinary  am- 
monia as  an  index  to  the  presence  or  degree  of  acidosis.  This  has 
been  true  in  several  of  my  cases  and  is  in  accord  with  an  experiment 
of  Sherman  and  Gettler.  They  found  that  when  a  subject  was  fed 
a  diet  productive  of  high  acidity,  only  a  relatively  small  portion  of 
the  calculated  acid  appeared  in  the  urine  combined  with  ammonia, 
the  greater  portion  being  excreted  as  acid  or  acid  salts.  It  is  per- 
haps of  interest  in  this  connection  that  the  ash  of  cow's  milk  has 
relatively  sUght  basic  properties. 

During  the  past  summer  the  cases  of  intestinal  intoxication  with 
marked  dyspnea  admitted  to  the  service  of  Dr.  La  Fetra  at  Bellevue 
Hospital  were  treated  by  administration  of  large  doses  of  sodium 
bicarbonate.  The  drug  was  given  by  mouth,  by  subcutaneous  or 
intravenous  injection,  and  by  the  Murphy  drip  method.  Forty- 
two  cases  were  treated  of  which  thirty-one  terminated  fatally.  Four 
patients  recovered  completely,  three  left  the  hospital  in  an  improved 
condition  and  three  were  taken  home  unimproved.  A  study  of  the 
fatal  cases  is  of  interest.  Sixteen  of  the  thirty-one  patients  showed 
very  marked  improvement.  The  dyspnea  ceased  and  the  general 
condition  of  the  patient  was  much  improved,  so  that  we  all  felt  that 
recovery  was  probable.  Death  was  usually  due  to  a  recurrence  of 
the  intoxication  which  appeared  suddenly  and  was  of  short  duration. 
It  seemed  to  us  that  the  alkah  relieved  the  symptoms  of  intoxication 
but  was  without  influence  on  the  underlying  nutritional  disorder. 

Dr.  Herman  Schwarz. — Three  types  of  acidosis  were  seen  and 
studied.  First,  secondary  to  a  gastral  enteric  condition.  The 
second  one  which  is  commonly  called  recurrent  or  periodic  vomiting, 
and  the  third  type  following,  or  in  conjunction  with  infectious 
diseases,  especially  that  which  is  commonly  called  grippe.  The  last 
form  is  secondary  usually  to  an  infection  of  the  naso-pharynx,  has  a 
tendency  to  recur  with  other  attacks  of  nasopharyngitis,  and  is  thus 
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mistaken  for  the  true  form  of  periodic  vomiting.  An  interesting 
differential  point  is  the  polymorphonuclear  leukocytosis,  which 
occurs  in  the  infectious  type  and  a  lymphocytosis  which  is  invari- 
ably present  in  cases  of  true  cyclic  or  recurrent  vomiting,  either 
during  the  attack  or  in  the  interval.  I  have  studied  these  three 
types  of  acidosis  from  the  standpoint  of  the  blood  sugar  content  and 
from  the  way  the  blood  sugar  reacts  upon  the  administration  of 
sugar  to  these  children.  As  far  as  the  blood  sugar  content  is  con- 
cerned, I  might  say  that  it  may  be  either  normal,  or  when  sugar  is 
present  in  the  urine,  there  may  be  a  hyperglycemia.  In  the  normal 
child  or  adult,  if  glucose  is  given  four  or  six  hours  after  the  last  meal 
an  immediate  increase  in  the  blood  sugar  can  be  demonstrated. 
This  increase  rises  rapidly,  usually  well  within  the  first  hour  and 
before  two  and  one-half  hours  have  elapsed,  the  blood  sugar  content 
•has  again  reached  that  which  it  was  before  the  administration  of  the 
sugar.  With  the  cases  of  acidosis,  curiously  enough,  the  same  rapid 
rise  is  demonstrated  immediately  after  the  administration  of  sugar, 
but  after  three  or  four  hours  or  even  more,  the  blood  sugar  may  be 
much  above  what  it  was  before  the  administration  of  the  sugar. 
This  may  be  explained  by  the  impairment  of  kidney  function  which 
will  prevent  the  elimination  of  the  sugar  by  the  urine  or  as  shown  by 
Dr.  Epstein,  the  ability  of  the  liver  and  muscles  to  build  up  glycogen 
is  either  impaired  or  lost.  Interesting  points  were  observed  in  giv- 
ing glucose  to  these  cases.  First  they  would  retain  this  solution  of 
glucose  when  they  vomited  everything  else,  and  secondly  the  acetone 
and  diacetic  acid  in  the  urine  immediately  disappeared  for  some 
hours.  Some  of  these  cases  were  given  casein  and  by  this  means  the 
acidosis  could  be  made  to  disappear.  Vegetable  protein  was  also 
tried  with  success,  but  this  was  not  chemically  pure. 

Dr.  Wilder  Tileston,  New  Haven,  Conn. — I  should  like  to  call 
attention  to  the  contrast  between  the  effects  of  the  same  degree  of 
acidosis  as  measured  by  the  carbon  dioxide  tension  of  the  alveolar 
air  under  different  circumstances.  Thus  the  English  observers,  Ken- 
naway,  Pembrey  and  Poulton  found  in  diabetes  a  day  or  two  before 
the  onset  of  coma  a  sudden  drop  to  14  or  1 8  mm.  and  they  consider 
values  below  25  mm.  as  indicating  a  grave  condition  in  this  disease 
and  those  below  20  mm.  as  foreshadowing  imminent  coma.  On  the 
other  hand,  Haldane,  Henderson  and  Douglass  at  the  top  of  Pike's 
Peak  found  that  the  carbon  dioxide  tension  dropped  to  18  or  20  mm. 
as  the  result  of  the  high  altitude  without  any  serious  effects.  In 
starvation  Benedict  found  a  tension  of  26  mm.  It  is  evident  that 
the  gravity  of  the  situation  does  not  depend  entirely  on  the  degree  of 
acidosis,  but  partly  on  the  underlying  cause. 

With  reference  to  the  relation  of  dyspnea  to  acidosis,  Lewis  and 
his  co-workers  have  recently  described  a  t)^e  of  dyspnea  without 
cyanosis,  occurring  in  elderly  people  vnih  cardiorenal  lesions  in  which 
they  found  a  high  degree  of  acidosis.  Nocturnal  attacks  of  dyspnea 
and  Cheyne-Stokes  breathing  were  common.  In  young  persons 
with  uncomplicated  cardiac  insufficiency,  although  dyspnea  was 
present,  there  was  no  acidosis.  Evidently  the  state  of  the  respira- 
13 
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tory  center  is  also  of  importance,  for  Peabody  found  a  high  degree  of 
acidosis  in  the  terminal  stages  of  uremia  without  dyspnea,  and  Bene- 
dict found  marked  acidosis  without  increase  in  the  total  ventilation 
in  a  man  undergoing  a  prolonged  fast  and  the  men  taken  to  Pike's 
Peak.  With  acclimatization  the  dyspnea  disappeared  although  the 
low  tension  of  the  alveolar  carbon  dioxide  persisted  even  after 
descending  to  a  lower  level. 

Dr.  Abraham  Jacobi. — It  gives  me  pleasure  to  listen  to  my  pupils 
and  to  the  pupils  of  my  pupils.  If,  as  we  have  been  told  by  Dr. 
Howland,  there  is  little  likelihood  of  successfully  treating  these  cases  of 
severe  diarrhea  with  acidosis,  and  we  have  just  heard  that  a  number 
of  these  cases  have  died,  it  is  fitting  that  I  should  speak  of  preven- 
tion. What  Dr.  Howland  has  said  in  connection  with  overfeeding 
with  fats  is  correct.  One  cause  of  acetone  and  diarrhea  is  feeding 
excessive  quantities  of  fats.  There  are  some  doctors  who  cannot 
overcome  this  tendency  to  overfeed  with  fats,  and  this  is  one  source 
of  the  cases  that  come  to  my  ofl&ce,  the  babies  with  the  pinched, 
starved  look  and  aged  faces;  overfeeding  with  fat  is  the  cause,  so 
avoid  that. 

Another  habit  of  which  many  men  cannot  break  themselves  is  that 
of  feeding  milk  sugar.  Babies  should  not  be  fed  on  milk  sugar  to  the 
extent  they  have  been.  I  have  never  used  milk  sugar,  and  it  should 
not  be  used  unless  in  very  small  quantities,  because  babies  get  enough 
milk  sugar  in  their  milk  foods.  With  milk  sugar  used  in  any  con- 
siderable quantity  there  is  always  acetone. 

Dr.  Howland  says  that  many  babies  get  better  on  carbohydrates 
and  refers  to  my  old  treatment.  I  do  not  give  milk  without  carbohy- 
drates (barley  or  oatmeal  water).  This  is  the  third  point  that 
will  prevent  acidosis  and  keep  us  away  from  a  number  of  death 
certificates. 

Be  careful  of  fats,  be  careful  of  milk  sugar  and  remember  what  I 
have  said  about  carbohydrates.  Dr.  Heubrun  of  Berlin  has  taught 
the  use  of  carbohydrate  mixtures  w'hen  his  diarrhea  cases  would  not 
get  well  when  fed  on  milk. 

Dr.  W.  McK.  Marriott,  of  Baltimore.^ — In  the  discussion  of  this 
paper  the  acetone  bodies  have  received  considerable  attention  and 
that  chiefly  to  minimize  their  importance.  It  is  to  be  clearly  under- 
stood, in  the  first  place,  that  the  acetone  bodies,  /3-oxybutyric  acid 
and  aceto-acetic  acid  are,  in  themselves,  not  essentially  toxic  and 
that  they  can  prove  harmful  to  the  body  only  by  removing  bases. 
The  mere  presence  of  oxybutyric  acid  in  the  urine  is  no  more  evi- 
dence of  the  fact  that  the  body  has  been  poisoned  with  oxybutyric 
acid  than  is  the  presence  of  chlorides  proof  of  the  fact  that  the  body 
has  been  poisoned  by  hydrochloric  acid.  The  appearance  of  the 
acetone  bodies  in  the  urine  in  large  amounts  is,  of  course,  e\Tidence 
that  there  has  been  a  large  production  in  the  body.  This  increased 
production  of  acid,  however,  may  have  been  completely  compensated 
for  by  the  defenses  that  the  body  possesses. 

If  we  turn  from  the  urine  to  a  consideration  of  the  blood  we  obtain 
further  information.     Dr.  Van  Slvkehas  drawn  attention  to  the  fact 
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that  acidosis  may  be  considered  as  evidence  of  the  production  of  acids 
in  the  body  at  a  greater  rate  than  their  elimination.  In  examining 
the  blood  for  the  acetone  bodies  we  are  enabled  to  determine  how 
much  acid  has  accumulated.  •  As  an  illustration — one  of  our  cases 
of  recurrent  vomiting  showed  the  presence  of  170  mgm.  of  acetone 
bodies  per  100  gm.  of  blood  (expressed  in  terms  of  acetone).  This 
means  that  the  blood  has  had  oxybutyric  acid  poured  into  it  in  an 
amount  equivalent  to  adding  to  it  one-half  its  volume  of  i/io  normal 
oxybutyric  acid.  Even  this  does  not  mean  that  the  body  is  poi- 
soned by  oxybutyric  acid,  for  this  may  have  been  completely  neu- 
tralized. The  determination  does  indicate,  however,  that  the  kidneys 
are  not  excreting  the  acid  as  fast  as  it  is  being  produced  and  that  a 
considerable  portion  of  the  base  of  the  blood  has  been  claimed  by  the 
abnormal  acid  and  that  therefore  a  considerable  amount  of  alkali 
must  be  administered  to  supply  the  deficit.  The  result  of  the 
administration  of  the  alkali  in  such  cases  is  usually  to  increase  the 
excretion  of  acetone  bodies  in  the  urine  and  the  same  time  to  dim- 
inish the  concentration  in  the  blood — this  being  coincident  with 
improvement  in  the  condition  of  the  patient. 

Dr.  Lusk  has  mentioned  lactic  acid  as  a  possible  cause  of  the  acido- 
sis of  nutritional  disturbances  in  children.  Following  Dr.  Lusk's 
suggestion,  we  have  been  looking  for  excessive  lactic  acid  production 
in  these  children.  With  the  methods  that  have  been  available  to  us 
we  are  not  yet  in  a  position  to  state  positively  whether  lactic  acid 
enters  in  as  a  factor  or  not.  Work  is  being  continued  along  these 
lines. 

We  wish  to  make  it  very  clear  that  in  the  diarrheal  diseases  of 
children,  acidosis  is  in  itself  not  necessarily  the  cause  of  death.  It 
probably  is  not  the  cause  of  death  in  most  cases.  In  many  cases, 
however,  the  acidosis  is  in  itself  of  sufficiently  grave  character  to 
bring  about  a  fatal  outcome.  By  curing  the  acidosis,  we  do  not 
cure  the  primary  disease  and  even  if  the  acidosis  has  been  completely 
removed  as  a  factor,  death  may  and  usually  does  occur  from  the 
primary  condition.  The  indications,  however,  for  treating  the 
acidosis  are  perfectly  definite.  We  have  mentioned  that  it  may 
itself  cause  death — therefore,  by  curing  the  acidosis  we  are  removing 
one  factor  which  may  be  responsible  for  death.  The  indications 
for  the  treatment  of  acidosis  in  children  are  perhaps  even  stronger 
than  in  adults,  for  in  the  conditions  that  we  have  been  considering 
the  primary  disease  is  essentially  temporary  and  curable  as  com- 
pared with  nephritis  or  diabetes  which,  in  the  light  of  our  present 
knowledge,  are  incurable. 

Various  methods  for  determining  the  presence  of  acidosis  have 
been  mentioned  in  the  paper  and  in  the  course  of  the  discussion. 
The  detection  of  acidosis  is  not  difficult.  The  most  easily  recog- 
nized indication  is  an  acyanotic  dyspnea  or,  more  correctly,  hyper- 
pnea.  Where  the  deep  breathing  is  accompanied  by  cyanosis,  we 
have  to  deal  with  a  very  different  condition.  Perhaps  the  simplest 
laboratory  test  that  can  be  applied  and  one  which  gives  valuable 
information  by  detecting  even  slight  degrees  of  acidosis  is  the  de- 
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termination  of  the  carbon-dioxide  tension  in  the  alveolar  air.  This 
method  has,  heretofore,  not  been  especially  adapted  to  clinical  use 
as  a  more  or  less  elaborate  gas  analysis  apparatus  has  been  necessary. 
We  have  modified  the  method,  so  that  the  gas  analysis  apparatus 
may  be  dispensed  with  and  the  determination  may  be  carried  out  in 
a  very  few  minutes  time  by  a  person  without  laboratory  training. 

Examination  of  the  blood  gives  valuable  information.  The  bi- 
carbonate reserve  may  be  determined  by  the  method  just  described 
by  Dr.  Van  Slyke.  The  hydrogen  ion  concentration  of  the  blood 
or  of  the  serum  may  be  determined  in  a  few  minutes  time  and  with 
less  than  a  cubic  centimeter  of  material  by  means  of  the  indicator 
method.  We  have  recently  modified  this  method  so  that  one  can 
determine  by  it  not  only  the  actual  hydrogen  ion  concentration 
which  gives  evidence  of  a  severe  grade  of  acidosis  but  also  the  bi- 
carbonate reserve  of  the  blood  and  the  carbon  dioxide  tension.  This 
method  further  serves  to  differentiate  between  an  acidosis  due  to 
carbon  dioxide  and  to  nonvolatile  acids.  No  complicated  apparatus 
is  required. 

The  simple  test  of  Sellards  has  been  described  in  the  paper.  It 
serves  to  indicate  an  acidosis  of  severe  degree.  Finally,  the  ex- 
perimental administration  of  alkali  serves  both  as  a  diagnostic  and 
therapeutic  measure. 

To  illustrate  the  value  of  the  application  of  these  methods — within 
the  past  week  one  of  the  workers  in  the  pediatric  clinic  (Dr.  Blackfan) 
has  detected  the  presence  of  a  severe  grade  of  acidosis  in  two  patients 
suffering  from  a  condition  in  w^hich,  so  far  as  we  are  aware,  acidosis 
has  not  been  heretofore  suspected.  In  one  of  the  cases  alkali  was 
administered  with  pronounced  improvement  in  the  symptoms. 

To  sum  up — acidosis  is  a  very  grave  pathological  condition  of 
frequent  occurrence.  It  is  readily  detected.  The  therapy  is  spe- 
cific— viz.,  alkalies. 
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Infant   Feeding,    Its    Principles    and    Practice.      By    F.    L. 

Wachenheim,  M.  D.     Attending  Pediatrist,  Sydenham  Hospital 

and  Mount  Sinai  Dispensary,  New  York  City.     i2mo,  34  opp. 

Cloth,  $2  net.    Lea  &  Febiger:  Philadelphia  and  New  York,  191 5. 

This  is  an  ambitious  work  in  which  the  author  has  covered 
the  subject  of  infant  feeding  in  a  condensed  yet  comprehensive 
manner.  He  clearly  states  his  position  with  reference  to  the  various 
theories  at  present  popular  among  pediatrists  with  reference  to 
this  subject.  The  book  follows  the  usual  method  of  development 
of  all  such  works,  and  the  bibliography  given  at  the  end  shows  to 
what  great  extent  the  author  has  gone  in  his  preparation  and  study. 
Almost  every  name  known  in  the  realm  of  pediatrics  is  contained  in 
it,  which  of  course  adds  much  to  the  study  and  value  of  this  book. 
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Simplified  Infant  Feeding.  With  Seventy-five  Illustrative 
Cases,  By  Roger  H.Dennett,  B.  S.,  M.  D.  Adjunct  Professor 
of  Diseases  of  Children,  New  York  Post-Graduate  Medical  School; 
Attending  Physician  of  the  Children's  Department,  New  York 
Post-Graduate  Hospital;  Assistant  Attending  Physician  at  the 
Willard  Parker  Hospital  and  the  Red  Cross  Hospital,  New  York. 
With  Fourteen  Illustrations.  Price  $3  net.  Philadelphia  and 
London:  J.  B.  Lippincott  Company,  1915. 

After  the  flood  of  hterature  which  has  appeared  during  the  last  ten 
years  upon  infant  feeding  one  wonders  at  the  courage  of  the  author 
of  this  book  in  attempting  to  add  to  the  deluge.  Upon  perusal  and 
careful  study  of  the  work,  however,  it  is  found  that  Dr.  Dennett 
has  handled  his  subject  in  such  a  manner  as  to  give  his  book  a  posi- 
tion all  its  own  in  the  field  of  infant  feeding.  Years  of  experience 
in  teaching  as  well  as  in  practice  of  pediatrics  have  undoubtedly 
brought  forth  the  reasons  for  the  sensible  arrangement  of  the  book. 
He  opens  with  a  general  synopsis  of  the  entire  text,  and  then  pro- 
ceeds to  the  bottle-fed  baby  with  the  normal  and  abnormal  condi- 
tions influencing  such  cases.  Requirements  for  infants'  foods,  the 
proper  quantity  of  food  to  supply  the  caloric  needs,  and  when  to 
ignore  the  caloric  requirements,  formulas  for  feeding  covering  defi- 
nite cases,  as  well  as  five  methods  of  treatment  of  diarrhea  are  the 
subjects  of  early  chapters.  Breast  feeding,  treated  in  the  same 
manner  follows,  and  an  entire  chapter  is  devoted  to  the  use  of  boiled 
milk  in  infant  feeding.  The  book  concludes  with  the  normal  de- 
velopment of  infants.  This  is  a  sane,  thoroughly  practical  work, 
which  will  make  a  strong  appeal  to  the  physicians  who  may  have 
been  lost  somewhat  in  the  mists  of  changing  theories  of  infant  feed- 
ing, and  also  to  all  physicians  having  at  heart  the  ultimate  perfec- 
tion of  this  branch  of  pediatrics. 

Diseases  of  Infants  and  Children.    By  Henry  D^^^GHT  Chapin, 
A.  M.,  M.  D.     Professor  of  Diseases  of  Children,  New  York 
Post-Graduate  Medical  School  and  Hospital;  Consulting  Phy- 
sician to  the  Willard  Parker  Hospital;  to  the  Randall's  Island 
Hospital,  etc.;  Ex-President  of  the  American  Pediatric  Society 
and  Godfrey  Roger  Pisek,  M.  D.,  Sc.  D.     Professor  of  Diseases 
of  Children  and  Attending  Physician  to  the  New  York  Post- Gradu- 
ate Medical  School  and  Hospital;  Professor  of  Diseases  of  Children, 
University  of  Vermont,  Medical  College;  Visiting  Physician  to 
the  Willard  Parker  and  Riverside  Hospitals,  etc.     Third  Revised 
Edition.     With   179   Cuts   and  Twelve   Colored  Plates.     Price 
$3.25  net.     William  Wood  and  Company,  1915. 
There  is  not  the  sHghtest  doubt  but  that  this  third  edition  of  so 
excellent  a  contribution  to  the  literature  of  pediatrics  will  prove  a 
delight  as  well  as  a  most  valuable  source  of  instruction  and  reference 
to  the  class  of  readers  it  is  intended  to  reach.     Tremendous  advances 
have  been  made  in  the  scientific  study  and  knowledge  of  the  diseases 
and  disorders  of  children  since  the  first  edition  of  this  book  was 
published  six  years  ago  and  all  this  has  been  encompassed  in  this 
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new  edition.  The  compact  and  orderly  arrangement  of  the  con- 
tents, which  follow  in  natural  sequence,  the  clear  print  and  sensible 
illustrations  chosen  with  judgment  and  care  show  that  the  authors 
have  had  in  mind  always  the  peculiar  needs  of  the  student  and  the 
post-graduate  medical  man.  For  instance,  there  is  an  illustration 
of  a  croup  tent,  to  be  made  quickly  and  effectively  out  of  materials 
to  be  found  in  the  ordinary  home;  another  of  an  adhesive  plaster 
dressing  of  prolapse  of  the  rectum ;  still  others  of  .T-ray  photographs 
of  certain  bone  conditions.  One  feature  of  this  book  not  found  in 
many  other  contributions  is  the  table  of  average  dosage  under 
General  Therapeutics.  PracticabiUty  is  the  keynote  of  this  welcome 
work. 

Defective  Children.     Edited  by  T.  N.  Kelynack,  JNI.  D.,  Mem- 
ber  of   the   Royal   College   of   Physicians   of  London;    Medical 
Adviser  to  the  National  Children's  Home  and  Orphanage,   etc.; 
Editor,  "Medical  Examination  of  Schools  and  Scholars,"  "Human 
Derelicts,"  "The  British  Journal  of  Tuberculosis,"  "The  Year 
Book  of  Open-air  Schools  and  Children's  Sanatoria,"  etc.     Price 
$3  net.     New  York:  William  Wood  and  Company,  191 5. 
This  work  of  over  400  pages  is  a  compilation  of  the  opinion  of 
twenty-seven  writers,  covering  six  different  nationalities,  all  of  whom 
are  recognized  experts  in  their  chosen  fields.     As  the  preface  states 
the  book  is  to  be  viewed  and  used  as  a  sequel  to  "Medical  Examina- 
tion of  Schools  and  Scholars."     It  has  been  prepared  in  order  to 
provide  practical  information  with  relation  to  the  various  types  of 
defectiveness  found  among  school  children  requiring  special  medical 
direction  and  care.     It  makes  no  attempt  to  treat  of  the  diseases 
of  children  from  the  viewpoint  of  the  ordinary  pediatric  text-book 
but  to  furnish  all  scientific  workers  for  child  welfare,  especially  those 
working  in  educational  and  philanthropic  institutions,  with  a  rep- 
resentative collection  of  studies  of  problems  needing  solution  which 
relate  definitely  to  the  care  and  control  of  defective  children.     Its 
chief  purpose,  however,  is  an  endeavor  to  assist  in  establishing  some 
methods  of  organization  and  administration  for  the  correction,  arrest, 
or  amelioration  of  all  forms  of  defect.     The  book  is  almost  a  pioneer 
in  the  field  of  medical  social  welfare  and  deserves  serious  reading 
and  consideration  from  the  men  and  women  who  are  devoting  their 
medical  lives  to  such  work. 
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Congenital  Diaphragmatic  Hernia. — Giulio  Giusti  (Ann.  di  ost.  e 
gin.,  July  31,  1Q15)  has  observed  a  case  of  congenital  diaphragmatic 
hernia,  in  which  the  infant  attempted  to  breathe,  but  became  sud- 
denly cyanotic,  and  died  after  a  few  attempts.  The  birth  was 
normal  and  there  were  no  other  malformations.  Autopsy  showed 
the  usual  conditions  of  diaphragmatic  hernia;  the  intestines,  and 
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colon  occupying  the  thorax,  the  lungs  atalectatic  and  pressed  up 
into  small  space  in  the  upper  thoracic  region,  a  very  large  liver,  and  a 
heart  pushed  toward  the  right.  The  opening  in  the  diaphragm  was 
on  the  left  side.  The  large  intestine  throughout  its  extent  was 
furnished  with  a  very  long  mesentery.  Congenital  diaphragmatic 
hernia  is  always  accompanied  by  a  defect  of  development  of  the 
diaphragm.  This  may  be  only  a  small  opening,  or  a  lack  of  muscular 
tissues  in  the  diaphragm  but  will  allow  of  a  complete  change  of  the 
location  of  the  organs  either  in  intrauterine  life,  or  during  the  first 
few  moments  of  extrauterine  life.  The  efforts  to  inflate  the  thorax 
will  cause  the  organs  to  take  the  position  found  in  the  author's  case. 
The  author  made  a  study  of  the  reported  casesandfound  them  for  the 
most  part  similar  to  his  own.  In  some  cases  the  child  lives  a  few 
days,  weeks,  or  months,  but  the  condition  is  soon  fatal.  The  hernia 
is  generally  unilateral.  In  a  few  cases  there  is  recorded  an  entire 
absence  of  diaphragm.  The  aperture  is  generally  lateral,  sometimes 
central,  and  in  a  few  cases  has  been  found  in  the  anterior  central 
portion  of  the  diaphragm  near  the  end  of  the  sternum.  Diaphrag- 
matic hernia  may  be  embryonal  or  fetal.  In  embryonal  hernia 
there  is  no  hernial  sac.  Fetal  hernia  with  a  sac,  is  due  to  congenital 
failure  of  development,  or  absence  of  muscular  tissue  in  the  dia- 
phragm. All  embryonal  hernias  have  in  common  these  conditions: 
Lack  of  a  true  sac,  presence  of  a  solution  of  continuity  of  the  dia- 
phragm and  a  direct  continuance  of  the  peritoneum  into  the  pleura 
over  the  hernial  margin.  These  hernias  may  be  complete  or  incom- 
plete. -Fetal  hernias  also  constitute  two  classes:  Those  due  to 
weakness  of  the  diaphragm,  and  those  due  to  a  defect.  They  are 
all  furnished  with  a  sac.  A  third  form  is  those  in  which  the  hernia 
is  retroxiphoid.  In  embryonal  hernias  we  have  a  case  of  atavism, 
a  return  to  the  conditions  of  development  seen  in  inferior  vertebrates. 
Fetal  hernias  can  occur  only  after  the  third  month  of  intrauterine 
life,  before  which  time  the  diaphragm  is  composed  entirely  of  serous 
membrane.  Some  force  pushes  the  thin  membrane  out  of  place. 
This  force  has  been  supposed  by  some  to  be  the  size  of  the  liver,  by 
others  the  growth  of  the  liver.  It  is  considered  due  to  the  defect 
in  the  diaphragm.  Fetal  hernia  by  defect  occurs  at  the  third  month; 
by  weakness,  at  the  fourth.  All  of  the  abdominal  organs,  except 
the  bladder  and  genitals  have  been  found  in  the  hernia.  These 
organs  may  be  deformed,  and  the  lungs  compressed  so  as  to  cause 
the  bronchi  to  be  small.  The  diagnosis  of  diaphragmatic  hernia 
before  birth  is  impossible.  If  death  has  occurred  it  is  difficult  even 
after  delivery.  But  if  the  child  lives  some  time  it  is  easy,  by  auscul- 
tation and  percussion,  to  determine  the  position  of  the  organs 
contained  in  the  hernia  and  of  the  heart.  Symptoms  such  as  vomit- 
ing, cyanosis,  and  attacks  of  cough,  supervene;  loss  of  appetite,  rest- 
lessness and  insomnia  occur.  The  pulse  is  rapid  and  weak  and 
there  are  attacks  of  suffocation.  The  hernia  may  produce  itself  only 
after  birth,  through  weakness  of  the  structures  of  the  diaphragm. 
Some  of  these  cases  have  lived  to  adult  life.  The  prognosis  is  very 
unfavorable. 


572  BRIEF    OF   CURRENT    LITERATURE 

Progressive  Lipodystrophy. — E.  Peer  (Jahrbuch  J.  KinderheiL, 
July,  191 5)  gives  histories  of  two  cases  of  progressive  lipodystrophy, 
a  rare  disease  of  which  only  fifteen  cases  have  been  reported  up  to 
date.  These  have  all  occurred  in  girls  from  five  to  fifteen  years  of 
age.  There  are  families  that  have  special  habits  with  reference  to 
the  accumulation  of  fat  in  various  positions,  or  the  absence  of  fat 
in  others.  Children  having  tuberculosis  are  apt  to  have  fleshy  faces 
and  thin  thoraces.  But  only  in  lipodystrophy  have  we  absence  of 
fat  in  the  face,  neck,  thorax,  and  arms,  with  an  overgrowth  of  fatty 
tissue  in  the  nates,  abdomen,  and  thighs.  These  children  remain 
normal  up  to  the  age  of  six  years,  or  in  other  cases  up  to  puberty, 
and  then  there  begins  a  progressive  loss  of  fat  in  the  upper  half  of 
the  body  and  face.  Examination  of  excised  portions  of  skin  have 
shown  entire  absence  of  fat  cells  in  an  otherwise  normal  skin.  These 
children  are  in  good  general  health  and  their  musculature  is  well 
developed.  Appetite  and  sleep  are  poor.  The  veins  of  the  arms 
are  prominent  under  the  skin,  not  having  the  usual  covering  of 
fat.  The  disappearance  of  fat  begins  in  the  face  and  progresses 
downward.  At  the  same  time  there  is  a  true  hypertrophy  of  the 
fat  of  the  nates  and  thighs.  The  etiology  of  this  condition  is  entirely 
unknown.  The  most  probable  hypothesis  is  that  there  is  a  tropho- 
neurosis of  the  affected  skin  due  to  failure  of  the  normal  activity  of 
the  glands  of  internal  secretion,  or  the  thyroid  gland.  There  is  no 
change  in  the  ovaries  in  these  girls,  and  the  disease  often  begins  in 
the  period  of  life  before  there  is  any  ovarian  secretion.  The  thyroid 
probably  through  derangement  of  its  function  affects  the  fat  jieposit 
in  the  skin.  Perhaps  other  glands  are  also  at  fault.  There  is  a 
lymphocytosis.  We  can  give  no  prognosis  as  no  cases  have  been 
followed  for  a  sufficient  length  of  time.  No  therapeutic  course  is 
as  yet  known.     Feeding  with  fats  has  no  eft'ect  on  the  disease. 

Studies  in  Bronchial  Glands. — In  order  to  determine  the  fre- 
quency of  chronic  adenitis  of  the  bronchial  glands  in  infancy  and 
childhood,  the  reliability  of  the  signs,  and  the  possible  pathology  of 
the  gland,  W.  W.  Howell  {Amer.  Jour.  Dis.  Child.,  1915,  x,  90) 
examined  over  300  children  from  infancy  to  thirteen  years  of  age 
from  the  Infants'  Hospital,  from  a  large  school  and  from  private 
practice.  The  means  used  to  demonstrate  enlarged  glands  were 
auscultation  and  percussion,  the  Rontgen  ray  being  employed  to 
confirm  physical  signs.  By  auscultation  is  meant  determination  of 
the  sign  described  by  d'Espine  as  the  point  on  the  vertebral  column 
at  which  whispered  voice  changes  from  a  vesicular  to  a  bronchial 
character,  and  was  given  by  him  as  taking  place  at  the  seventh 
cervical.  In  very  few  cases  has  the  writer  found  the  change  as  high 
as  the  seventh  cervical,  but  commonly  at  the  first  or  second  dorsal, 
and  frequently  as  low  as  the  third  without  cause.  The  average 
height  increases  with  age.  He  has,  therefore,  accepted  as  a  positive 
d'Espine  a  change  in  character  of  whispered  voice  or  expiration  at  or 
below  the  third  dorsal.  For  purposes  of  diagnosis  he  thinks  it 
would  be  well  to  think  of  these  glands  as  of  those  up  and  down  the 
trachea,  and  of  those  at  the  root  of  the  lungs.     Inflammation  of 
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both  of  the  sets  will  give  positive  d'Espine,  dulness  accompanying 
those  at  the  root  of  the  lungs,  and  not  with  glands  down  the  trachea 
unless  there  is  also  consolidation  at  the  apex  of  the  lungs.  The  upper 
set  becomes  enlarged  from  draining  the  upper  regions  and  gives  a 
narrow  chain  which  is  sufficient  to  transmit  the  bronchial  character 
of  the  sounds  but  does  not  give  dulness.  Hence  a  positive  d'Espine 
with  intercapsular  dulness  apparently  means  thickening  at  the  roots 
of  the  lungs,  secondary  to  a  process  in  the  lungs  which  in  infancy 
means  tuberculosis,  and,  in  older  children,  if  accompanied  by  malnu- 
trition and  anemia,  is  probably  tuberculosis. 

Diagnostic  Significance  of  d'Espine's  Sign. — H.  F.  Stoll  {Amer. 
Jour.  Dis.  Child.,  1915,  x,  183)  states  that  whispered  bronchophony 
in  the  interscapular  space  (d'Espine's  sign)  is  indicative  of  a  patho- 
logic process  at  the  hilum  of  the  lung.  This  may  be  due  to  enlarged 
glands  the  result  of  malignancy,  leukemia,  Hodgkin's  disease, 
syphilis  or  any  infectious  disease  of  the  lungs.  The  author  has  also 
seen  it  several  times  in  aortic  aneurism.  Its  presence  in  the  delicate 
child  is  exceedingly  suggestive  of  tuberculous  involvement  of  the 
tracheobronchial  glands.  Occasionally  enlargement  of  the  bronchial 
glands  is  present  when  there  is  no  change  in  the  whispered  voice. 
In  old  people  in  whom  the  usual  physical  signs  of  pulmonary  tuber- 
culosis are  sometimes  exceedingly  difficult  to  elicit  the  character  of 
the  whispered  voice  in  the  interscapular  space  should  always  be 
ascertained,  as  a  well-marked  d'Espine  sign  speaks  for  tuberculosis 
rather  than  for  chronic  bronchitis  or  emphysema.  The  diagnosis 
of  clinical  tuberculosis,  however,  rests  on  the  sum  total  of  our  phys- 
ical signs  and  symptoms,  not  on  one  isolated  sign. 

Does  the  Bacillus  Abortus  Infect  Man? — The  frequent  presence 
in  milk  of  Bacillus  abortus,  the  causative  agent  of  contagious  abortion 
of  cattle  and  its  pathogenicity  for,  or  at  least  its  ability  to  cause 
abortion  in,  many  species  of  animals,  raises  the  question  whether 
it  may  not  be  infectious  for  man.  The  B.  abortus  has  been  isolated 
only  once  from  human  tissues.  As  this  was  a  tonsil,  the  bacillus 
may  have  come  from  the  milk  ingested  and  is  of  no  value  as  evidence 
of  infection.  The  presence  of  serum  reactions  are  suggestive,  but 
they  again  are  not  conclusive,  failing  the  isolation  of  the  bacillus 
from  the  lesions.  That  the  ingestion  of  bacilli  in  large  doses  may  be 
followed  by  the  presence  of  antibodies  in  the  blood  has  been  demon- 
strated by  several  investigators.  Because  of  these  findings  of 
Larson  and  Sedgwick,  M.  Nicoll,  Jr.  and  J.  S.  Pratt  {Amer.  Jour. 
Dis.  Child.,  1915,  x,  203)  have  tested  a  large  number  of  serums,  using 
the  agglutination  reaction.  A  synopsis  of  their  results  is  given. 
Their  only  deduction  is  that  no  conclusive  evidence  has  as  yet  been 
advanced  that  the  B.  abortus  produces  lesions  in  man. 

Thickness  of  the  Fatty  Covering  of  the  Body  in  Healthy  and  Sick 
Children. — S.  Batkin  {Jahrbuch  f.  Kinderheil,  Aug.  2,  191 5)  says 
that  we  can  obtain  important  indications  as  to  health  from  the 
thickness  of  the  fatty  covering  of  the  body,  especially  in  children. 
The  condition  of  nutrition,  can  be  learned;  by  the  increase  or  de- 
crease of  the  abdominal  fat  we  can  follow  the  curve  of  nutrition; 
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a  centimeter  of  abdominal  fat  means  6  to  7  kilograms  of  body 
weight.  The  author  has  examined  200  children  with  reference  to 
the  condition  of  the  fat,  and  made  1600  measurements.  Of  these 
children  46  were  new-born  infants,  27  were  well  children  one  to 
ten  years  of  age,  and  127  were  sick  with  various  diseases.  The 
fat  is  thickest  on  the  abdomen,  next  on  the  thighs.  Some  diseases 
lessen  the  thickness  of  the  fat,  while  others  increase  it.  The  fat 
is  not  equally  thick  over  all  portions  of  the  body.  But  there  is 
a  certain  parallelism  in  the  arrangement  of  the  cutaneous  fat  in 
different  portions  of  the  body.  The  thickness  of  the  fat  increases 
with  age.  Girls  have  thicker  fat  than  boys.  A  change  of  the  fat 
on  the  abdomen  goes  with  a  similar  change  over  the  whole  body. 
Children  suffering  from  rickets,  eczema,  and  scarlet  fever  have  less 
fat  than  normal.  The  greatest  changes  in  the  fat  occurs  in  tuber- 
culosis and  bad  feeding.  These  conditions  may  use  up  all  the  fat 
in  the  body.  The  last  to  disappear  is  that  over  the  abdomen. 
There  is  a  tendency  for  the  fat  to  react  to  all  sorts  of  bodily  changes, 
and  to  indicate  the  general  nutrition  of  the  body. 

Origin  of  Spasmus  Nutans  in  Children  through  the  Reflexes.— 
J.  YsiS  {Jahrbuch  f.  Kinderheil,  Aug.,  1915)  discusses  the  causation 
of  spasmus  nutans  and  its  accompanying  nystagmus  in  infants. 
Parlow  has  denomined  certain  reflexes  "Bedingten,"  conditional 
reflexes.  If  the  saliva  is  excited  to  flow  by  the  sight  or  smell  of  food 
this  is  a  conditional  reflex,  because  it  has  a  psychical  impulse;  but 
if  the  flow  is  due  to  the  taking  of  food  in  the  mouth  it  is  an  uncondi- 
tional reflex.  The  reflex  from  seeing  or  smelling  food  is  a  natural 
conditional  reflex,  while  that  caused  by  hearing  a  call  to  food  is  an 
artificial  reflex.  The  feeling  of  the  fecal  mass  in  the  lower  bowel 
causes  an  unconditional  reflex,  an  injection  a  conditional  one.  When 
the  child  becomes  accustomed  to  the  injection  the  unconditional 
reflex  becomes  stronger  than  the  conditional  one.  Unwise  parents 
press  certain  kinds  of  food  on  sensitive  children  until  they  become 
nauseated  or  vomit  at  the  sight  of  them.  Pathological  conditional 
reflexes  are  not  unknown.  Occupational  diseases  as  writers'  cramp, 
spasm  of  the  lids,  and  accommodation  spasm  after  much  micro- 
scopic work  are  pathological  conditional  reflexes.  The  overworked 
muscles  receive  an  abnormal  innervation.  The  pathological  reflex 
is  then  very  hard  to  cure.  A  long-continued  conjunctivitis  may 
cause  blepharospasm  in  the  same  way.  In  pertussis  the  spasm 
becomes  so  well  estabUshed  that  after  the  disease  is  over  the  child 
can  still  produce  paroxysms  that  disturb  the  parents.  Respiratory 
spasms  in  laryngospasm  may  be  caused  in  the  same  way.  In 
studying  the  pathogenesis  of  spasmus  nutans  we  may  apply  the 
same  reasoning.  It  occurs  in  infants  from  four  to  twelve  months 
of  age,  sometimes  from  one  to  three  years.  These  children  mostly 
live  in  dark  rooms,  and  must  to  obtain  light  turn  their  eyes  in 
a  certain  direction,  making  certain  movements  of  the  head  at  the 
same  time.  The  ganglion  impulse  for  the  eye  movements  passes 
over  to  the  other  muscles  of  head  and  eyes  and  a  pathological  con- 
ditional reflex  is  established.     This  is  analogous  to  the  nystagmus  of 
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miners,  who  become  used  to  darkness,  and  acquire  an  abnormal 
weakness  of  the  eyes  and  unusual  insertion  of  the  internal  oblique 
muscle.  Most  of  the  author's  cases  came  from  dark  homes  and 
appeared  at  the  end  of  the  dark  winter  months.  Abnormal  inner- 
vation occurs  in  the  neck  muscles  of  these  children,  and  combined 
with  indirect  excitants,  such  as  sound  and  light,  of  pathological 
conditional  reflexes  produce  the  spastic  movements.  These  rhyth- 
mic movements  cease  during  sleep  and  return  when  the  child  fixes 
his  gaze  on  anything.  When  he  desires  to  make  a  normal  movement 
of  these  muscles  the  conditional  pathological  reflex  movement  is 
brought  about.  The  nystagmus  results  from  the  overinnervation 
of  the  eye  muscles  accompanying  the  neck  movements.  The  author 
believes  that  in  spasmus  nutans  we  have  to  do  with  a  powerful 
pathological  conditional  reflex  the  cause  of  which  we  must  seek  in 
abnormal  conditions  of  light,  mirrors,  clocks,  etc. 

Origin  of  Icterus  in  the  New-bom. — Fridtjof  Bang  (Arch.  mens, 
d'obst.  et  de  gyn.,  Aug.,  1915)  says  that  in  examining  the  blood  of  the 
new-born  there  is  found  in  the  first  hours  after  birth  a  great  increase 
of  red  cells.  This  may  be  explained  as  the  result  of  a  stasis  in  the 
capiUaries  of  the  skin  with  a  defective  regulation  of  the  loss  of  water. 
During  the  days  following  the  percentage  of  hemoglobin  gradually 
returns  to  normal,  the  infant  adapting  itself  to  extrauterine  life. 
All  infants  are  born  with  less  amount  of  bile  pigments  in  the  blood 
than  in  the  adults.  Then  begins  an  increase  of  the  bile  pigments, 
followed  by  a  lessening  of  them.  This  corresponds  to  the  oscilla- 
tions in  the  amount  of  hemoglobin  in  the  blood.  On  account  of  the 
failure  of  the  infants  to  adapt  the  heart  power  to  new  conditions  we 
have  hepatic  stasis,  which  is  evidenced  by  lessening  of  biliary  pig- 
ments in  the  blood.  The  presence  of  biliary  pigment  in  the  blood 
of  the  fetus  may  come  from  resorption  of  the  bile  from  the  intestine. 
The  quantity  of  bile  pigments  in  the  blood  of  the  new-born  is  so 
great  that  we  must  accept  the  theory  of  a  poor  function  of  the  liver 
caused  by  defective  development  of  the  hepatic  parenchyma.  The 
author  has  made  extensive  blood  tests  in  infants  in  the  Maternity 
at  Copenhagen. 

Acute  Nonepidemic  Inflammation  of  Sublingual  Glands  in 
Children. — ^H.  Neuhof  {Amcr.  Jour.  Dis.  Child.,  191 5,  x,  94)  de- 
scribes a  group  of  cases  of  sublingual  gland  inflammation  in  otherwise 
healthy  children.  These  the  writer  claims  differ  in  chnical  picture 
and  in  etiology  from  the  hitherto  described  acute  nonepidemic 
lesions  of  these  glands.  The  usual  causes  of  acute  inflammation  of 
the  sublingual  glands  are  not  in  evidence.  The  characteristic  fea- 
tures are:  Sudden  onset  of  sublingual  and  median  submental  swelling 
with  mild  febrile  manifestations;  scattered  red  spots  in  the  mucous 
membrane  over  the  sublingual  swelling,  interpreted  as  inflamed 
orifices  of  the  sublingual  ducts;  rapid  increase  in  size,  often  to 
grotesque  proportions,  of  the  moderately  painful  submental  swelhng, 
frequently  accompanied  by  pronounced  reddening  of  the  overlying 
skin;  early  recession  of  the  sublingual  swelling,  contrasting  with 
persistence  of  the  submental  tumor  for  one  to  three  weeks;  fever 
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slight  and  general  condition  good  throughout  the  course;  no  compli- 
cations, sequelae,  or  recurrences. 

Pyloric  H3rpertrophy  in  New-bom  Infants. — Reporting  his 
autopsy  findings  in  seven  cases,  F.  L.  Wachenheim  (Amer.  Jour, 
pis.  Child.,  1915,  X,  87)  says  that  the  thickness  of  the  pyloric  wall 
in  the  normal  infant  of  two  months  is  2  to  2.5  mm.,  in  the  new-born 
it  is  greater,  3  to  4  mm.,  in  established  hypertrophic  stenosis  fully 
5  mm.;  evidently  the  conditions  in  the  new-born  are  intermediate, 
and  it  depends  on  circumstances  whether  the  normal  retrogressive 
change  takes  place,  or  the  thickening  increases  to  such  a  degree  as 
to  cause  obstruction.  Possibly  the  development  of  the  latter  con- 
dition is  due  to  hyperacidity  and  consequent  pylorospasm,  leading 
to  hypertrophy,  as  is  believed  by  some  authors,  but  this  sequence  is  so 
far  purely  conjectural.  At  any  rate,  the  average  new-born  infant 
bears  within  itself  the  latent  tendency  to  develop  pyloric  hyper- 
trophy, and  it  depends  on  factors  hitherto  uncontrollable  whether 
the  stated  condition  develops  or  the  pyloric  wall  thins  out  in  the 
normal  course.  The  occurrence  of  pyloric  thickening  in  the  new- 
born in  the  writer's  four  consecutive  cases  seems  to  show  that  it  is 
present  in  at  least  the  majority. 

Friedenthal  Milk.— According  to  E.  A.  Risenfeld  (Arch.  PediaL, 
1915,  xxxii,  590)  we  have,  in  Friedenthal's  modification  of  milk,  a 
food  that  can  be  administered  throughout  infancy  and  without 
change,  except  in  the  amount  given.  Of  twenty-one  infants  placed 
upon  Friedenthal's  milk,  nineteen  made  a  steady  and  normal  gain 
in  weight,  with  an  average  of  4  ounces  per  week,  infants  under  three 
months  of  age  making  the  greater  progress.  The  two  infants  who 
failed  to  gain  showed  a  marked  intolerance  for  the  high  fat  and  sugar 
content  of  Friedenthal's  milk  and  could  only  be  given  any  food  con- 
taining low  quantities  of  sugar  and  fat.  Friedenthal's  milk  may  be 
given  throughout  an  acute  illness  without  modification,  the  majority 
of  children  making  a  gain  in  weight  during  the  illness.  The  occur- 
rence of  vomiting  and  poor  stools  is  not  incompatible  with  a  gain  in 
weight. 

Presence  of  Certain  Bacteria  in  Stools  of  Cases  of  Infectious  Diar- 
rhea.— C.  Len  Broeck  and  F.  G.  Norbury  (Bost.  Med.  and  Surg. 
Jour.,  1915,  clxxiii,  280)  state  that  in  order  to  isolate  the  dysentery 
bacillus  from  the  stools  of  cases  of  infectious  diarrhea,  repeated  at- 
tempts often  have  to  be  made,  and  the  number  obtained  may  be  very 
few.  Dysentery  bacilli,  of  the  mannit-fermenting  type,  were 
isolated  from  68  per  cent,  of  the  seventy- nine  cases  studied.  Organ- 
isms of  the  Bad.  welchii  type  are  occasionally  associated  with 
dysentery  bacilli,  but  they  are  found  more  frequently  in  the  cases  of 
simple  diarrhea  and  still  more  frequently  in  normal  stools.  We  have 
no  evidence  that  Bad.  welchii,  B.  proleus  vulgaris,  Morgan's  bacillus 
No.  I,  the  para-typhoid  bacilli,  or  B.  pyocyaneus  are  the  cause  of 
infectious  diarrhea,  though  they  probably  influence  the  course  of  the 
disease  that  is  apparently  started  by  the  dysentery  bacillus 
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Duchenne(i),  in  1872,  described  this  form  of  paralysis  in  the  new- 
born and  ascribed  it  to  an  injury  of  the  brachial  plexus.  In  1874, 
Erb(2)  described  a  traumatic  brachial  paralysis  in  adults  which  he 
maintained  was  identical  with  the  Duchenne  obstetrical  paralysis, 
and  located  the  lesion  at  the  junction  of  the  fifth  and  sixth  cervical 
roots  of  the  brachial  plexus.  It  is  variously  referred  to  in  the 
literature  as  the  Duchenne-Erb,  the  Erb-Duchenne,  the  Duchenne 
or  the  Erb  type  of  paralysis  or  palsy.  The  term,  Duchenne-Erb, 
is  to  be  preferred  because  it  indicates  the  order  in  which  the  con- 
tributions appeared  and  their  relative  importance.  It  implies  three 
important  facts;  first,  that  the  cause  is  an  injury  to  the  shoulder 
region;  second,  that  it  occurs  in  adults  and  in  children  at  birth;  and 
third,  that  the  lesion  is  at  the  junction  of  the  fifth  and  sixth  cervical 
roots  of  the  brachial  plexus.  According  to  my  observations  the 
term  is  rarely  used  in  surgical  text-books  (by  American  writers)  and 
then  it  is  usually  applied  only  to  the  obstetrical  cases.  Further- 
more, the  localization  of  the  lesion  to  the  junction  of  the  fifth  and 
sixth  cervical  roots,  first  offered  by  Erb  in  connection  with  the  adult 
cases,  is  now  confined  almost  if  not  exclusively  to  the  obstetrical 
cases.  Indeed,  one  will  have  difficulty  in  making  clear  to  what  adult 
cases  the  term  is  to  be  applied.     Few  writers  are  as  clear  on  this  point 

*  Read  before  the  Philadelphia  Obstetrical  Societ}',  January  6,  1916. 
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as  Taylor  and  Casamajor(3)  who  say  that  the  occurrence  of  traumatic 
Erb's  paralysis  in  adults  is  frequent,  the  menace  to  the  future  ability 
of  the  extremity  is  great,  and  in  all  essential  features  these  adult 
cases  are  exact  counterparts  of  the  brachial  birth  palsies  of  Erb's 
type.  To  relieve  the  paralysis  they  excise  portions  of  the  plexus  and 
suture  the  cut  ends  together.  I  am  thoroughly  in  accord  with  the 
view  that  the  type  of  paralysis  commonly  present  at  birth  is  very 
frequent  in  adults  although  in  them  it  is  usually  much  less  severe. 

The  great  difficulty  in  connection  with  these  cases,  in  my  opinion, 
is  that  in  them  we  have  a  varying  grade  of  palsy  of  the  upper  ex- 


FiG.  I. — Right  arm  formerly  involved  by  palsy  but  without  displacement 
at  shoulder-joint.  Now  has  normal  power  in  whole  limb  and  normal  movement 
except  for  mild  limitation  of  extension  at  elbow  due  to  injury  there  at  birth. 


tremity  associated  with  a  severe  traumatic  condition  in  the  region  of 
the  shoulder-joint,  both  of  which  we  cannot  explain  by  the  same 
etiology.  The  result  is  a  difference  of  opinion  as  to  the  relative 
importance  of  the  paralysis  and  the  injury  to  the  skeleton  in  the 
shoulder  region.  In  the  new-born  the  arm  hangs  helpless  at  the  side 
and  the  child  cannot  direct  attention  to  the  injured  shoulder  so  that 
the  then  usually  complete  paralysis  becomes  the  dominant  note  in 
the  clinical  picture.     In  the  adults  we  are  not  allowed  to  forget  that 
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the  shoulder  is  very  painful  and  the  complaints  of  pain  by  the 
patient  direct  our  attention  most  forcibly  to  the  shoulder.  We  are 
concerned  at  first  by  the  almost  always  incomplete  palsy,  but  we 
have  learned  that  it  will  usually  disappear  if  we  wait  long  enough. 
The  result  is  that  when  the  surgeon  makes  a  diagnosis,  he  usually 
ignores  the  palsy  and  calls  the  case  one  of  arthritis,  periarthritis, 
subacromial  bursitis  or  perhaps  neuritis.  Much  more  rarely  a 
surgeon  emphasizes  the  paralysis  in  these  cases  and  then  usually 


Fig.  2. — Normal  relations  of  upper  end  of  humerus  to  acromion  and  outer 
end  of  clavicle,  with  humerus  in  full  supination.  The  lesser  tuberosit}-  projects 
rather  further  in  front  of  than  the  greater  tuberositj'  does  outside  of  the  acro- 
mion. The  bicipital  groove  separates  the  two  and  in  life  is  bridged  across  by  a 
strong  aponeurosis  so  that  it  cannot  be  detected  bj'  palpation.  The  posterior 
surface  of  the  humerus  lies  an  appreciable  distance  in  front  of  the  posterior  edge 
of  the  acromion. 


ascribes  it  to  an  injury  of  the  brachial  plexus  when  he  ignores  the 
ankylosis  and  pain  at  the  shoulder. 

In  a  much  less  degree,  the  same  thing  holds  true  for  the  obstetrical 
palsies.  Until  very  recently  the  physician  of  the  present  generation 
had  no  trouble  in  deciding  to  which  of  these  cases  the  term,  Duchenne- 
Erb,  should  be  applied.  No  other  type  was  being  recognized. 
But  this  did  not  always  hold  true  and  it  does  not  hold  true  now. 
Kustner(4),  in  1889,  refused  to  accept  the  Duchenne  theory  of  a 
brachial  plexus  injury  and  insisted  that  the  cause  was  an  injury  of  the 
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upper  epiphysis  of  the  humerus.  He  did  not  account  for  the  palsy. 
He  practically  ignored  it  just  as  most  supporters  of  the  plexus  theory 
ignore  the  ankylosis  in  the  shoulder- joint  and  for  the  same  reason, 
because  they  cannot  explain  it. 

Duchenne  recognized  the  frequent  association  with  obstetrical 
paralysis  of  the  upper  extremity,  of  a  posterior  subluxation  of  the 
shoulder-joint,  occurring  at  birth;  and  also  had  trouble  in  inter- 
preting the  relative  importance  of  the  two  conditions.  Most 
references  to  his  views  concern  what  he  said  in  the  third  edition 
(1872)  of  his  book  on  electricity,  but  it  will  be  necessary  to  read  what 
he  said  in  the  second  edition  to  properly  appreciate  what  he  said 
in  the  third.  In  the  second  edition,  published  in  1861,  he  gives  his 
own  personal  views  based  upon  his  personal  experience  without 
reference  to  anything  appearing,  previously,  in  the  literature. 
He  says,  there,  that  he  had  had  four  cases  of  subacromial  luxation  of 
the  shoulder,  occurring  at  birth,  and  all  were  sent  to  him  in  less  than 
a  month  as  congenital  paralyses  of  the  upper  extremity  (what  we 
now  call  obstetrical  or  brachial  birth  paralyses).  The  displacement 
in  the  shoulder- joint  was  so  slight  that  he  did  not  discover  it  in  his 
first  case,  of  which  he  gives  a  good  description  and  an  excellent  illus- 
tration. It  was  only  on  careful  examination  later,  in  the  three  other 
cases,  that  he  found  the  humeral  head  out  of  its  normal  place.  His 
chief  interest,  in  this  edition,  is  in  the  shoulder  dislocation,  but  he 
adds,  briefly,  toward  the  end  of  the  discussion  that  "in  all  these 
children  there  existed,  besides,  a  true  paralysis,  caused  by  a  lesion 
of  the  brachial  plexus,  which  was  more  or  less  complete  and  more  or 
less  grave."  Here  then  were  four  cases  of  obstetrical  paralyses  of 
the  upper  extremity  with  the  tx'pical  internal  rotation  of  the  arm, 
preservation  of  the  sensation  and  a  mild  posterior  subluxation  of  the 
shoulder-joint. 

In  the  third  edition,  published  in  1872,  his  statements  concerning 
this  variety  of  obstetrical  paralysis  show  no  change  except  from  the 
addition  of  the  following:  "since  the  publication,  in  1861,  of  the 
preceding  facts  I  have  collected  four  new  cases  of  obstetrical  luxation 
of  the  shoulder,  followed  by  a  paralysis  limited  to  some  muscles  of  the 
corresponding  limb."  One  must  conclude  that  he  had  lost  some  of 
that  keen  interest  in  these  shoulder  luxations  which,  eleven  3'ears 
before,  had  enabled  him  to  find  four  in  less  than  one  month.  In  this 
third  edition  he  recognizes  three  groups  of  typical  obstetrical  paraly- 
ses of  the  upper  extremity:  (i)  those  due  to  pressure  of  the  forceps  on 
the  brachial  plexus  and  sometimes  associated  with  facial  paralysis; 
(2)   those  in  which  forceps  were  not  employed  and  the  brachial 
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plexus  was  injured  by  certain  obstetrical  manouvers  (the  lowering 
of  the  arm  in  breech  cases  and  the  use  of  the  linger  as  a  hook  in  the 
axilla  for  traction  in  head  cases);  and  (3)  those  with  subacromial 
luxations,  complicating  or  causing  paralysis  of  the  upper  extremity. 
Note  the  uncertainty  as  to  the  cause  of  the  paralysis  in  this  the  only 
group  in  which  a  shoulder-joint  injury  is  recognized.  His  first 
group  is  evidently  due  to  the  influence  of  Danyau,  his  third  group 
probably  represents  his  view  of  obstetrical  paralysis  when  he  pre- 


FiG.  3. — Case  IX.  Birth  palsy  shoulik-r  ni  boy,  fifteen  and  one-hah"  years 
of  age,  when  ossification  normally  begins  in  the  acromion.  Although  bent 
portion  of  acromion  covers  whole  front  of  shoulder-joint,  is  very  hard  to  the  feel, 
and  easily  outlined;  very  little  of  it  shows  in  this  skiagraph,  and  this  is  probably 
where  the  acromion  presents  the  greatest  thickness  to  the  rc-ray  because  it  is 
there  turning  backward.  The  acromioclavicular  junction  shows  only  slightly, 
apparently,  because  the  two  bones  have  united. 

pared  the  second  edition  of  his  book,  and  the  second  group  the  results 
of  his  thought  and  experience  in  the  period  between  the  appearance  of 
the  second  and  third  editions.  The  following  title  which  heads  the 
whole  discussion  in  the  third  edition,  indicates  that  Duchenne  attached 
much  significance  to  injuries  of  the  skeleton  in  connection  with 
obstetrical  paralysis:  "infantile  Obstetrical  Paralysis  of  the 
Upper  Extremity  with  or  without  Fractures,  Luxations,  or  Other 
Complications." 
He  begins  the  subject  in  the  third  edition  by  a  reference  to  the 
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case  of  Danyau,  a  confrere,  published  in  185 1,  in  which  the  autopsy 
showed  a  lesion  of  the  brachial  plexus  caused  by  the  pressure  of 
forceps,  which  produced  a  small  slough  on  the  left  side  of  the  neck 
over  the  brachial  plexus.  The  findings  at  autopsy  were  as  follows: 
there  was  "a  mild  effusion  of  blood  in  the  tissues  around  the  brachial 
plexus  on  the  left  side  at  its  origin.  From  this  point  behind  the 
scalenes,  the  branches  which  ran  together  to  form  the  plexus  pre- 


FiG.  4. — Case  VII.  Birth  palsy  shoulder  of  man,  forty  j-ears  of  age,  with 
complete  ossification  of  acromion.  The  breech  presentation  maj^  account  for 
bending  of  acromion  downward  and  outward  instead  of  more  anteriorly  as 
usual. 


sented  a  sanguinolent  color  which  did  not  disappear  on  rubbing." 
An  overlooked  injury  to  the  shoulder-joint  would  easily  account  for 
these  findings.  Duchenne,  probably,  included  among  his  cases  of 
paralysis  due  to  pressure  of  forceps  all  those  in  which  the  forceps 
were  employed.  My  understanding  of  an  obstetrical  paralysis  is 
one  in  which  the  whole  upper  extremity  hangs  helpless  at  the  side 
from  birth,   in  marked  internal   rotation  and   with   the  sensation 
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preserved.  This  would,  probably,  include  all  three  groups  of 
Duchenne's  cases. 

But  he  is  practically  always  quoted  only  in  connection  with  his 
views  on  the  second  group  which  are  given  in  an  excellent  resume  as 
follows:  "Certain  violent  obstetrical  maneuvers  necessitated 
by  the  difficult  lowering  of  the  arm  after  the  escape  of  the  trunk  of 
the  child  (breech  presentation),  or  by  the  strong  traction  made 
on  the  shoulder  with  the  aid  of  the  finger  placed  under  the  axilla  in 
the  form  of  a  hook,  after  the  escape  of  the  head  of  the  child  (head 
presentation),  sometimes  produces  a  paralysis  of  the  upper  extremity, 
localized  in  the  deltoid,  infraspinatus  and  iiexors  of  the  forearm  on 
the  arm  (biceps  and  brachialis  anticus)  and  characterized  by  the 
hanging  of  this  limb  at  the  side  of  the  trunk,  by  internal  rotation  of 
the  arm,  and  by  extension  of  the  forearm  on  the  arm."  The  special 
feature  of  the  paralysis  in  this  group  is  its  localization  to  a  few 
muscles,  and  is  probably  more  quoted  than  anything  else  he  said. 
It  was  determined  from  the  examination  of  four  cases,  three  of 
which  were  only  a  few  weeks  old  at  the  time.  Indeed,  the  results  of 
the  electrical  examination  seem  to  apply  only  to  these  three  cases 
and  are  somewhat  confusing.  The  following  is  the  full  report: 
"The  electrical  contractility  of  these  muscles  was  abolished,  except 
in  the  case  of  M.  Tarnier,  in  which  the  paralyzed  muscles  con- 
tracted more  notably  from  electrical  excitation.  The  muscular 
sensibi  ity  was  normal  in  that  one,  while  it  was  considerably  weakened 
in  the  child  of  M.  Guibout,  and  abolished  in  that  of  M.  Depaul. 
(M.  Danyau's,  the  fourth  case,  is  not  mentioned  here.)  Finally  the 
cutaneous  sensibility  seemed  normal  in  all  of  the  children." 

He  said  that  in  all  of  this  group  of  cases  the  arm  fell  immobile  at 
the  side  of  the  trunk,  in  internal  rotation,  and  the  forearm  was 
constantly  in  extension,  while  the  opposite  upper  extremity  was 
agitated  by  the  incessant  movements  of  the  new-born.  This  is  a 
typical  picture  at  this  age  but  with  only  the  deltoid,  biceps,  brachia- 
lia,  anticus,  and  infraspinatus  paralyzed,  it  is  a  little  difiicult  to 
conceive  of  the  arm  hanging  immobile.  Should  we  not  expect  some 
movement  of  the  limb  from  the  unparalyzed  pectorals,  latissimus 
dorsi  and  teres  major,  subscapularis,  supraspinatus,  teres  minor, 
triceps,  and  all  the  muscles  of  the  forearm?  An  electrical  examina- 
tion must  be  unsatisfactory  a  few  weeks  after  birth,  because  of  the 
undeveloped  condition  of  the  muscles,  the  thick  layers  of  fat  and  the 
pain  produced  by  the  current  which  will  cause  the  little  patient  to 
move  the  arm  and  interfere  with  the  examination. 

One  is  almost  compelled  to  conclude  that  paralysis  of  certain  muscles 
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was  largely  assumed  because  certain  movements  could  not  be  made: 
as  paralysis  of  the  deltoid  because  the  arm  could  not  be  abducted; 
paralysis  of  the  biceps  and  brachialis  anticus  because  the  forearm 
hung  in  extension  and  could  not  be  flexed;  and  paralysis  of  the 
infraspinatus  because  the  arm  hung  in  internal  rotation  and  could 
not  be  rotated  externally.  Slight  support  for  this  thought  is  afforded 
by  the  fact  that  in  two  cases  disappearance  of  the  internal  rotation 
was  said  to  indicate  return  of  power  in  the  infraspinatus.     According 


Fig.  5. — An  attempt  to  show  the  alinoniial  bony  relations  in  a  posterior 
subluxation  of  the  shoulder,  which  could  not  be  exactly  reproduced  and  fixed. 
If  the  humerus  does  not  project  in  front  of  the  acromion  and  does  project  be- 
hind it,  there  must  be  a  dislocation  or  subluxation  of  the  shoulder-joint.  In 
life  the  displacement  of  the  head  is  also  downward  and  the  pressure  which  pushed 
it  backward  and  downward,  probably  bent  the  acromion  in  the  same  direction. 


to  Erb  it  should  mean  return  of  power  in  the  supinators  of  the 
forearm,  because  in  the  group  of  paralyzed  muscles,  he  substitutes 
for  the  infraspinatus  these  supinators,  apparently,  believing  that 
the  pronation  of  the  forearm  and  hand  was  not  dependent  upon  the 
internal  rotation  of  the  humerus.  Kennedy(5)  who  introduced  the 
operation  of  excising  portions  of  the  plexus  and  suturing  the  divided 
ends  together,  had  need,  if  anyone  had,  of  first  proving  the  paralysis. 
He  covers  this  phase  of  the  subject  as  follows:  "On  examination 
it  is  found  that  the  attitude  of  the  arm  is  verv  characteristic.     It 
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cannot  be  abducted  at  the  shoulder  on  account  of  the  paralysis  of 
the  deltoid  and  supraspinatus;  the  forearm  cannot  be  flexed  on 
account  of  the  paralysis  of  the  biceps,  brachialis  anticus  and  supina- 
tor longus.  The  forearm  is  usually  in  extreme  pronation  on 
account  of  the  usually  present  paralysis  of  the  supinator  brevis  and 
the  entire  arm  is  rotated  inward,  so  that  the  palm  of  the  hand  may 
be  directed  outward,  this  being  caused  by  the  paralysis  of  the 
external  rotators  of  the  humerus  (infraspinatus  and  teres  minor), 
the  unopposed  action  of  the  internal  rotators  bringing  about  the 


Fig.  6.- — Right  arm  involved.  Very  mild  posterior  subluxation  of  shoulder. 
From  treatment  without  attempt  at  reduction  of  subluxation,  although  shorter, 
the  affected  arm  is  now  about  as  strong  and  almost  as  movable  and  useful  as 
the  normal  left  arm. 


characteristic  position."  It  will  be  seen  that  he  differs  from 
Duchenne  and  Erb  in  his  localization  of  the  paralysis.  He  says  that 
the  supraspinatus  and  teres  minor  are  also  paralyzed.  He  also  says 
that  the  supinator  brevis  is  usually  paralyzed,  while  Erb  says  that 
the  supinator  longus  is  usually  paralyzed,  the  supinator  brevis  rarely. 
Duchenne  does  not  include  either  in  his  group. 

It  is  not  strange  that  Duchenne  did  not  find  a  subluxation  of  the 
shoulder  in  the  three  children  a  few  weeks  old.  There  are  very  few 
if  any  cases  of  the  kind  on  record  and  I  know  that  it  is  very  difficult 
to  detect  them  at  this  age.  In  two  out  of  three  such  cases  examined 
under  ether,  I  did  not  find  a  subluxation,  and  the  rapid  recovery  of 
function  of  the  whole  limb  proved,  in  my  opinion,  that  it  did  not  exist. 
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In  a  third  such  case  (see  Figs.  13  and  14)  the  improvement  is  very 
rapid.  In  one  case,  at  three  weeks  of  age,  it  was  not  recognized 
by  examination  without  ether  but  was  recognized,  by  myself  and 
the  interne,  by  examination  under  ether.  The  interne,  who  knew 
nothing  about  the  turning  downward  of  the  acromion  before,  called 
my  attention  to  its  presence  in  this  case.     Duchenne  seems  to  have 


Fig.  7. — Case  IV.  Typical  obstetrical  palsy  of  left  arm  at  six  years  of  age. 
The  light  so  fell  here  that  distinct  evidence  of  the  posterior  subluxation  is  seen 
in  the  flatness  of  the  left  shoulder  anteriorly  with  the  slight  prominence  of  the 
coracoid  process  just  below  the  clavicle,  which  should  be  compared  with  the 
normal  anterior  prominence  of  the  humerus  in  the  right  shoulder.  Affected 
arm  shorter  than  right  and  shows  typical  limitation  of  extension  at  elbow,  prob- 
ably due  to  injury  there  at  birth. 

been  the  first  to  call  attention  to  the  frequent  occurrence  of  these 
subluxations,  but  he  seems  to  have  lost  interest  in  them  and  they 
were  lost  sight  of  again  until  Whitman(6)  resurrected  them  in  1905. 
It  is  worth  noting  that  the  most  frequent  cause  assigned  for  the 
injury  of  the  plexus  by  Duchenne,  in  the  third  edition,  had  been  given, 
in  the  second  edition,  as  the  cause  of  the  shoulder  subluxation, 
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indicating  that  he  was  concerned  then  to  account  for  the  paralysis 
and  the  dislocation  by  the  same  cause. 

No  effort  will  be  made  here  to  give  reasons  for  rejecting  the  plexus 
theory  for  most  cases,  as  they  have  been  given  elsewhere(7)  more 
fully  than  is  possible  here.  My  interest  in  obstetrical  palsies  re- 
sulted from  observations  on  adult  brachial  palsies  from  injury  to  the 
shoulder  region.     This   interest  was   at  first   independent  of  and 


Fig.  8. — Case  IV.  Represents  a  probably  good  average  of  the  limitation  of 
active  movement  in  the  affected  shoulder.  Patient  is  trying  to  elevate  the  arm 
and  rotate  it  externally  as  far  as  possible.  There  is  almost  no  external  rotation 
and  abduction  is  very  limited.     No  appearance  of  subluxation  in  this  position. 


entirely  uninfluenced  by  the  literature  of  brachialis  plexus  injuries. 
A  palsy,  due  to  injury  to  the  shoulder  region  and  associated  with  an 
ankylosis  of  the  shoulder-joint,  which  disappears  with  the  restoration 
of  normal  motion  to  the  shoulder-joint,  must,  in  my  opinion,  be  due 
to  an  injury  of  that  joint.  My  object  in  connection  with  obstetrical 
palsies  is  to  show  that  this  conception  applies  to  them,  and  that  the 
treatment  based  upon  it  is  the  best.     When  I  offered  this  view  in 
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1911(8),  according  to  my  knowledge,  all  obstetrical  palsies  of  the 
upper  extremity  were  considered  to  be  due  to  injuries  of  the  brachial 
plexus.  Kiistner's  idea  had  been  completely  abandoned  for  manv 
years.  My  suggestion  was  that  the  palsy  was  the  result  of  inclusion 
of  the  nerves  in  the  axillary  inflammation  consequent  upon  a  tearing 
of  the  ligaments  of  the  shoulder-joint  all  of  which  are  included  in  the 
capsule.  Further  experience  and  study  led  to  a  modification  to  this 
extent :  The  degree  of  force  applied  determines  if  a  posterior  subluxa- 
tion will  persist  or  not.  If  it  does  not,  the  shoulder  and  arm  will 
recover  full  motion  and  power,  sooner  or  later,  from  ordinary  exer- 
cises. If  a  subluxation  persists  the  arm  will  always  remain  seriously 
crippled  because  of  the  consequent  serious  interference  with  motion 
at  the  shoulder-joint.  The  power  of  the  muscles  returns  largely  in 
proportion  to  the  degree  of  movement  attained  in  the  shoulder- 
joint.  Not  infrequently  the  elbow-joint  is  seriously  impaired  also 
and  these  appear  to  be  the  worst  cases.  The  worst  in  my  group  was 
one  with  a  posterior  subluxation  of  the  shoulder-joint  and  an  anterior 
dislocation  of  the  upper  end  of  the  radius  on  the  same  side.  I  have 
seen  another  of  this  kind  and  have  been  told  of  two  others  by  two 
surgeons.  Fairbank(g)  refers  to  one  in  his  paper.  Usually  the 
elbow  condition  is  not  so  severe  and  beyond  a  moderate  limitation  of 
movement  in  this  joint  does  not  appear  to  seriously  aggravate  the 
condition  of  the  arm.  I  have  purposely  avoided  discussion  of  the 
elbow  condition  because  it  tends  to  confuse  the  importance  of  the 
shoulder  condition. 

Lange(io),  in  June,  19 12,  published  two  papers  in  which  he  stated 
that  many  adult  cases  and  most  of  the  obstetrical  palsies  were  due 
to  a  laceration  of  the  capsule  of  the  shoulder-joint  and  that  by 
operation  in  one  case  of  obstetrical  palsy  he  found  the  cause  of  the 
paralysis  to  be  the  embedding  of  the  axillary  nerves  in  dense  connect- 
ive tissue  for  an  extent  of  about  4  cm.  In  substance,  this  is  exactly 
the  position  I  had  taken  in  the  Annals  of  Surgery,  in  AprO,  191 1. 
The  cases  not  due  to  injury  of  the  brachial  plexus,  he  called  pseudo- 
palsies,  and  of  his  seventeen  obstetrical  cases  he  considered  that 
thirteen  were  undoubtedly  in  this  class.  In  fifteen  of  the  seventeen, 
he  found  the  same  position  of  the  arm  as  in  his  adult  cases  by  which 
he  evidently  inferred  that  the  fifteen  were  due  to  the  same  cause,  a 
laceration  of  the  shoulder  capsule.  He  does  not  explain  why  he 
thought  the  other  two  cases  were  due  to  injury  of  the  brachial 
plexus.  Peltesohn(ii)  has  recently  taken  a  stand  strongly  favoring 
the  view  that  most  obstetrical  palsies  are  not  due  to  injury  of  the 
brachial  plexus,  and  gives  the  credit  to  Lange  for  first  calling  atten- 
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tion  to  these  pseudopalsies.  He  paid  no  attention,  however,  to 
laceration  of  the  shoulder  capsule  which  Lange  especially  empha- 
sized. To  explain  these  cases  he  goes  back  to  the  etiology  suggested 
by  Kiistner  in  1889,  that  they  were  due  to  injuries  of  the  upper 
epiphysis  of  the  humerus.  Of  several  of  his  cases  he  states  that  the 
head  of  the  humerus  was  under  the  spine  of  the  scapula,  but  he 
accounts  for  this  deformity  by  assuming  a  separation  at  the  diaphyso- 
epiphyseal  junction  with  a  posterior  displacement  of  the  epiphysis. 
He  apparently  fails  to  recognize  that  the  subspinous  position  of  the 
humeral  head  of  necessity  implies  a  posterior  dislocation  at  the 
shoulder- joint.  As  evidence  of  the  epiphyseal  separation  he  uses 
diagrammatic  illustrations  of  very  young  children  in  whom  the 
epiphysis  is  represented  by  one  or  two  small  bone  foci.  Skiagraphs 
of  older  patients  in  whom  the  ossification  is  far  enough  advanced 
(see  Figs.  3  and  4),  show  conclusively  that  the  diaphysoepiphyseal 
junction  does  not  suffer  and  that  the  shoulder-joint  does  in  those 
cases  with  a  posterior  displacement  at  the  upper  end  of  the  humerus. 
Vulpius(ii)  also  ascribes  these  cases  to  epiphyseal  injuries,  and  by 
exact  examination  frequently  found  that  there  was  no  real  paralysis 
present  or,  at  least,  it  was  not  at  all  prominent. 

Piatt (13)  favors  the  plexus  theory  for  most  cases,  a  primary  injury 
of  the  shoulder-joint  or  upper  humeral  epiphysis  for  some  cases,  but 
directs  his  whole  treatment  to  the  improvement  of  the  shoulder 
condition.  He  says,  ''The  results  of  operation  on  the  plexus  have 
been  uniformly  poor."  He  found  a  posterior  subluxation  of  the 
shoulder  in  four  of  his  five  cases  on  the  first  examination  and  in  a 
later  examination  found  it  in  the  fifth  case.  He  considered  this  a 
striking  illustration  of  its  mode  of  development,  i.e.,  it  was  a  second- 
ary result  of  a  plexus  paralysis.  I  had  two  such  cases  and  con- 
cluded that  I  had  overlooked  the  subluxation  on  the  first  examina- 
tion. He  did  not  find  the  bending  downward  of  the  acromion  in  any 
of  his  cases.  It  is  much  more  difficult  to  recognize  this  than  the 
subluxation  and  the  younger  the  patient  the  greater  the  difficulty. 
It  will  probably  require  an  enthusiast  to  find  it  in  the  first  few  weeks 
or  months  of  life.  Piatt  says,  "As  the  treatment  is  the  same  for  all 
the  diagnostic  disability  is  happily  not  of  great  importance." 
There  is  very  much  truth  in  this  statement  although  it  is  far  from 
being  generally  accepted.  Rapidly  increasing  interest  in  the 
treatment  of  the  shoulder  condition  began  with  the  introduction  of 
the  theory  of  a  shoulder-joint  origin  of  most  cases  and  was  stimulated 
by  the  later  recrudescence  of  the  Kiistner  idea  of  an  epiphyseal 
injury.     WTiitman,  in  1905,  advised  the  reduction  of  the  posterior 
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dislocation  of  the  shoulder  which  he  found  to  be  frequent,  but  little 
attention  was  then  given  to  his  work.  Piatt  attributed  the  theory 
of  a  primary  shoulder- joint  or  bone  lesion  to  the  German  school  of 
orthopedic  surgeons,  most  notably  Lange  and  Vulpius.  As  already 
stated  the  shoulder-joint  theory,  did  not  originate  with  the  Germans; 
the  theory  of  a  bone  or  epiphyseal  lesion  did,  but  before  the  discovery 
of  the  x-ray  which  disproves  it. 


Fig.  9. — Case  VIII.     Patient  too  frightened  to  permit  picture  before  opera- 
tion, but  limitation  of  active  movement  very  similar  to  that  shown  in  Fig.  8. 
Note  the  improvement  in  abduction  and  the  full  external  rotation  five  months, 
after  operation. 

Theoretical  discussions  do  not  interest  the  general  profession 
unless  they  furnish  improvement  in  our  methods  of  treatment. 
The  best  evidence  that  most  birth  palsies  of  the  upper  extremity  are 
due  to  the  impaired  shoulder-joint  is  to  be  found  in  the  improve- 
ment in  the  power  and  usefulness  of  the  whole  limb  from  improve- 
ment of  the  function  of  the  shoulder-joint.  Treatment  based  upon 
the  theory  of  an  injury  of  the  brachial  plexus  has  given  very 
indiflferent  results.  In  my  opinion,  the  most  serious  objection  that 
can  be  raised  to  the  operations  directly  on  the  plexus,  especially 
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those  in  which  portions  of  the  plexus  have  been  divided  and  the  ends 
sutured  together,  is  that  the  results  have  been  too  meagerly  reported 


Fig.  io.— Case  IX.  Six  months  after  operation.  Note  that  arm  hangs  in 
natural  position.  Scar  at  shoulder  made  by  an  incision  around  margin  of  bent- 
down  portion  of  acromion.  This  feels  as  hard  as  bone  and  is  about  a  half  inch 
larger  all  around  than  is  indicated  by  the  scar.  Note  in  Fig.  3  how  little  of  this 
bony  deformity  shows  in  the  .r-ray.  Compare  the  relative  shortness  of  the 
affected  limb  in  this  and  Fig.  11.  Apparently  all  the  difference  developed 
before  one  and  one-half  years  of  age,  i.e.,  in  the  period  of  inactivity  and  severity 
of  the  causal  condition. 

or  have  not  been  reported  at  all.     I  have  not  the  slightest  doubt 
that  these  results  would  suffer  severely  from  comparison  with  the 


592 


TPIOMAS:    OBSTETRICAL    OR   BRACHIAL   BIRTH    PALSY 


results  of  methods  to  improve  the  function  of  the  shoulder-joint. 
Because  of  his  results  with  the  shoulder-joint  methods,  Lange  said 
that  the  day  for  the  "let  alone  treatment"  of  obstetrical  palsy  had 
passed  by. 

My  treatment  in  these  cases  is  based  upon  a  very  simple  principle, 
i.e.,  to  restore  as  nearly  as  possible  the  normal  function  of  the 
shoulder-joint.  According  to  my  experience  with  twenty-four 
palsied  arms  in  twenty-three  patients,  if  there  is  no  displacement  in 
the  shoulder-joint  a  perfect  recoverv  will  be  obtained  from  exercises 
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Fig.  II. — Case  IX,  at  about  one  and  one-half  years  of  age.  Compare 
shortening  of  right  arm  at  this  age  and  at  sixteen  years  of  age  as  shown  in 
Fig.  ID. 

alone.  Of  six  such  cases,  four  have  completely  recovered  except 
for  some  limitation  of  extension  at  the  elbow  in  one  (see  Fig.  i). 
One  is  recovering  very  satisfactorily  and  the  sixth  I  have  seen  only 
once,  when  it  was  three  weeks  old.  I  suspect  that  the  proportion  of 
these  cases  to  those  with  displacement  in  the  shoulder-joint  is 
greater  than  my  cases  indicate,  and  that  many  recover  so  satis- 
factorily that  the  parents  do  not  consult  the  physician  after  the  first 
few  weeks  or  months.  When  I  see  a  case  of  birth  palsy  with  the 
typical  internal  rotation  of  the  limb  and  the  characteristic  limitation 
of  abduction  and  external  rotation  as  old  as  two  or  three  years,  I 
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immediately  suspect  and  have  not  yet  failed  to  find  present  a  pos- 
terior subluxation  of  the  shoulder-joint.  In  my  opinion,  the 
greatest  harm  that  can  be  done  such  a  patient  is  for  the  physician  to 
overlook  or  underestimate  the  importance  of  this  affection  of  the 
shoulder-joint.  A  corresponding  displacement  in  the  elbow,  wrist, 
knee  or  ankle,  would  not  fail  to  attract  attention.  This  can  only 
mean  that  we  are  more  familiar  with  the  normal  bony  relations  of 
these  joints  than  with  those  of  the  shoulder-joint.  To  know  all 
anatomical  relations  is  impossible,  therefore,  we  charge  our  memories 
only  with  those  which  experience  has  shown  to  be  important.  The 
important  bony  relations  at  the  shoulder  are  those  of  the  upper  end 
of  the  humerus  to  the  margins  of  the  acromion,  because  here  only 
do  the  two  bones  forming  the  shoulder-joint  become  together 
subcutaneous  so  that  displacements  can  be  easily  detected.  To 
recognize  mild  grades  of  displacement  one  must  know  these  normal 
relations  well.  The  only  relation  generally  well  known,  because  the 
only  one  emphasized  in  the  books  and  usually  taught  in  the  schools, 
is  that  the  humerus  projects  outside  of  the  external  edge  of  the 
acromion.  This  relation  is  not  materially  disturbed  in  these 
posterior  subluxations  of  the  shoulder-joint  of  birth  palsies,  but  it  is 
the  loss  of  this  relation  which  is  most  diagnostic  of  the  common 
anterior  dislocation  of  the  shoulder.  That  is  why  it  has  been 
emphasized  so  much.  That  the  humerus  projects  in  front  of  the 
acromion  as  much  as  it  does  outside  of  it  (see  Fig.  2)  is  rarely  if  ever 
mentioned  in  text-books.  With  this  goes  the  other  fact  that  instead 
of  the  humerus  projecting  back  of  the  acromion,  pressure  of  the 
examining  finger  finds  a  depression  under  its  posterior  margin. 
Because  this  relation  of  the  humerus  to  the  anterior  and  posterior 
borders  of  the  acromion,  has  not  been  generally  taught  it  is  not 
generally  known.  Until  these  relations  are  better  taught  to  our 
medical  students,  the  great  majority  of  the  profession  will  continue 
to  overlook  these  mild  grades  of  posterior  displacement  of  the 
shoulder-joint  in  obstetrical  palsies.  In  the  first  few  weeks  or  months 
of  life  the  diagnosis  may  be  particularly  difiicult  because  of  the 
small  size  of  the  bones,  the  cartilaginous  condition  of  the  acromion 
and  the  upper  end  of  the  humerus,  the  abundance  of  infant  fat  and 
the  squirming  of  the  crying  child.  I  believe  that  the  displacements 
occur  at  birth  and  if  that  is  so,  then  is  the  time  to  recognize  and 
reduce  them.  This  can  then  be  done  without  operation.  Later  it 
will  be  very  difficult  to  accomplish  complete  reduction  as  in  all  old 
dislocations  of  the  shoulder-  and  other  joints. 

The  strongest  evidence  of  a  traumatic  origin  at  birth  of  these 


594 


THOMAS:    OBSTETRICS    OR   BRACHL\L   BIRTH    PALSY 


subluxations  is  the  bending  downward  and  forward  of  the  anterior 
portion  of  the  acromion  which,  according  to  my  experience  is  prac- 
tically always  present.  An  injury  of  the  brachial  plexus  cannot 
explain  it.     It  is  obviously  due  to  the  same  pressure  which  pushed 


Fig.  12. — Case  IX.  Boy,  fifteen  and  one-half  years  of  age.  Showing  only 
way  hand  could  be  raised  to  mouth  before  operation.  So  free  abduction  of  arm 
outward  appears  to  be  very  rare,  in  case  vnih  subluxation  of  shoulder.  Note 
good  size  and  shape  of  hand  on  affected  side.  Swell  of  biceps  in  contraction 
small  and  globular. 


the  humeral  head  backward  during  delivery.  At  first  I  did  not 
understand  why  the  .v-ray  did  not  show  the  bent  portion  of  the 
acromion.  I  now  know  that  the  cases  were  too  young.  I  found  it 
by  operation  every  time,  except  on  one  of  my  patients  in  whom  the 
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acromion  showed  distinct  evidence  of  pressure.  Up  to,  at  least, 
five  years  of  age,  it  proved  to  be  cartilaginous  and  was  easily  cut 
with  a  knife.  This  is  explained  by  the  fact  that  ossification  in  the 
acromion  does  not  begin  until  about  fifteen  years  of  age.  It  is 
completed  at  about  nineteen  years  (Piersol)  (see  Figs.  3  and  4). 
The  absence  of  the  normal  humeral  prominence  in  front  of  the 
acromion,  the  presence  of  an  abnormal  prominence  under  the 
posterior  edge  of  the  acromion  (see  Fig.  5)  and  the  bending  down- 
ward and  forward  of  the  anterior  portion  of  the  acromion  (recognized 
only  by  very  careful  palpation),  \\dll  establish  the  diagnosis  of  a 
posterior  subluxation.  It  is  so  important  to  recognize  it  at  or  soon 
after  birth  and  its  diagnosis  is  so  difficult  then  for  the  reasons 
already  given,  that  I  have  not  hesitated  to  mildly  etherize  the 
young  patient  in  one  case  at  three  weeks  and  two  cases  at  six  weeks 
in  order  to  assure  the  diagnosis.  In  the  two  at  six  weeks  the 
examination  w^as  negative  but  I  took  advantage  of  the  anesthesia  to 
make  sure  by  force  that  the  humeral  head  was  in  good  position  and 
fix  it  there  for  six  weeks  by  a  light  cast  with  the  arm  in  abduction 
and  external  rotation.  This  has  appeared  to  be  distinctly  advan- 
tageous in  the  cases  without  displacement  in  the  shoulder-joint, 
in  that  the  recovery  of  normal  motion  of  the  joint  and  power  of  the 
limb  seems  to  be  more  rapid  than  when  exercises  alone  are  employed. 
The  cast  relieves  all  pain  and  the  manipulations  any  lingering  doubt 
about  the  position  of  the  humeral  head.  In  the  case  at  three  weeks 
of  age  a  subluxation  was  found  and  corrected  and  the  arm  put  up 
in  a  cast  in  the  same  position  as  in  the  others. 

Normal  motion  cannot  occur  without  a  normal  joint.  Successful 
complete  reduction  is  difficult  and  often  impossible  in  old  disloca- 
tions of  the  shoulder-  and  other  joints.  It  may  sometimes  be 
justifiable  to  attempt  improvement  in  motion  without  any  effort  at 
reduction  (see  Fig.  6)  but  my  experience  teaches  me  that  as  complete 
reduction  as  possible  should  be  attempted,  and  that  complete  reduc- 
tion is  practically  always  impossible  without  operation  because 
otherwise  the  bent  portion  of  the  acromion  remains  an  insuperable 
obstruction.  Whether  the  reduction  is  complete  or  not,  or  any 
attempt  is  made  to  reduce,  vigorous  and  prolonged  exercises  after- 
ward are  indicated  to  improve  the  motion  of  the  joint.  The  move- 
ment usually  most  restricted  is  external  rotation,  although  abduction 
is  also  always  restricted,  usually  much  so.  All  exercises  should  aim 
at  improving  these  two  movements.  According  to  my  experience 
all  other  movements  are  improved  in  proportion  as  these  are 
improved. 
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According  to  my  knowledge,  only  two  operations  for  brachial 
birth  palsy  have  an  established  position  in  surgery,  Kennedy's 
operation  on  the  brachial  plexus  and  Hoffa's  operation  on  the 
humerus.  To  overcome  the  troublesome  internal  rotation,  Hoffa 
divided  the  humerus  about  the  middle  of  the  shaft  and  obtained 
union  with  the  lower  fragment  turned  into  full  external  rotation. 
Lange,  Vulpius  and  Peltesohn  speak  well  of  this  operation  and  much 
improvement  in  the  use  of  the  limb  seems  to  result  from  it.  It  does 
not  improve  the  motion  at  the  shoulder-joint  and  any  improvement 


Fig.  13.- — Case  X.  Subluxation  excluded  by  examination  under  ether. 
When  cast  was  applied  at  five  weeks  of  age,  the  arm  had  hung  motionless  at 
the  side  from  birth  except  that  the  fingers  had  grasped  the  mother's  finger 
slightly.  Cast  left  on  about  eight  weeks  and  hand  movements  improved  much 
in  that  time.  This  picture  taken  four  days  after  cast  was  removed.  Note  the 
degree  of  active  abduction  and  external  rotation  and  evidence  of  movement 
of  fingers. 

in  external  rotation  must  be  at  the  expense  of  internal  rotation. 
Operative  reduction  of  these  dislocations  is  in  its  infancy  and  no 
method  of  operation  has  yet  received  much  attention.  Whitman 
employed  the  nonoperative  reduction.  Fairbank  used  both  but 
favored  the  operative  for  most  cases.  I  believe  that  application  of 
the  force  necessary  for  complete  reduction  by  the  nonoperative 
method  is  more  dangerous  than  operative  reduction.  I  have 
operated  on  the  shoulder  in  nine  cases  and  the  elbow  in  one.  I 
employed  an  incision  along  the  posterior  margin  of  the  deltoid  in 
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one  case,  the  same  incision  with  an  axillary  incision  in  another, 
an  incision  along  the  anterior  margin  of  the  acromion  and  a  posterior 
incision  in  a  third,  and  in  six  others  a  semilunar  incision  along  the 
margins  of  the  acromion.  This  gives  a  free  exposure  just  where  it  is 
needed,  and  the  operation  which  I  have  done  through  it  in  my 
opinion,  accomplishes  in  fuller  degree  what  is  necessary  with  less 
trauma  than  any  other  operation  yet  devised  for  the  purpose. 

After  the  deltoid  is  divided  and  the  upper  end  of  the  humerus 
freely  exposed,  the  obstructing  portion  of  the  acromion  is  removed. 


Fig.  14. — Case.X.     This  picture  was  taken  two  months  after  that  shown  in 
Fig.  13,  and  shows  how  rapidly  the  arm  is  approaching  the  normal  condition. 

In  the  great  majority  of  cases  this  will  be  cartilaginous  and  can  be 
cut  with  a  knife.  Then  an  effort  should  be  made  to  force  the  arm 
into  external  rotation  and  abduction  and  the  humeral  head  as  nearly 
as  possible  into  its  normal  anterior  position.  It  will  often  be 
impossible  to  accomplish  complete  reduction  because  of  contrac- 
tures of  tendons  and  other  tissues,  but  a  considerable  improvement 
can  practically  always  be  obtained.  Division  of  the  subscapularis 
insertion  wall  usually  be  necessary  before  full  external  rotation  can 
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be  accomplished.  If  the  external  rotator  tendons  are  divided  at 
their  insertion  into  the  greater  tuberosity  and  the  cut  ends  sutured 
well  forward  on  this  tuberosity  with  the  arm  in  abduction  to  about 
a  right  angle  and  full  external  rotation,  these  tendons  thus  shortened 
will  be  an  important  factor  later  in  preventing  a  recurrence  of  the 
dislocation.  In  dividing  the  subscapularis  tendon  at  its  attach- 
ment to  the  lesser  tuberosity  and  the  external  rotator  tendons  at 
the  greater  tuberosity,  one  must  be  careful  not  to  divide  the  long 
tendon  of  the  biceps  in  its  groove  between  the  two  tuberosities. 
The  arm  should  be  maintained  in  full  external  rotation  and  abduction 


Fig.  15. — Boy  operated  on  about  two  and  one-half  years  ago,  at  ten  months  of 
age,  for  subluxation  of  right  shoulder.  Arm  fixed  in  plaster  cast  for  three 
weeks  at  side  of  body  in  external  rotation.  Troublesome  internal  rotation  has 
been  overcome.  Recover}^  of  abduction  slow  because  of  operative  stiffening 
of  shoulder-joint  with  arm  at  side  and  inactive  period  of  life. 


at  least  to  a  right  angle,  while  the  cut  margin  of  the  deltoid  is  sutured 
to  the  cut  fibers  of  the  deltoid  still  attached  to  the  acromion.  A 
No.  I  plain  catgut  suture  (continuous)  should  be  used  for  the  skin. 
A  sterile  gauze  dressing  is  held  in  place  by  a  spica  bandage  of  the 
shoulder  and  a  light  plaster  cast  is  applied  fixing  the  arm  in  abduc- 
tion and  external  rotation  for  about  six  weeks.  I  have  not  had 
occasion  to  expose  the  wound  in  a  single  case  and  have  not  had  the 
slightest  infection,  except  for  a  small  drainage  opening  in  both  of  the 
first  two  cases  operated  on. 

The  ultimate  result  in  obstetrical  palsy  depends,  chiefly,  upon 
the  approach   to   the   normal   attained   in   the  shoulder-joint.     If 
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dislocation  is  not  present,  there  results  a  cicatrization  of  the  injured 
soft  structures,  especially  the  ligaments,  with  fixation  of  the  limb 
more  or  less  firmly  at  the  side  of  the  body  in  internal  rotation,  and 
a  temporary  or  pseudoparalysis.  Return  of  normal  power  may 
occur  after  a  variable  period.  It  does  not  seem  to  follow  as  closely 
after  return  of  normal  motion  in  the  shoulder-joint  as  in  the  adult 
cases.  But  most  cases  never  fully  recover  function  of  the  limb 
because  of  the  presence  of  an  unrecognized  posterior  subluxation 
of  the  shoulder-joint  which  interferes  very  much  with  abduction 
and   external   rotation  at   the  shoulder-joint.     In  rare  cases  with 


Fig.  i6. — Same  patient  as  in  Fig.  15,  lifted  by  both  hands.  Springing  out- 
ward of  scapula  shows  why  arm  was  not  abducted  higher  in  Fig.  15.  More  vigor- 
ous use  of  arm  later  in  life  will  probably  stretch  the  contracted  soft  tissues  and 
allow  full  motion  at  the  shoulder.  Shortening  of  right  arm  does  not  seem  to 
have  increased  since  operation. 

very  mild  grades  of  subluxation,  almost  normal  movement  and 
power  of  the  limb  can  be  obtained  from  long-continued  exercises 
without  operation  (see  Fig.  6).  In  most  cases,  however,  the  limb 
will  remain  very  much  crippled  while  the  wearing  away  of  the 
humeral  head  and  glenoid  cavity  from  persistent  exercises  increases 
the  difiiculty  of  reestablishing  a  good  joint  by  operation  later  (see 
Case  VIII). 

Recognition  and  reduction  of  the  dislocation  at  birth  should  be 
followed  later  by  practically  normal  motion  of   the  shoulder  and 
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development  of  the  limb,  assuming,  of  course,  that  no  damage  has 
been  done  to  any  other  part  of  the  limb.  But  this  result  is  not 
likely  to  become  common  very  soon  because  it  necessitates  a  greater 
familiarity  with  the  normal  bony  relations  of  the  shoulder- joint 
than  exists  at  the  present  time  among  general  practitioners  who  see 
most  of  these  cases  at  birth.  Nor  is  the  general  practitioner  alone 
in  this  respect,  as  is  shown  by  the  fact  that  these  dislocations  were 
first  reported  as  being  frequent  by  Duchenne  in  1861,  but  did  not 
then  attract  much  attention  and  were  not  heard  of  again  until  1905, 
when  Whitman  rediscovered  them.  The  only  other  writers  to  find 
them  frequently  since  then  are  Fairbank,  who  in  191 2  reported  that 
of  his  thirty-seven  cases  of  obstetrical  palsy,  there  was  a  posterior 
subluxation  of  the  shoulder  in  twenty-eight,  and  Piatt  who  found  it 
in  all  of  his  five  cases.  The  immediate  improvement  in  abduction 
and  external  rotation  from  operation  is  striking  and  the  parents 
are  usually  grateful  for  it.  A  marked  improvement  in  power  of 
the  limb  is  soon  apparent,  although  it  does  not  continue  as  rapidly 
after  a  few  months.  It  seems  to  continue,  however,  for  years  and 
probably  never  stops.  It  is  more  marked  in  a  boy  of  eight  to  ten 
years  than  in  one  of  eight  to  ten  months,  because  the  older  boy  will 
use  more  force  in  his  exercises.  The  younger  patient  wall  do  very 
little  for  himself  until  later,  but  he  has  many  years  before  him  for 
improvement  before  he  is  called  upon  to  earn  his  living  with  this 
arm. 

Case  I. — Boy,  five  weeks  and  five  days  old,  referred  by  Dr. 
C.  S.  Franckle  of  jNIillvile,  N.  J.,  and  examined  Jan.  27,  1914. 
Difficult  breech  birth.  Child  large  and  mother  small.  Left  arm 
hung  helpless  immediately  after  birth.  Mother  says  she  noticed 
fingers  of  this  hand  move  slightly  a  few  days  after  birth.  Arm 
hangs  now  in  full  extension,  in  marked  internal  rotation,  and  motion- 
less except  that  the  fingers  grasp  the  mother's  finger  with  slight 
power.  Owing  to  the  infant  fat,  the  softness  of  the  bones  and  the 
restlessness  of  the  patient  it  was  very  difficult  to  exclude  posterior 
subluxation  of  the  shoulder.  A  careful  examination  wdth  mild 
etherization,  Feb.  3,  1914  showed  the  shoulder  relations  normal. 
External  rotation  markedly  limited  and  abduction  to  a  lesser 
degree.  By  careful  and  prolonged  manipulations  the  arm  was 
carried  into  nearly  full  external  rotation  and  abduction  to  a  right 
angle  with  body,  and  in  this  position  was  fixed  in  a  light  plaster 
cast,  the  arm  and  chest  being  protected  by  a  thick  layer  of  cotton. 
I  had  my  first  conversation  with  Dr.  Franckle  at  this  time  and  he 
informed  me  that  his  attention  was  attracted  to  the  shoulder  at 
birth,  that  a  consultant  soon  afterward  obtained  crepitation  in  this 
shoulder,  that  this  shoulder  was  abnormally  movable  at  birth  but 
became  fixed  afterward.     This  evidence  indicates  that  this  shoulder 
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was  injured  at  birth.  Feb.  4,  1914,  child  sent  home  with  arm  in 
cast.  Cast  removed  March  17,  1914.  Hand  power  and  move- 
ments showed  striking  improvement  while  cast  was  on,  and  when  it 
was  removed  there  was  considerable  movement  at  the  shoulder. 
The  improvement  continued  in  a  gratifying  manner  and  on  Sept. 
12,  1 9 14,  the  father  wrote:  "I  cannot  see  any  difference  in  the  two 
arms"  the  power  and  range  of  movements  in  both  being  the  same. 

Case  II. — Girl,  examined  Sept.  lo,  1914.  Aged  three  weeks  and 
two  days.  Difficult  labor.  Child  very  large.  Instruments  not 
employed,  but  doctor  pulled  strongly  on  head.  Much  cyanosis  at 
birth  and  right  arm  hung  at  side  completely  motionless.  Mother 
says  that  ever  since  birth  child  cried  whenever  the  right  shoulder 
was  manipulated.  She  thinks  sensation  is  lost  but  has  no  means  of 
proving  this.  There  is  only  slight  limitation  of  abduction  and 
external  rotation,  but  mother  has  been  forcing  the  movements  since 
birth.  She  called  attention  to  a  small  indurated  area  in  the  left 
sternomastoid  muscle.  I  could  not  detect  a  subluxation  of  the  right 
shoulder,  although  I  did  not  anesthetize  the  patient,  as  in  three 
other  similar  cases,  for  the  examination.  I  was  anxious  to  have  the 
mother  return  with  the  child  from  time  to  time  to  guard  against 
overlooking  a  dislocation  and  to  watch  the  progress,  but  I  did  not 
see  the  patient  again.  Recent  reports  indicate  that  the  power  and 
movement  of  the  limb  have  improved  very  much  but  still  remain 
considerably  below  normal. 

Case  HI. — Boy,  referred  Oct.  i,  1914  by  Dr.  J.  D.  Target. 
Aged  three  weeks  and  one  day.  Difficult  labor.  Instruments  em- 
ployed. Weight  at  birth  1 1  pounds.  Right  arm  then  completely  im- 
mobile. About  a  week  later  the  fingers  observed  to  move  slightly. 
Whole  limb  now  hangs  in  internal  rotation  the  hand  looking  back- 
ward, and  motionless  except  for  slight  movement  in  the  fingers. 
The  crying  and  restlessness  of  the  child  make  examination  of  the 
shoulder  very  unsatisfactory.  The  mother  called  attention  to  a 
"click"  in  the  right  shoulder  on  movement  which  I  detected. 
On  the  following  day  under  ether  at  the  University  Hospital,  the 
examination  was  more  satisfactory.  I  asked  the  interne.  Dr.  Bush- 
man, to  look  for  the  normal  prominence  in  front  of  the  acromion 
on  both  sides.  He  found  it  on  the  left  side  but  not  on  the  right, 
and  without  any  previous  knowledge  of  the  condition  said  he 
thought  the  anterior  portion  of  the  acromion  on  the  left  side  was 
bent  downward  and  forward.  This  confirmed  what  I  had  already 
observed  and  established  the  presence  of  the  posterior  subluxation 
of  the  shoulder  and  bent- down  condition  of  the  acromion,  three 
weeks  after  birth.  I  do  not  know  of  another  case  in  which  it  has 
been  found  so  early.  I  then  used  as  much  force  as  I  dared  in 
manipulating  the  humeral  head  into  its  normal  place  and  kept 
it  there  by  a  plaster  cast  with  the  arm  at  right  angles  with  the  body, 
the  elbow  slightly  posterior  and  the  forearm  at  right  angles  with 
the  arm  which  was  in  full  external  rotation.  Full  external  rotation 
has  been  maintained  and  abduction  to  beyond  a  right  angle,  while 
passive  abduction  is  nearly  if  not  normal.     The  humeral  head  is 
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not  as  far  forward  as  on  the  normal  side  but  the  improvement 
is  very  gratifying  and  the  prospects  for  a  nearly  normal  upper  ex- 
tremity are  bright. 

Case  IV. — Girl,  six  years  old.  Referred  by  Dr.  J.  H.  Behler  of 
Nesquehoning,  Pa.  Difficult  labor.  Instruments  employed.  Left 
arm  paralyzed  immediately  after  birth.  Motion  at  shoulder  now 
very  limited  (see  Fig.  8).  Operation  Dec.  i,  1914  at  University 
Hospital.  Semilunar  incision  around  margin  of  acromion  about 
23^  inches  long,  through  deltoid  exposing  upper  end  of  humerus  and 
another  incision  along  the  anterior  margin  of  the  deltoid.  Full 
external  rotation  accomplished  only  after  division  of  the  tendon  of 
the  subscapularis,  care  being  observed  not  to  divide  the  long  tendon 
of  the  biceps  in  its  groove.  Abduction  to  about  130  degrees  was 
obtained  by  some  force  but  was  resisted  stubbornly  by  contractured 
muscles,  especially  by  the  pectoralis  major.  The  tendons  of  the 
external  rotators  with  the  underlying  capsule  were  then  divided 
and  after  forcing  the  humeral  into  its  normal  position,  they  were 
carried  forward  and  sutured  to  the  periosteum  of  the  greater  tuber- 
osity which  was  thus  overlapped  by  them.  This  did  away  with  the 
relaxation  which  permitted  the  posterior  subluxation,  the  arm 
being  maintained  in  the  meantime  in  the  position  maintained  by 
the  cast  in  the  preceding  cases.  The  gap  between  the  divided 
subscapularis  tendon  and  the  lesser  tuberosity  could  not  be  closed 
and  was  permitted  to  fill  in  by  cicatricial  tissue.  Both  incisions 
were  closed  by  chromic  catgut,  the  abducted  position  permitting 
the  easy  closure  of  the  small,  gap  left  by  the  cutting  away  with  a 
knife  of  the  bent-down  portion  of  the  acromion  which  was  cartilag- 
inous. The  skin  was  closed  without  drainage  by  a  continuous 
plain,  No.  i  catgut  suture.  Dressing.  Bandage.  Cast  fixing 
limb  in  position  mentioned  above.  Cast  removed  five  weeks  after 
operation  and  arm  came  down  to  side  in  another  week.  The  father, 
a  Polish  coal  miner,  then  took  the  child  home,  about  150  miles 
from  Philadelphia,  and  the  best  that  could  be  done  was  to  give 
him  instructions  as  to  the  exercises  to  be  followed.  I  saw  the 
child  for  the  second  time  since  the  operation  recently,  when  the 
shoulder  was  very  stiff  because  the  exercises  had  not  been  carried 
out.  The  father  asked  that  I  try  to  restore  motion  to  the  shoulder- 
joint,  so  that  five  days  ago  I  divided  the  tendons  of  the  latissimus 
dorsi,  teres  major  and  pectoralis  major,  and  placed  the  limb  in  a 
cast  again  in  full  external  rotation  and  abduction  to  about  no 
degrees. 

Case  V. — -Boy,  ten  months  old,  of  Italian  parents.  Referred  by 
Dr.  L.  B.  Phillips,  Lawrence,  Long  Island.  Difficult  labor.  Instru- 
ments employed.  Weight  at  birth  10  pounds.  Dr.  Phillips  did 
not  deliver  the  mother  but  father  told  him  that  paralysis  was  first 
observed  one  week  after  birth  by  mother  who  also  noticed  a  "lump" 
behind  the  shoulder.  She  died  of  sepsis,  however,  when  patient 
was  three  weeks  old.  Although  there  seems  to  be  some  power  in 
all  parts  of  the  limb  now,  the  child  does  not  make  much  use  of  it  in 
making   movement.     The   typical  internal   rotation  with   marked 
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resistance  to  passive  external  rotation,  is  present.  Operation  at 
University  Hospital  Aug.  26,  1914.  Semilunar  incision  around 
edge  of  acromion  through  deltoid.  Bent-down  portion  of  acromion 
cut  away  with  knife.  Operation  completed  as  in  preceding  cases 
and  cast  applied  with  arm  in  full  external  rotation  and  abduction 
beyond  a  right  angle.  Cast  removed  in  five  weeks  and  arm  brought 
to  side  in  another  week.  Child  sent  home  Oct.  9,  1915.  There 
was  a  marked  improvement  in  the  attitude  and  movement  of  the 
limb  as  the  direct  result  of  the  operation  but,  unfortunately,  the 
child  died  of  pneumonia  six  months  after  the  operation. 

Case  VI. — Girl,  colored,  fourteen  months  of  age.  Difficult 
labor.  Instruments  used.  Right  arm  paralyzed  at  birth.  Ex- 
amination now  shows  considerable  power  throughout  the  whole 
limb,  but  much  less  than  on  normal  side.  Abduction  and  external 
rotation  at  shoulder  much  limited.  Mild  grade  of  posterior  sub- 
luxation and  bending  downward  of  anterior  portion  of  acromion, 
very  little  atrophy  of  arm.  There  is  a  mild  grade  of  "cubitus 
varus"  at  the  elbow,  indicating  an  injury  there  at  birth,  and  as  a 
result  of  lack  of  full  extension  with  a  slight  limitation  of  rotation 
of  the  forearm.  Operative  reduction  of  the  shoulder  dislocation 
was  advised  but  the  patient  was  never  brought  back. 

Case  VH. — -Physician,  forty  years  of  age.  Examination  July 
12,  1914.  His  mother  told  him  that  he  had  had  a  difficult  breech 
birth  and  that  the  left  shoulder  was  injured  at  the  time,  that  arm 
being  paralyzed  from  birth.  She  also  told  him  that  a  surgeon 
had  advised  operation  on  the  arm,  that  the  arm  was  bound  to  the 
side  for  about  a  year  but  received  massage  and  exercises  during 
that  time.  He  recalls  that  during  his  early  years  his  arm  was 
much  weaker  than  now  and  that  his  hand  movements  were  always 
strongest.  There  was  then  much  more  limitation  of  abduction 
and  external  rotation  than  now.  At  eight  or  nine  years  of  age  he 
began  to  force  the  movements  and  exercise  the  muscles  with  dumb 
bells,  etc.  Examination  now  shows  the  left  arm  distinctly  smaller 
than  right.  It  hangs  in  slight  internal  rotation.  External  rota- 
tion is  much  limited  and  abduction  somewhat  limited.  There 
is  a  mild  grade  of  posterior  subluxation  of  the  shoulder  and  the 
whole  acromion  is  bent  downward  and  outward  (see  Fig.  4).  His 
chief  trouble  results  from  the  limitation  of  external  rotation.  He 
concluded  not  to  undergo  operation  to  improve  external  rotation. 

Case  VHI. — Boy,  four  years  old,  referred  by  Dr.  T.  M.  Devost  of 
Columbia,  S.  C.  Bright  and  vigorous  but  has  slight  defect  in  speech. 
Mother  small.  Difficult  labor.  Instruments  not  employed,  but 
there  was  much  difficulty  in  delivering  the  shoulders.  On  the  fol- 
lowing day  the  right  arm  was  observed  to  hang  helplessly  at  the  side. 
Massage  was  begun  very  soon  and  in  a  short  time  the  child  grasped 
the  mother's  finger  mildly.  Now  the  boy  can  raise  the  affected  arm 
upward  and  forward  as  in  Case  IV  (Fig.  8)  to  an  angle  of  about  60 
degrees  with  the  body,  without  assistance.  With  the  aid  of  the 
other  hand,  however,  he  can  raise  it  straight  up  along  side  the  head. 
At  rest  the  arms  hang  at  the  side  in  the  characteristic  internal  rota- 
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tion,  while  external  rotation,  active  and  passive,  is  markedly  limited. 
There  is  some  limitation  of  extension  at  the  elbow  and  slight  cubitus 
varus.  Operation  at  Stetson  Hospital,  June  19, 1915.  Same  incision 
as  in  Cases  IV  and  V.  Anterior  portion  of  acromion  bent  downward 
and  a  piece  about  an  inch  long  and  a  half  inch  wide  cut  away  with 
the  knife  as  it  was  cartilaginous.  Nearly  full  external  rotation  was 
obtained  after  division  of  the  subscapularis  at  its  insertion  into  the 
lesser  tuberosity,  the  gap  here  being  permitted  to  fill  in  later  by 
cicatricial  tissue.  The  external  rotator  tendons  were  di\'ided  at  the 
greater  tuberosity.  The  much  deformed  humeral  head  was  forced 
into  about  its  normal  position,  the  arm  placed  in  abduction  to  more 
than  a  right  angle  and  full  external  rotation,  and  the  cut  ends 
of  the  external  rotators  sutured  to  the  fibrous  tissue  well  forward  on 
the  greater  tuberosity.  Wound  closed  as  in  Cases  IV  and  V, 
without  drainage  and  plaster  cast  applied  with  arm  in  above  position. 
Primary  healing.  Cast  removed  July  26,  and  reapplied  with 
arm  nearer  the  side  from  bending  the  cast.  Left  the  city  \\dthout  the 
cast  and  with  the  arm  stUl  not  quite  at  the  side,  July  30,  191 5. 
The  father  wrote  recently  that  while  before  the  operation  the  boy 
had  no  control  over  the  affected  arm  he  now  made  much  use  of  it, 
as  in  eating  and  playing.  Because  of  fear  he  would  not  permit  a 
picture  to  be  taken  before  operation  which  would  show  the  hmita- 
tion  of  movement,  but  it  was  about  the  same  as  in  Fig.  8.  Compare 
this  with  Fig.  9. 

Case  IX. — Boy,  fifteen  years  old,  referred  to  Dr.  H.  A.  Duncan. 
Difficult  labor.  Chloroform  and  instruments  employed.  Right 
arm  first  observed  to  hang  helpless  at  the  side  soon  after  birth.  The 
arm  and  shoulder  muscles  are  most  atrophied.  The  hand  and 
forearm  are  much  better  developed,  the  hand  being  almost  as  large  as 
the  normal  one.  There  is  some  limitation  of  extension  at  the  elbow 
and  a  posterior  subluxation  at  the  shoulder  with  an  exaggerated 
bending  downward  and  forward  of  the  acromion  (see  Fig.  10).  Only 
a  small  part  of  it  shows  in  the  .r-ray  (see  Fig.  3).  Notwithstand- 
ing this  excessive  deformity,  a  peculiarity  in  this  case  is  that  the 
arm  can  be  carried  outward  into  about  full  abduction.  External 
rotation  is  very  much  limited  and  with  the  arm  at  the  side  the 
hand  cannot  be  carried  to  the  mouth.  This  can  be  accomplished 
only  wdth  the  arm  in  full  abduction  (see  Fig.  12).  Operation  at 
Stetson  Hospital  June  8,  191 5.  Same  semilunar  incision  as  in  pre- 
ceding cases.  Acromion  overhung  the  upper  end  of  the  humerus  as 
it  had  not  done  in  any  preceding  case  operated  on.  To  overcome 
this  obstruction  it  seemed  necessary  to  remove  so  much  bone  that 
the  integrity  of  the  clavicle  was  threatened.  I  concluded  not  to 
remove  any  bone  at  this  time,  particularly,  as  the  patient,  unlike 
any  other  I  had  seen,  could  carry  the  arm  into  full  abduction,  and 
contented  myself  with  attempting  to  restore  as  much  external 
rotation  as  possible.  Complete  di\asion  of  the  insertion  of  the 
subscapularis,  allowed  full  extension.  On  account  of  the  overhang- 
ing acromion,  in  dividing  the  attachments  of  the  external  rotators 
the  biceps  was  cut  as  it  lay  covered  in  its  groove.     It  was- sutured 


THOMAS:    OBSTETRICAL    OR  BRACHIAL   BIRTH   P.ALSY  605 

with  the  arm  at  right  angles  with  the  body  and  in  nearly  full  external 
rotation,  but  no  sutures  were  placed  in  any  of  the  divided  rotator 
muscles.  The  wound  was  closed  as  usual  without  drainage  and  a 
cast  applied.  The  patient  left  the  hospital  June  i6.  The  massive 
overhanging  deformed  portion  of  the  acromion  still  obstructs 
movement  in  the  shoulder  very  much.  The  arm  cannot  be  ele- 
vated outward  as  before  operation,  but  external  rotation  is  much 
improved  and  the  whole  limb  is  much  more  useful  than  before  the 
operation.  The  crippled  attitude  of  before  operation  is  lost. 
For  the  first  time  he  uses  his  affected  hand  in  eating,  putting  on  his 
neck  tie,  and  now  uses  the  limb  in  swimming.  The  obstructing  por- 
tion of  the  acromion  is  to  be  removed,  according  to  the  father,  during 
the  next  school  vacation. 

Case  X. — Girl,  five  weeks  old.  Referred  by  Dr.  W,  H.  Young, 
Sistersville,  W.  Va.  Breech  presentation.  Said  to  have  weighed 
8  pounds  at  birth.  INIother  weighs  119  pounds.  Child  very  cyan- 
otic at  birth  and  did  not  breathe  for  about  twenty  minutes.  Left 
upper  extremity  hung  helpless  since  birth  except  for  slight  move- 
ment in  the  fingers  and  there  is  no  other  movement  in  the  limb  now, 
i.e.,  at  the  time  of  examination,  Sept.  20,  1915.  Whole  limb  in 
marked  internal  rotation  and  palm  of  hand  looks  backward  Ex- 
amination without  ether  and  under  ether  at  the  University  Hospital, 
to-day,  failed  to  reveal  a  subluxation  of  the  shoulder.  The  humeral 
head,  however,  was  pressed  forward  in  its  normal  position  with  the 
arm  at  right  angles  with  the  body,  the  elbow  slightly  backward, 
and  the  whole  arm  in  full  external  rotation  with  the  forearm  at  a 
right  angle  and  vertical.  It  was  held  in  this  position  by  a  light 
plaster  cast,  the  body  and  arm  being  well  protected  by  a  very  thick 
layer  of  cotton.  The  parents  returned  with  the  child  to  their  home 
in  West  Virginia  on  the  following  day.  The  father  wrote  under 
date  of  Oct.  18,  191 5,  that  the  patient  "seems  to  get  more  strength 
in  the  hand  every  day  and  her  fingers  are  going  continuously." 
The  arm  still  remained  in  the  cast.  Under  date  of  Nov.  19,  1915, 
he  wrote  "The  cast  was  removed  on  the  14th.  I  think  the  arm  shows 
wonderful  improvement.  It  is  turned  the  right  way  now  (not  in 
internal  rotation) .  She  swings  a  rattle  in  all  directions  with  the  af- 
fected hand"  (see  Fig.  13).  It  should  be  borne  in  mind  that  the  arm 
had  been  out  of  the  cast  only  four  days,  and  that  before  the  cast 
had  been  applied  there  had  been  only  slight  movement  in  the  fingers. 

Case  XL — Boy,  one  year  and  one  month  old.  Very  difficult  labor 
in  a  hospital.  Breech  presentation.  One  leg  was  delivered  two 
hours  before  the  rest  of  body.  The  mother  was  not  told  that  any- 
thing was  wrong  with  the  arms  until  two  days  after  birth  when  she 
observed  that  both  arms  hung  helpless  at  the  sides  of  the  body. 
It  was  also  observed  that  the  palms  of  both  hands  looked  backward. 
When  the  mother  was  discharged  from  the  hospital,  three  weeks  after 
birth,  the  child  moved  the  fingers  of  both  hands  slightly,  but  no 
other  part  of  either  hand.  Examination  at  the  present  time, 
Dec.  8,  191 5,  shows  that  both  arms  move  in  all  directions  but  with 
considerable  limitation  of  abduction  and  external  rotation.     The 
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worst,  the  right,  has  more  abduction  than  the  patient  shown  in 
Fig.  8,  and  the  left  arm  more  than  the  right.  External  rotation 
appears  to  be  much  more  restricted  on  both  sides  than  abduction. 
There  is  a  mild  posterior  subluxation  of  the  shoulder  on  both  sides, 
and  the  anterior  portion  of  the  acromion  is  bent  downward  and 
forward  on  both  sides. 
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A  REPORT  ON  FOUR  CASES  OF  RUPTURED  PELVIS.* 

BY 

WILLIAM  A.  MORGAN,  :M.  D., 

New  York  City. 
(With  four  illustrations.) 

To  those  particularly  interested  in  obstetrics,  the  condition  of  a 
ruptured  pelvis,  although  undoubtedly  exceptional,  is  at  once  both 
interesting  and  complicated,  a  condition  worthy  of  our  most  serious 
attention. 

The  articulation  between  the  pubic  bones  is  an  amphiarthrodial 
joint  formed  by  the  junction  of  the  two  oval  articular  surfaces 
of  the  pubic  bones.  The  cartilage  lying  next  to  either  bone  is  hya- 
line in  character  but  soon  becomes  more  fibrous  in  structure  and  the 
bones  are  held  in  apposition  by  five  ligaments  of  which  the  anterior 
and  subpubic  are  very  dense  and  thick. 

Like  similar  joints  of  the  body,  this  one  is  subject  to  all  of  the 
conditions  that  might  affect  the  others  and  among  these  are  fractures 
or    ruptures.      They    may    be    traumatic    or    spontaneous.     This 

*Read  before  a  meeting  of  the  New  York  Obstetrical  Societ}-,  January  11, 
1916. 
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accident  occurs  very  infreciuently  and  the  principal  point  of  interest 
is  its  causation. 

Unfortunately  our  inability  to  recognize  such  cause  and  impending 
disaster  naturally  prevents  our  taking  the  necessary  precautions  to 
avoid  it.  The  condition  might  also  become  of  interest  from  a 
medicolegal  aspect,  especially  if  we  should  maintain  that  spon- 
taneous rupture  is  impossible. 

In  the  service  of  the  Lying-in  Hospital,  there  has  occurred  one  case 
of  complete  rupture  of  the  symphysis  and  one  case  of  separation  of 
the  cartilages  in  which  the  ligaments  remained  partly  intact — or  two 


Fig.   I. — Normal  pelvis. 

cases  in  about  87,000  labors.  The  condition  would  appear  to  be 
especially  rare  from  these  records,  but  others  have  reported  them  as 
of  more  frequent  occurrence. 

Thus,  among  the  more  recent  records,  DeLee  cites  eight  cases. 
Lehmann  reports  four  personal  cases.  Dr.  Brettauer  reports  one  case 
with  infection  of  the  joint  and  shows  how  drainage  was  obstructed  by 
shortening  the  pelvic  girdle  or  strapping.  The  patient  recovered. 
Dr.  A.  B.  Davis  reports  one  case  with  recovery. 

Jolly  reports  three  cases,  two  of  which  were  discovered  at  autopsy. 

Schaefer  reports  one  case  in  a  para-x  produced  by  the  delivery  of 
unusually  large  shoulders.  The  diastasis  was  3  cm.  in  width;  an 
abscess  formed  in  the  joint  and  a  firm  fibrous  union  was  obtained. 
Such  a  result  seems  incredible. 
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Strassman  reports  one  case  of  5  cm.  separation  that  was  dis- 
covered at  autopsy,  the  patient  dying  of  hemorrhage. 

Bardeleben  reports  one  case  after  high  forceps  when  the  pelvic 
girdle  gave  no  relief  and  finally  the  bones  were  sutured. 

Huxley  reports  one  case  of  spontaneous  rupture  upon  the  second 
day  postpartum,  the  left  pubic  bone  remaining  higher  than  the  right. 

Delestre  reports  one  spontaneous  rupture  upon  the  third  day  post- 
partum, in  a  patient  nineteen  years  of  age,  which  became  infected 


Fig.   2. — Case  I.     Fracture  of  pelvis,  supra-pubic  ligament  remaining. 

and  the  patient  died.  Braun-Fernwald  reports  three  cases  in  30,000 
labors. 

Mayer  reports  one  spontaneous  rupture  in  a  patient  ten  hours 
postpartum. 

Rudaux  in  1898  collected  notes  on  ninety-eight  cases  and  claimed 
that  twenty-five  of  these  were  spontaneous. 

Ahlfeld  and  Schante  collected  114  reported  cases. 

Hirst  states  that  it  occurred  three  times  in  94,149  cases. 

Kayser  states  that  in  1903  there  were  130  recorded  cases. 
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According  to  these  figures,  the  accident  occurs  about  once  in  25,000 
cases.  This,  of  course,  does  not  include  cases  of  excessive  relaxation 
of  the  pelvic  joints. 

I  have  observed  five  cases  of  ruptured  symphysis,  four  of  which  I 
beg  to  present  in  detail  and  another  occurred  in  the  practice  of  a 
colleague  but  has  not  yet  been  reported. 

C.\SE  I.— Para-ii,  thirty-one  years  of  age;  8)4  months  pregnant. 
Seventeen  months  previous  to  this  pregnancy,  patient  was  delivered 
of  a  stillborn  fetus  after  a  very  difficult  high  forceps  operation 
Upon  examination,  the  cervix  and  vagina  showed  old  lacerations  and 
the  diastasis  of  the  pubic  bones  readily  admitted  the  passage  of  three 
fingers  (or  5  cm.  in  width).  All  of  the  hgaments  mth  the  exception 
of  part  of  the  suprapubic  had  been  torn  away.  She  constantly  wore 
a  pelvic  belt  or  girdle  of  her  own  design  and  preferred  it  to^  the 
manufactured  belt,  several  of  which  she  had  tried.  She  was  confined 
with  this  belt  around  the  pelvis  to  prevent  too  great  contraction  of 
the  voluntarv  muscles.  An  easy  low  forceps  operation  _  was  per- 
formed. Recoverv  was  uneventful.  The  patient  has  since  been 
confined  and  has  'also  been  operated  upon  for  prolapsus.  At  the 
present  time,  the  patient  still  has  the  separation,  which  causes  no 
trouble  whatever.  She  has  gained  about  30  pounds  in  weight 
does  not  wear  a  belt  or  girdle  and  indulges  freely  in  all  kinds  of 
athletic  sports  (principally  with  the  idea  of  reducing  her  weight, 
which  is  about  190  pounds).  1    •      j 

C\SE  II. — Primipara;  twentv-one  years  of  age;  admitted  to  the 
Lying-in  Hospital  on  July  20/1914-  Mother  died  of  tuberculosis. 
Prevtous  historv  showed  that  she  had  had  the  usual  diseases  of  child- 
hood but  had  never  had  rheumatism  or  anything  that  might  have 
produced  a  weakened  joint.  The  patient's  pregnancy  was  absolutely 
normal.  She  was  153  cm.  in  height  and  weighed  about  52  kilos 
The  pelvis  was  sHghtly  generally  contracted  with  a  rather  long  and 
sharp  promontory;  the  true  conjugate  was  9+  cm.  and  the  pubic 
arch  medium  to  narrow.  Upon  admission,  the  cervix  was  one  finger 
dilated  and  pains  were  weak  and  infrequent,  ten  to  twenty  minutes. 
After  thirtv-six  hours  of  intermittent  pains  (during  the  intervals  ot 
which  she  slept),  the  cervix  was  fully  dilated  and  three  hours  later 
high  forceps  were  appUed.  The  head  was  in  an  R.  0.  A.  position 
abm-e  the  brim  but  could  be  forced  down  into  it,  by  pressure  from 
above.  I  made  a  pelvic  appHcation  of  the  forceps,  exerted  traction 
once  and  turned  the  case  over  to  the  House  Surgeon  for  delivery. 
He  made  very  moderate  traction  about  four  times  while  I  held  my 
hand  upon  the  thigh  in  order  that  I  might  make  counterpressure  if 
necessary.  With  the  last  traction,  I  felt  a  grating  vibration  through 
the  thigh  and  stopped  the  operator  immediately.  Xo  sound  was 
audible  and  the  sensation  was  very  similar  to  that  of  a  slipping  forceps 
blade  upon  a  head  tightly  wedged  in  the  pelvis.  I  removed  the  blades 
and  found  a  separation  of  the  symphysis  almost  two  fingers  breadth 
in  width.     The  pelvis  was  supported  upon  either  side,  Elliott  forceps 


610     morgan:  a  report  on  four  cases  of  ruptured  pelvis 

applied  and  the  head  slowly  delivered.  As  the  perineum  was  very 
tense,  an  episiotomy  w^as  performed.  The  head  was  brought  to  the 
perineum  and  delivered  manually.  As  bleeding  was  profuse,  the 
placenta  was  extracted  and  the  uterus  packed  with  iodoform 
gauze.  Upon  examination,  the  vagina  was  found  to  be  lacerated 
laterally,  the  meatus  torn  and  the  urethra  apparently  split  longi- 
tudinally. A  cavity,  the  size  of  a  lemon,  could  be  felt  through  the 
torn  meatus  with  the  pubic  bones  protruding  at  either  side  of  this 
cavity.  The  lacerations  of  the  vagina  were  repaired  but  with 
difficulty,  and  a  self-retaining  catheter  was  then  inserted  into  the 
bladder.     Bleeding  had  been  very  profuse,  necessitating  stimulation 


Fig.    3. — Case   II.     Complete    rupture,    diastasis    7    cm.      Riulu    puMc    bone 

elevated. 

and  saline  injections.  A  blood  examination  upon  the  third  day 
show^ed  2,000,000  red  cells  and  28  per  cent,  hemoglobin.  Fortu- 
nately, this  patient  was  not  infected,  notwithstanding  the  great 
amount  of  manipulation  and  the  loss  of  blood,  and  the  repaired 
lacerations  healed  by  primary  union.  She  was  discharged  upon  her 
forty-eighth  day  postpartum,  had  no  pain  and  locomotion  was  not 
affected.  She  did  not  w^ear  a  belt  and  in  fact,  we  had  difficulty  in 
keeping  the  pelvic  binder  in  place  after  the  first  few  days,  frequently 
finding  that  the  patient  had  removed  it  entirely.  For  six  months,  she 
had  an  incontinence  of  urine  upon  exertion  while  standing  and  still 
has  this  at  intervals. 

Case  III. — Confined  at  the  Lying-in  Hospital  on  February  25, 
1914,  was  a  para  ii,  thirty-one  years  of  age,  who  had  been  delivered 
seven  years  previously  with  forceps.  Upon  examination,  the  cervix 
was  rigid,  badly  scarred  and  two  fingers  dilated;  the  membranes 
ruptured;  the  head  in  the  L.  O.  A.  position  and  above  the  brim. 
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The  pelvis  was  generally  contracted,  the  true  conjugate  being  9  cm. 
and  the  outlet  classed  as  medium.  There  were  also  two  fibroids  in 
the  uterus,  one  the  size  of  an  orange.  After  twenty-four  hours  of  fair 
pains,  the  cervix  was  only  three  fingers  dilated  and  this  was  com- 
pleted manually  with  little  difl&culty,  because  it  was  necessary  to 
tear  through  the  old  scar  tissue.  High  forceps  (Lobenstine's)  were 
applied  and  the  head  brought  to  the  rim  of  the  rigid  cervix,  which 
alone  obstructed  descent.  With  each  traction  upon  the  forceps,  an 
effort  was  made  to  strip  the  cervix  over  the  head  and  when  these 
efforts  finally  succeeded,  the  head  was  brought  to  the  perineum  with 
three  light  tractions  where  the  blades  were  removed  and  the  head 


Fig.    4. — Case  IV.      Original  diastasis   15  centimeters. 

iliosacral  joints. 


^Marked  separation  of 


delivered  manually.  The  child  weighed  3  kilos.  The  cervix  was 
repaired  and  the  patient  returned  to  bed. 

Upon  the  first  day  postpartum,  the  patient  complained  that  she 
could  not  move  from  side  to  side  because  of  the  pain  in  both  groins 
and  upon  examination  a  depression  was  found  over  the  symphysis 
with  increased  mobility  of  the  joint.  Her  temperature  ranged  from 
99°  to  102°  F.  until  the  nineteenth  day.  when  it  became  normal. 
Patient  was  out  of  bed  upon  the  twenty-fifth  day  postpartum  and 
upon  discharge  complained  of  pain  over  the  symphysis  and  locomo- 
tion was  bad,  the  patient  waddling  markedly. 

Case  IV  was  a  large  primipara;  thirty-three  years  of  age  who 
had  been  delivered  of  a  9  pounds  stillborn  child  with  high  for- 
ceps after  manual  dilatation  of  the  cervix,  on  May  21,  19 12.  The 
operation  was  said  to  have  been  a  very  easy  one. 
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I  saw  the  patient  six  days  later  and  at  this  time  her  temperature 
was  103°  F.;  pulse  120,  and  there  was  a  very  profuse  vaginal  dis- 
charge which  was  purulent  in  character.  She  complained  of  great 
pain  over  both  hips  and  the  sacroiliac  joints  (none  over  the  sym- 
physis except  upon  pressure).  This  pain  was  continuous  but  inten- 
sified upon  moving,  especially  when  lifting  herself  upon  the  douche 
pan,  an  act  which  she  had  been  compelled  to  perform  for  six  days. 
Abdominal  palpation  showed  a  tumor  resembling  very  much  a  dis- 
tended bladder,  except  that  it  was  firmer.  The  uterus  was  not  felt. 
Upon  vaginal  examination,  the  uterus  was  located  posteriorly  and 
the  cervix  was  found  badly  lacerated  also  a  deep  tear  in  the  left 
vaginal  sulcus  extending  from  the  perineum  to  the  cervix.  Passing 
my  finger  through  a  transverse  slit  above  the  meatus,  I  found  the 
entire  anterior  wall  separated  and  acting  as  a  flap  to  the  vagina. 
Further  up,  was  found  an  oblong  cavity,  anterior  to  the  uterus, 
which  proved  to  be  the  mass  I  had  palpated  externally.  The  dimen- 
sions of  this  cavity  were  about  15  cm.  across,  11  cm.  high  and 
3  cm.  in  depth.  At  either  end  of  this  cavity,  the  rough  ends  of 
the  pubic  bone  could  be  felt  and  the  left  apparently  stripped  of  its 
periosteum  for  a  distance  of  3  cm.  The  bones  were  actually  so 
far  apart  that  I  could  not  touch  both  at  the  same  time,  although 
extending  my  fingers  to  the  utmost,  examining  just  as  you  would  a 
widely  dilated  cervix.  You  can  get  an  idea  of  the  separation  from 
the  skiagraph  shown  by  noticing  the  condition  of  the  sacroiliac 
joint.  _ 

A  tight  pelvic  binder  was  applied  and  immediate  relief  of  the 
excruciating  pain  in  the  hips  and  sacrum  followed.  The  patient 
was  transferred  to  the  Lying-in  Hospital  and  her  temperature  sub- 
sided and  became  normal  seven  days  later.  The  profuse  discharge 
caused  a  great  deal  of  annoyance  because  of  the  frequent  dressings 
and  the  irritation  to  the  buttocks  and  continued  in  large  amounts  for 
forty-five  days.  The  patient  was  allowed  up  in  bed  upon  her  fortieth 
day  and  was  discharged  two  weeks  later.  Bladder  control  was  per- 
fect. The  patient  wore  a  leather  pelvic  belt  and  experienced  no  pain 
and  walked  without  waddling.  Several  months  later,  a  prolapse  of 
the  vaginal  wall  occurred. 

Until  I  saw  this  one  case  of  ruptured  symphysis  occur,  I  had  always 
imagined  that  they  were  probably  due  to  faulty  manipulation  and 
that  we  would  have  more  reports  of  such  cases  if  the  majority  of 
practitioners  did  not  hold  a  similar  view  and  feel  that  they  would  be 
ridiculed  for  mismanagement  if  they  should  make  their  cases  public, 
but  since  observing  this  case,  I  am  convinced  that  there  are  other 
factors  present  over  which  the  operator  has  no  control  and  of  which 
he  is  unaware.     I  believe  that  union  never  recurs  after  a  rupture. 

Some  of  the  theories  as  to  the  cause  of  ruptured  symphysis  as 
advanced  by  most  authors  are  pathological  softening  of  the  cartilage 
and  ligaments,  frequent  child-bearing,  caries,  rachitis,  osteomalacia. 
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chronic  rheumatism,  infantilism,  neoplasms  of  the  joint,  contracted 
pelvis,  especially  the  generally  contracted  and  the  funnel-shaped 
pelvis.  Mayer  classed  these  as  antepartum  forms  and  as  subpar- 
tum  such  cases  as  disproportion  between  the  birth  canal  and  the  head 
or  shoulders,  too  great  expulsive  force  or  power  acting  in  the  wrong 
direction  and  muscular  traction  upon  the  pelvis.  A  slight  mobility 
can  be  detected  in  practically  all  pelves  by  employing  Budin's 
method  of  examination,  i.e.,  with  bimanual  pressure,  having  the 
patient  stand  upon  first  one  foot  and  then  the  other.  The  point  to 
be  feared  in  these  cases  is  not  really  the  separation  of  the  pubic  bones 
but  the  frightful  lacerations  of  the  soft  parts  or  even  of  the  viscera 
that  may  take  place;  and  not  in  the  fear  of  loss  of  locomotion  but  in 
the  invalidism  that  may  follow  the  prolapse  of  the  uterus,  bladder 
and  vagina. 

The  mortality  rate  has  been  reported  as  high  as  35  per  cent, 
but  I  believe  this  to  be  excessive,  naturally  in  view  of  my  own  per- 
sonal experience  where  the  mortality  was  7iil.  The  cases  in  which 
there  is  marked  relaxation  of  the  pelvic  ligaments,  even  to  the  ex- 
tent of  causing  great  pain  and  loss  of  locomotion  and  which  usually 
occur  between  the  sixth  and  eighth  month  are  the  ones  that  you 
would  expect  to  have  this  accident,  usually  go  through  their  labor 
without  trouble  or  mishap.  Although  this  accident  is  usually  un- 
avoidable, we  can  make  our  patients  more  comfortable  and  fre- 
quently prevent  sepsis  by  an  early  diagnosis.  There  is  hardly  any 
excuse  for  failing  to  diagnose  this  condition  until  the  fourth  or 
twelfth  day  and  yet  this  seems  to  be  the  average  time  at  which  it 
is  discovered. 

26  ^  West  Eighty-first  Street. 
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In  this  paper  it  is  not  my  purpose  to  dwell  upon  the  important  and 
frequent  symptoms  of  neurasthenia  which  result  from,  or  are  associ- 
ated with,  the  pathological  gynecological  conditions  caused  by 
trauma,  inflammation  and  growths  of  various  kinds,  but  to  take  up  a 

*Read  before  the  Medical  Society  of  the  State  of   North  Carolina,  Sixty- 
second  Annual  Meeting,  Greensboro,  N.  C.,  June  15-17)  iQ^o- 
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few  points  not  so  frequently  accentuated,  namely,  fatigue,  congestion 
and  autointoxication. 

Primarily,  it  is  of  interest  to  consider  whether  the  question  of 
neurasthenia  in  women,  as  compared  with  men,  is  not  somewhat  over- 
estimated. 

Six  years  ago  I  had  the  honor  of  organizing  for  the  American 
Medical  Association,  as  the  first  chairman  of  their  committee 
on  Public  Health  Education,  courses  of  lectures,  to  be  given 
to  the  public  throughout  the  United  States,  through  the  County 
Medical  Societies,  on  the  causes  of  preventable  diseases.  And  in 
the  series  of  eight  to  twelve  lectures  which  have  been  given  for  the 
last  six  years,  under  the  local  division  of  this  national  work  by  the 
Public  Health  Education  Committee  of  the  Medical  Society  of  the 
County  of  New  York,  there  has  always  been  a  lecture  dealing  from 
one  point  or  another,  with  the  causes  and  prevention  of  nervous 
exhaustion.  We  have  observed  that  although  this  lecture  was  given 
at  3:30  in  the  afternoon,  when  most  men  are  engaged  in  business, 
that  invariably  a  larger  proportion  of  the  audience  have  been  men 
than  at  any  other  of  the  series  of  lectures,  and  that  many  of  them 
have  stood  throughout  the  one  and  a  half  or  two  hours  given  to  the 
discussion  of  neurasthenia,  which  suggests  that  they  took  a  very 
personal  interest  in  the  subject.  On  one  occasion,  when  presiding, 
I  laughingly  said  that  everyone  in  New  York  had  had,  or  expected 
to  have  nervous  prostration,  due  to  the  stress  and  strain  of  life  in  that 
metropolis;  but  on  receiving  the  reports  of  similar  lectures  from  all 
over  the  United  States,  I  learned  that  this  subject  was  always  one 
that  interested  a  large  audience,  and  that  many  men  were  invariably 
present,  and  asked  questions  from  the  floor  following  the  lectures. 

Several  years  ago,  at  one  of  the  scientific  meetings  of  the  New  York 
Academy  of  Medicine,  a  paper  entitled  "The  Neurasthenic  Woman" 
was  presented,  and  60  per  cent,  of  the  cases  quoted  in  the  paper  were 
men,  showing  that  the  author  had  chosen  what  he  thought  a  popular 
title,  rather  than  one  accurately  describing  this  paper.  This  led 
me  to  consider  the  causes  which,  in  both  men  and  women,  produce 
neurasthenia;  and  then  to  focus  upon  their  special  relation  to 
gynecology. 

When  we  carefully  consider  nerve  fatigue,  we  realize  that  it  is  as 
common  to  men  as  to  women.  In  the  average  familv  the  men  are 
obliged  to  use  as  much  energy  in  doing  $15  worth  of  work  to  earn  $5, 
as  the  women  of  the  family  use  in  making  S5  do  the  work  of  $15;  and 
from  the  beginning  of  history  to  to-day,  in  studying  the  activities  of 
men  and  women,  we  find   that   throutrh   the  various  evolutionarv 
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epochs,  women  have  had  as  much  responsibihty,  though  of  a  different 
kind,  and  as  many  causes  for  nerve  fatigue  as  men.  Therefore,  if 
the  number  of  cases  in  women  do  not  greatly  out-number  the  cases  of 
neurasthenia  in  men,  we  may  assume  that  fewer  are  of  a  gynecological 
origin  than  is  customarily  supposed.  In  order  to  verify  this,  in 
preparing  a  paper  on*  "  The  Effects  of  Industrial  Strain  on  the  Working 
Woman,"  I  made  a  study  of  the  employees  of  six  of  the  large  depart- 
ment stores  in  New  York  City,  in  which  women  are  employed,  to 
ascertain  the  use  made  by  them  of  the  rest  room,  or  emergency 
hospital,  situated  in  the  store.  I  found  that  the  average  temporary 
illnesses  showed  that  the  number  of  employees  who  sought  relief 
was  divided  between  men  and  women  in  about  equal  ratio  to  those 
employed.  Of  the  women  patients  approximately  one-third  suffered 
from  headache,  one-third  from  indigestion  and  miscellaneous 
ailments,  and  only  one-third  had  menstrual  disorders,  which  makes 
a  very  small  proportion  out  of  the  total  number  of  employees.  For 
instance,  in  a  store  which  employed  3000  women,  there  would  average 
not  more  than  ten  a  day  who  went  to  the  rest  room  for  a  few  hours  on 
account  of  dysmenorrhea.  In  one  of  the  stores  which  employed 
approximately  3500  women,  the  nurse  who  had  been  in  attendance 
for  eight  years  said  that  she  knew  of  only  fifteen  cases  of  permanent 
pelvic  trouble  brought  on  by  work  in  the  store. 

In  one  store,  which  is  situated  at  the  junction  of  several  surface 
and  elevated  street  car  lines,  the  daily  attendance  in  the  store 
hospital  was  double  that  of  a  store  in  a  more  quiet  location.  The 
ventilation  of  the  former  store  is  also  poorer  than  in  the  latter.  The 
proportion  of  those  who  suffered  from  dysmenorrhea  was  larger  in  the 
store  which  was  not  so  well  ventilated  and  which  was  noisier, 
showing  that  fatigue  had  a  distinct  effect  upon  health  during 
menstruation. 

A  study  of  the  3800  employees  in  the  head  ofl&ce  of  the  Metropoli- 
tan Life  Insurance  Company  showed  that  absences  for  sickness, 
which  had  been  greater  among  women  than  the  men,  were  reduced  to 
an  equal  ratio  after  the  Metropolitan  began  furnishing  a  wholesome 
lunch  for  its  employees,  as  the  average  amount  paid  by  young  women 
for  luncheon  was  15  cents  as  against  30  cents  paid  by  the  average 
man  doing  the  same  work.  The  fatigue  resulting  from  lessened 
nutrition  had  such  an  appreciable  effect  upon  the  work  that  the  life 

*  Read  before  the  Section  on  Hygiene  of  Occupation  of  the  International 
Congress  of  Hj-giene  and  Demography,  Washington,  D.  C,  September  26,  191 2, 
published  in  the  American  Journal  of  Obstetrics  and  Diseases  of  Women 
AND  Children,  vol.  Ixvii,  No.  i,  1913. 
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insurance  company  has  found  their  provision  of  luncheons  a  wise 
economic  step. 

In  many  cases,  adjustment  of  the  mental,  emotional  and  physical 
strain  under  which  a  woman  lives  removes  gynecological  disturb- 
ances which  were  supposed  to  be  of  pelvic  origin,  but  which  were 
really  secondary  to  malassimilation,  poor  nutrition,  anemia,  insomnia, 
etc.,  induced  by  fatigue. 

Congestion  associated  with,  or  independent  of,  misplacement  is  of 
anatomical  interest,  for  the  uterus  has  normally  ample  room  for  its 
premenstrual  increase  of  size  and  weight,  and  the  increased  circula- 
tion in  the  pelvis  at  that  time,  by  adding  tone  to  its  supporting 
ligaments,  counterbalances  the  ptosis  producing  effect  of  gravity. 
The  increase  of  circulation  is  exemplified  in  the  usual  free  movement 
of  the  bowels,  just  before  menstruation  begins,  in  persons  ordinarily 
constipated.  Any  misplacement  interferes  to  some  extent  with 
circulation,  and  congestion  results,  which  may  or  may  not  produce 
pain,  according  to  the  manner  in  which  the  rectum  accommodates 
itself  to  the  permanently  retroverted  uterus,  for  if  it  passes  to  one 
side  of  the  uterus  instead  of  back  of  it,  unless  the  patient  is  con- 
stipated, there  is  no  pressure  on  the  sacral  plexus,  and  the  patient 
does  not  have  backache.  This  difference  is  clearly  demonstrated 
when,  if  there  are  no  adhesions  the  uterus  is  lifted  well  forward  and 
kept  in  normal  position  by  a  pledget,  for  twenty-four  hours,  the 
first  bowel  movement  causes  the  rectum  to  resume  its  proper 
position  posterior  to  the  uterus;  when  the  pledget  is  removed,  and  the 
uterus  drops  back,  it  presses  the  rectum  and  contents  against  the 
sacral  nerves,  and  at  once  the  patient  has  a  sensation  of  weight  and 
pain  not  experienced  before. 

The  dull  feeling  of  being  below  par  without  definite  symptoms 
comes  more  often  from  pelvic  congestion  and  slight  pressure  than 
from  any  other  cause.  The  relief  which  follows  permanently 
restoring  the  uterus  to  its  normal  position  is  marked.  Of  the 
many  operations  in  use  for  this  purpose,  I  have  found  a  modified 
form  of  Gilliam  most  satisfactory;  i.e.,  drawing  the  excess  length  of 
the  round  ligaments  through  the  internal  ring,  and  fastening  them 
to  the  abdominal  muscles,  by  stitches,  which  do  not  interfere  with 
the  circulation  in  the  ligaments.  Especially  valuable  in  this  con- 
nection is  a  suture  which  suspends  and  does  not  constrict  the  end  of 
the  loup. 

A  case  in  which  this  was  done  was  that  of  Mrs.  C.  G.,  thirty-four 
years  old  who  had  been  for  seventeen  years,  oft'  and  on,  in  sani- 
tariums in  Europe  and  in  the  United  States.     When  her  family  went 
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abroad  to  travel  they  took  her  across  the  ocean  and,  as  she  was  not 
strong  enough  to  tour,  left  her  in  a  Swiss,  German  or  other  sani- 
tarium, in  a  convenient  place  to  pick  her  up  again,  while  they  had 
weeks  or  months  of  interesting  travel.  This  naturally  depressed 
her  and  on  one  occasion,  because  of  her  apathy,  a  bucket  of  water 
was  thrown  on  her;  as  she  made  no  response  the  next  day  the  nurse 
was  instructed  to  start  a  series  of  petty  persecutions  to  arouse  her. 
She,  however,  endured  them  silently,  and  was  given  up  as  an 
incurable  neurasthenic.  In  another  sanitarium  her  food  was  put 
at  the  foot  of  her  bed  and  she  was  told  if  she  was  hungry  she  could 
get  it.  She  said  the  effort  seemed  to  her  more  than  the  food  was 
worth,  as  it  made  her  back  ache  to  sit  up  and  reach  over,  so  she  let 
it  alone.  Under  this  and  similar  treatment  she  continued  to  become 
more  nervously  unstable,  and  one  day  attempting  to  run  away,  she 
was  classed  as  mildly  insane  and  put  under  constant  observation. 
Finally  she  despaired  of  ever  feeling  well,  and  giving  up  the  struggle, 
settled  into  invalidism. 

Some  years  later,  on  account  of  insomnia  and  headache  she  came 
to  see  me;  as  she  seemed  exhausted  out  of  proportion  to  the  symp- 
toms of  which  she  complained,  and  said  she  always  felt  weak  and 
faint  when  standing,  and  that  automobihng  tired  her  excessively. 
I  told  her  I  thought  a  complete  examination  necessary  to  make  a 
diagnosis.  She  said,  '"Do  you  mean  my  whole  body?  I  have  never 
been  examined  except  for  my  nerves."  I  found  family  history 
negative;  the  appearance  of  her  face,  eyes,  skin,  teeth  and  nails 
normal.  Throat  and  nose  normal.  No  enlarged  glands  in  neck. 
Temperature  98.8.  Lungs  normal.  Heart,  anemic  murmur  ac- 
companied second  sound;  pulse  80,  weak  and  regular.  Blood 
pressure  90,  in  both  arms,  hemoglobin  60.  Spine  normal.  Nerve 
reflexes  of  pupils,  elbows,  knees  and  ankles  normal.  Abdominal 
contents  normal,  except  pain  on  deep  pressure  over  ^  appendix. 
Pelvis:  left  ovary  prolapsed,  a  little  enlarged  and  sensitive;  uterus 
retro  verted;  rectum  to  side  of  uterus;  no  constipation.  She  felt 
strained  when  uterus  was  lifted;  complained  of  pressure  when  it 
returned  to  retroposition.  Chemical  and  microscopical  analysis 
of  twenty-four-hour  specimen  of  urine  normal.  Height  5  feet  3 
inches;  weight  98  pounds.  I  operated  on  her  at  the  new  Poly- 
clinic Hospital,  January  18,  191 5.  Replaced  uterus  by  method 
described  above;  punctured  cysts  of  left  ovary;  removed  chronically 
inflamed  appendix.  She  left  hospital  February  9,  and  gradually 
gained  strength.  Advised  her  not  to  force  herself  at  all,  but  to 
realize  that  although  the  cause  of  her  neurasthenia  was  removed, 
it  would  take  several  months  for  her  to  recover  nerve,  and  general 
tissue  tone. 

In  order  to  give  her  an  entirely  constructive  viewpoint,  I  ex- 
plained to  her  the  experiments  of*  Dr.  George  W.  Crile,  and  show^ed 
her,  I.  microscopic  appearance  of  an  area  of  the  cerebellum  of  the 

*  See  Kinetic  Theory  of  Shock,  The  Lancet,  July  5,  1913;  and  Anoci  Association, 
W.  B.  Saunders  Co.,  1915. 


618       MORTON:    NEURASTHENIA    IN    RELATION    TO    GYNECOLOGY 

normal  fox  as  compared  with  the  cerebellum  of  fox  chased  by  hounds. 
2.  Area  for  normal  cerebellum  of  electric  fish  compared  with  area 
from  cerebellum  of  electric  fish  exhausted  by  discharge  of  electric 
shock.  3.  Section  of  normal  cerebellum  of  rabbit  compared  with 
section  of  cerebellum  of  rabbit  after  109  hours  of  insomnia. 

The  normal  in  each  instance  showing  plump  cells  with  clear  out- 
line, firm  nucleus  and  nucleolus,  staining  easily.  Those  which 
showed  effect  of  fear,  fatigue  and  insomnia  were  flat,  vague  in  out- 
line with  disintegrating  nucleus  and  nucleolus,  and  were  pale.  I 
explained  to  her  the  value  of  rest,  sleep,  food,  oxygen  and  happiness 
to  restore  fatigued  nerve  cells  to  their  normal  condition,  the  last 
being  best  secured  to  human  beings  by  an  impersonal  mental  and 
physical  occupation. 

It  seemed  to  me  of  psychological  importance  that  she  should 
realize  there  was  nothing  peculiar  about  her  case,  and  I  thought  the 
time  well  spent  in  which  I  made  her  condition  clear  to  her,  as  her 
cooperation  w^as  necessary;  in  order  that  she  should  not  become 
discouraged  by  the  days  in  which  one  tires  easily  and  which  are  a 
normal  part  of  every  convalescence.  Cheerfulness  and  hopefulness 
are  insured  by  education  of  the  patient.  She  went  to  California  on 
March  2,  and  in  May  I  received  a  joyous  letter  from  her  saying  that 
she  was  gaining  weight  and  felt  better  than  she  had  ever  hoped  to. 
June  I  she  wrote,  "I  used  to  say  that  I  so  longed  for  just  perhaps 
two  days  of  perfect  health,  and  now  I  have  it  galore." 

There  is  something  pathetic  in  this  example  of  overspecialization, 
for  the  relation  of  gynecology  to  neurasthenia  had  never  been  con- 
sidered by  the  many  eminent  specialists  who  had  failed  to  diagnose 
her  condition.  The  years  from  seventeen  to  thirty-four  are  sad 
years  to  spend  in  sanitariums,  with  a  naturally  bright  mind,  clouded 
by  apprehension  and  depression. 

On  the  other  hand,  if  one  may  judge  by  the  views  expressed  in 
several  eminent  text-books,  many  gynecologists  think  the  majority 
of  women  are  neurasthenic,  and  that  this  may  invariably  be  attri- 
buted to  some  gynecological  derangement.  This  opinion  must 
result  from  the  fact  that  these  physicians  are  so  busy  caring  for  the 
health  of  those  who  are  ill,  they  have  no  time,  opportunity,  or  occa- 
sion to  see  or  consider  the  overbalancing  number  of  women  who  are 
perfectly  strong;  and  these  physicians'  minds  being  focused  upon  their 
specialty,  they  seldom  consider  the  probability  of  the  neurasthenia 
being  due  to  a  defect  in  one  of  the*  special  senses,  faulty  posture, 

*  "  Constitutional  States  in  Relation  to  Gynecological  Conditions,"  read  before 
the  X.  Y.  Academy  of  Medicine,  Section  on  Gynecology  and  Obstetrics,  May  26, 
1914,  pub.  in  N.  Y.  Medical  Journal,  August,  1914. 
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cerebral  or  other  congestion,  lack  of  balance  in  the  internal  secre- 
tions, nephritis,  or  other  organic  cause;  blood  dyscrasia,  malaria,  or 
other  systemic  abnormality. 

It  does  not  seem  to  me  fair  to  make  the  general  assumption  that 
a  woman  is  irritable  and  capricious  because  she  is  a  woman — that 
her  potential  motherhood  makes  her  unstable — or  that  a  diagnosis 
of  neurasthenia  should  be  superficially  made.  Yet  this  is  done  so 
frequently  that  thousands  of  cases  are  S3  named  vear  after  year  by 
physicians  who  make  no  effort  to  make  an  accurate  diagnosis  by 
means  of  a  thorough  examination. 

The  tradition  of  the  frailty  of  women  may  be  due  to  the  fact  that 
women  generally  wore  tight  stays  in  our  grandmothers'  time,  and 
many  led  a  sedentary  life,  both  of  which  favor  pelvic  congestion. 
A  short  time  ago  at  the  Colony  Club  in  New  York,  a  loan  exhibit 
of  the  dresses  worn  by  ladies  from  one  hundred  to  fifty  years  ago, 
showed  that  the  customary  figure  had  slightly  drooped  and  rounded 
shoulders,  a  pinched  waist,  prominent  abdomen  and  overskirts  which 
hampered  free  walking,  which  was  also  interfered  with  by  the  foot 
gear  of  the  period.  How  strikingly  different  are  the  costumes  worn 
by  the  more  atheletic  women  of  to-day  who  ride,  fish,  hunt,  go 
camping,  mountain  climbing,  swimming,  rowing,  and  winning 
championships  in  golf  and  tennis.  Although  it  may  seem  remote, 
an  erect  bearing,  and  free  swinging  walk  do  much  to  reduce  neuras- 
thenia, not  only  by  reducing  pelvic  congestion,  but  by  preventing 
the  lowering  of  the  costal  attachment  of  the  abdominal  muscles; 
for,  as  soon  as  the  shoulders  are  bent,  there  is  an  immediate  sagging 
of  the  abdominal  walls  which  permits  ptosis  of  the  stomach  and  in- 
testines and  which  through  producing  angulations  and  misplace- 
ments of  the  colon,  rapidly  leads  to  autointoxication. 

A  case  under  my  care  last  year,  Mrs.  C.  D.  of  Vermont,  fifty 
years  old,  suffering  from  pelvic  congestion  and  severe  brachial  neu- 
ritis, gave  a  history  of  two  previous  attacks  of  neuritis,  one  in 
the  right  arm,  and  one  in  the  left,  and  of  having  been  under  the  care 
of  a  distinguished  gynecologist  on  and  off  for  years.  She  was 
treated  by  him  for  an  inflammation  around  the  external  os  which 
was  associated  with  small  serum-filled  flat  cysts  which  varied  in 
number  and  which  on  being  opened,  together  with  vaginal  treat- 
ments, relieved  the  congestion  of  the  uterus  for  several  months. 
WTien  she  began  feeling  pelvic  discomfort  she  would  return  com- 
plaining of  "heaviness,"  and  have  more  "blisters"  opened.  There 
were  accompanied  by  an  irritating  and  profuse  leukorrhea  which 
would  last  for  several  weeks  and  disappear,  together  with  the 
blisters,  under  treatment,  only  to  reappear  in  a  few  months.  Al- 
though she  saw  no  relation  nor  immediate  importance  in  the  fact, 
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I  learned  that  she  had  "a  poor  appetite  and  a  weak  stomach," 
that  her  father  had  been  subject  to  "nervous  dyspepsia  associated 
with  acute  attacks  of  neuralgia  and  melancholia,  lasting  for  several 
months  every  year."  From  her  eighteenth  to  twentieth  years,  she 
had  attacks  of  "inflammation  of  the  bowels,"  recurring  at  intervals 
of  from  one  to  six  months.  Her  abdomen  was  distended,  pain 
was  on  the  right  side  in  the  region  of  appendLx.  She  had  morphine 
and  rest  in  bed  for  two  weeks;  attacks  gradually  diminished,  although 


Fig.  I. — Mrs.  C.  D.  Taken  with  patient  in  sitting  position;  cecum  below 
pelvic  brim.  Picture  taken  in  standing  position  shows  same  condition.  S, 
stomach;  D,  duodenum;  P,  pylorus;  Ap,  appendix;  C,  cecum;  A  C,  ascending 
colon;  H  F,  hepatic  flexure;  T  C,  transverse  colon;  S  F,  splenic  flexure;  D  C, 
descending  colon;  Sg,  sigmoid;  R,  rectum. 

she  was  not  able  to  attend  school  for  two  years.  From  the  time  she 
was  twenty-nine  to  thirty  years  of  age,  she  had  recurrent  "intestinal 
attacks,"  one  or  more  yearly.  When  twenty-nine  years  old,  for  the 
last  nine  weeks  before  her  first  child  was  born,  she  fainted  so  fre- 
quently she  was  obliged  to  stay  in  bed  continuously  for  six  weeks. 
The  last  three  weeks  she  was  able  to  be  up  part  of  the  time.  After 
delivery  her  bowels  did  not  move  for  ten  days. 

She  had  neuritis  in  left  arm  in  1905,  and  went  to  a  sanitarium  for 
three  months.     1911  neuritis  in  right  arm.     Third  attack,  the  one 
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which  brought  her  to  New  York,  began  in  right  arm  in  October, 

1913,  increased  in  severity  during  January,  February  and  March, 

1914.  She  came  under  my  care  April  25, 1914.  Electricity,  massage, 
rest,  fomentations  and  other  applications  as  well  as  tonics,  had  been 
used  in  this,  as  in  previous  attacks;  each  time  she  failed  to  improve 
until  she  went  to  a  sanitarium  and  spent  most  of  her  time  in  bed  on  a 
restricted  diet.  This  attack  had  yielded  to  nothing.  In  January 
her  right  arm  began  to  swell  and  when  I  saw  her  in  April,  she  could 


Fig.  2. — yirs.  C.  D.  ralicnt  l>ing  with  hips  elevated;  cecum  b}'  gravity 
lifted  from  sigmoid.  5,  stomach;  Z>,  duodenum;  P,  pylorus;  /I ^,  appendix;  C, 
cecum;  A  C,  ascending  colon;  if /^,  hepatic  fle.xure;  T  C,  transverse  colon;  SF, 
splenic  flexure;  D  C,  descending  colon;  Sg,  sigmoid;  R,  rectum. 

not  lift  it  nor  bend  any  of  the  joints  of  her  hand  or  arm.  The  skin 
had  the  glazed  appearance,  suggestive  of  autointoxication.  The 
reflexes  and  nerves  from  their  spinal  origin  to  the  finger  tips  were 
normal  in  their  response  to  touch,  heat,  pain,  and  showed  no  reac- 
tions of  degeneration.  The  localization  of  myalgia  in  the  arm  I 
attributed  to  fatigue,  as  when  the  duties  of  the  day  were  finished, 
she  spent  her  evenings  writing  to  her  children;  or  knitting,  while  her 
husband  read  aloud;  local  fatigue  thus  accumulating  without  her 
being  conscious  of  it,  as  her  mind  was  diverted.     The  history  of 
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the  recurrent  attacks  of  "inflammation  of  the  bowels"  suggested  an 
intestinal  origin  for  the  myalgia.  I  advised  her  to  have  a  series  of 
x-vsLV  pictures  taken  of  the  entire  gastrointestinal  tract.  These  were 
made  by  Dr.  A.  Judson  Quimby.  The  bismuth  meal  and  enema 
showed:  Illustration  i.  Stomach  normal;  no  ileal  obstruction; 
ptosis  of  cecum,  the  caput  resting  in  the  pelvis  behind  the  center  of 
the  iliopectineal  line;  band  constricting  ascending  colon  at  junction 
of  its  middle  and  upper  thirds.  Picture  taken  standing  showed  a 
double  angulation  at  the  hepatic  flexure;  the  first  portion  of  the  trans- 
verse colon  bending  acutely  down  on  the  ascending  colon,  wdth 
a  second  acute  angulation  4  inches  below  this,  at  the  point  where 
the  transverse  colon  started  to  ascend.  These  were  not  bound  by 
adhesions,  as  they  could  be  separated  by  manipulation,  but  immedi- 
ately recurred.  Illustration  2.  Sigmoid  showed  a  closely  coiled  loop 
at  its  junction  with  descending  colon.  From  this  point  it  passed 
in  a  straight  line  transversely  across  the  entire  pelvis  to  a  point 
directly  behind  the  cecum,  and  from  there  into  the  rectum  by  means 
of  another  loop. 

Intestinal  tract  is  normally  empty  in  thirty-five  hours,  and  thirty- 
hour  pictures  should  show  bismuth  only  in  sigmoid  and  rectum,  but 
in  her  case  the  fifty-four-hour  pictures  showed  residue  of  bismuth 
in  cecum  and  throughout  large  intestine,  and  it  had  not  all  passed 
out  until  seventy-eight  hours  after  bismuth  meal  was  taken.  Even 
this  showed  less  stasis  than  usual  for  her,  as  the  .T-ray  pictures  were 
made  while  she  was  remaining  in  bed  in  the  hospital,  and  in  the  prone 
position  the  deformity  of  the  colon  disappearing,  permitted  better 
drainage  than  when  she  was  up  and  around.  The  pressure  of  the 
cecum  against  the  sigmoid  interfered  with  the  evacuation  of  the 
bowels,  this  together  with  the  double  angulation  at  the  hepatic 
flexure;  and  the  seventy-eight-hour  stasis  produced  a  condition  of 
autointoxication,  which  in  turn  led  to  anemia  and  faulty  nutrition  of 
the  nerves,  the  toxins  of  fatigue  affecting  the  part  most  used.  At  the 
same  time  the  mechanical  obstruction  in  the  pelvis  produced  the 
supposed  unrelated  recurrent  congestion  of  the  uterus. 

Treatment  consisted  principally  of  requiring  the  patient  to  take 
food  at  five  and  one-half  hour  intervals,  and  to  lie  down  with  foot  of 
bed  raised  for  one  hour,  four  hours  after  finishing  each  meal.  This 
insured  her  taking  food  when  she  was  rested,  and,  at  the  same  time, 
lifted  the  cecum  above  the  pelvis  and  straightened  the  double  angu- 
lation at  the  hepatic  flexure  at  the  time  when  the  food  was  passing 
through  the  cecum  and  ascending  colon.  Sleeping  at  night  wdth  the 
foot  of  her  bed  raised,  permitted  the  peristaltic  wave  to  carry  the 
fecal  residue  through  the  colon  without  difficulty  and  prevented  any 
obstruction  in  the  distorted  sigmoid.  Therefore,  she  had  a  complete 
evacuation  of  the  bowels  in  the  early  morning;  her  autointoxication 
gradually  disappeared  and  the  neuritis  was  eventually  cured.  This 
treatment  began  ]May  3.  She  left  the  hospital  June  6  very  much 
improved  and  continued  this  postural  treatment  combined  with  a 
simple  nutritious  diet,  including  two  glasses  of  buttermilk  a  day. 
On  October  28  she  wrote  me  that  she  was  feeling  perfectly  well, 
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able  to  use  her  arm  freely  and  engage  in  all  of  her  domestic  and  social 
duties.  On  December  24  she  came  in  to  see  me  and  was  looking  ten 
years  younger  than  the  previous  spring.  For  the  first  time  in  ten 
years  she  had  passed  nine  months  without  pelvic  discomfort,  and 
on  examination  there  were  no  cysts,  no  leukorrhea  or  any  evidence 
of  pelvic  congestion.  She  had  continued  to  lie  down  as  directed, 
and  is  now  traveling  in  the  West  and  in  perfect  health.  She  under- 
stands that  taking  this  simple  means  will  prevent  the  recurrence  of 
periodic  illnesses  from  which  she  has  suffered  from  the  time  she  was 
eighteen  years  old.  It  would  seem  reasonable  to  diagnose  this  case 
of  neurasthenia,  myalgia  and  pelvic  congestion  as  of  colonic  origin. 

Case  III. — Miss  M.  C,  New  York,  aged  forty-two,  came  under 
my  care  March  8,  191 5.  Family  history  negative,  except  that  her 
mother  at  age  of  twenty-three,  weighed  84  pounds,  the  malnutrition 
being  due  to  indigestion,  and  at  sixty-four  she  had  ovarian  cyst, 
weight  30  pounds,  removed.     Uneventful  recovery. 

Personal  History. — Was  an  eight  months'  infant,  but  a  well  child 
up  to  the  age  of  nine.  Poor  health  developed  then  and  has  been 
continuous.  Frequent  and  severe  headaches  until  seventeen, 
when  they  became  constant.  When  ten  years  old  was  out  of 
school  part  of  one  winter  with  "slow  fever."  Severe  neuritis  in 
arms  developed  during  twelfth  year — ^came  on  daily  at  8:30  in  the 
morning.  Began  menses  at  twelve,  dysmenorrhea  always.  Had 
many  severe  attacks  of  neuritis  in  right  arm,  later  in  both.  Wore 
arm  in  sling  for  a  month  unable  to  move  it.  Pain  more  severe  in 
cold  weather.  ■  Frequently  arms  became  numb  when  lying  on  them, 
and  were  so  painful  they  woke  her  up  repeatedly  during  the  night. 
These  attacks  lasted  from  twelfth  to  twenty-first  year,  and  she  was 
rarely  unconscious  of  her  arms.  Had  first  internal  examination  at 
fourteen  because  of  "bearing  down"  caused  by  constipation.  For 
next  three  years  increasing  trouble  with  constipation;  twice  her 
bowels  did  not  move  for  ten  days.  Constant  pain  in  back  of  head 
which  was  practically  continuous  for  several  years.  When  eighteen 
spent  winter  in  the  country  where  she  was  hours  in  the  open  air 
every  day,  gained  flesh  but  got  no  relief  from  pain.  The  next  summer 
her  digestion  gave  out  completely,  and  since  then  she  has  never  been 
free  from  various  kinds  of  "dyspepsia."  The  following  winter, 
when  nineteen  years  old,  a  gynecologist  performed  the  Alexander 
operation,  hoping  to  cure  her  headaches.  From  that  time  she  has 
not  been  able  to  walk  more  than  a  half  mile  without  bringing  on 
pain  in  the  left  groin,  which  sometimes  lasted  for  weeks.  When 
twenty-two  she  became  very  depressed  and  subject  to  periods  of 
despondency.  She  consulted  a  well-known  Philadelphia  oculist 
who  said  all  her  symptoms  were  due  to  eye  strain,  and  would  be 
relieved  by  proper  glasses.  She  had  seventeen  sick  headaches  the 
month  she  was  under  his  care  and  there  has  been  no  decrease  of 
nausea  and  headaches  since.  In  1913,  she  consulted  another  oculist 
who  found  she  needed  a  muscle  operation  which  he  performed,  but 
she  has  not  been  able  to  use  her  eyes  longer  at  a  time  or  with  more 
comfort  than  formerlv. 
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Digestion. — Appetite  poor;  can  digest  no  sweets  and  no  milk,  olive 
oil  or  any  fats,  except  butter.  Digests  all  food  slowly.  Has  con- 
stant nausea,  burning  and  smarting  with  eructations  of  gas.  Is 
carriage  sick,  car  sick  or  sea  sick  whenever  she  travels. 

1909  to  191 1,  she  was  constantly  constipated  except  for  one 
month  when  she  had  temporary  relief,  through  use  of  rectal  dilators, 
two  movements  a  day  and  decrease  of  sick  headaches.  Since  then 
the  use  of  bran  biscuits  and  enemas  have  secured  small  constipated 
movements,  often  associated  with  passage  of  small  amount  of  blood. 
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Fig.  3. — Miss.  M.  C.  Patient  in  the  erect  position.  Hourglass  constriction 
of  stomach  confirmed  by  fiv^e  other  photographs.  S,  stomach:  Z),  duodenum; 
P,  pylorus;  Ap,  appendix;  C,  cecum;  AC,  ascending  collon;  B.  F ,  heptic  flexure; 
T  C,  transverse  colon;  SF,  splenic  flexure;  D  C,  descending  colon;  5g,  sigmoid; 
R,  rectum. 


Bowels  move  with  difficulty  whether  solid  or  liquid;  usually  has  to 
remain  at  stool  one-half  hour;  mass  is  diameter  of  little  finger  and 
grooved  on  one  side. 

Periods. — Irregular.  Pain  comes  on  from  two  days  to  a  week 
before  flow.  Stays  in  bed  two  days.  Feels  generally  ill;  pain  across 
abdomen  and  in  back  is  intensified.  Has  headaches  for  two  days, 
six  to  eight  days  after  period.  Twelfth  to  eighteenth  year  periods 
lasted  six  days;  since  then  for  two  days. 

Office  Examinatioyi. — Miss  C.     Face:  flushed;  manner:  excitable. 
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Eyes:  strained  appearance;  mucous  membrane  pale;  Throat:  normal; 
no  enlarged  glands.  Teeth:  in  good  condition,  except  slight  caries 
at  roots  of  lower  molars.  Had  abscess  on  gum  for  years.  Skin: 
yellowish  tinge;  dry  and  shiny  on  arms  and  legs,  with  cracked  appear- 
ance. She  says  it  often  stings  and  prickles  all  over.  Nails:  norm^al. 
Headaches,  frequent,  especially  over  left  eye,  often  has  spots  before 
eyes.  Z,Mwg5;  normal,  fl^ea;-/;  myocarditis.  Blood  pressure,  150  in 
both  arms.  Hemoglobin  72.  Spine:  pain  on  pressure  over  cervical 
nerves,  those  to  stomach  and  pelvic  plexus;  marked  between  shoulders 


Fig.  4. — Miss.  .M.  C.  Six  hours  after  a  bismuth  meal.  S,  stomach;  D, 
duodenum;  P,  pylorus;  Ap,  appendix;  C,  cecum;  A  C,  ascending  colon;  H  P, 
heptic  flexure;  T  C,  transverse  colon;  S  P,  splenic  flexure;  D  C,  descending 
colon;  Sg,  sigmoid;  R,  rectum. 

and  over  sacroiliac  articulations.  Abdomen:  tenderness  in  general, 
especially  marked  over  cecum  and  terminal  ileum.  Pain  on  pressure 
over  greater  curvature  of  stomach  and  sigmoid.  Mass  to  left  of 
umbilicus,  apparently  descending  colon  impaction.  Pelvis:  soreness 
of  hip  she  attributes  to  having  worn  a  special  corset  which  was  per- 
scribed  for  her.  Pain  2  inches  below  anterior-superior  spine  of  right 
ilium,  close  to  bone.  Left  ovary  hard,  tender  and  prolapsed.  Soft 
movable  mass  continuous  with  uterus  and  left  adnexa,  probably 
redundant  sigmoid.  Small  erosion  on  cervix,  leukorrhea.  Hooded 
clitoris.     Rectum:  internal   hemorrhoids   and  small   fissure;   unin- 
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flamed  redundant  tissue  around  anus.  Urinalysis:  urinates  often 
but  passed  only  i^^i,  pints  in  twenty-four  hours.  Reaction  acid. 
Specific  gravity  1.018;  marked  trace  of  albumin;  indican  slightly 
increased;  urea  1.2  per  cent.;  chlorides  1.39  per  cent.;  phosphates 
0.47  per  cent.;  sugar  acetone  and  diacetic  acid  absent;  bile  and  blood 
pigments  absent;  casts  occasional  granular;  cylindroids  absent; 
mucous  threads  many;  amorphous  deposit,  few  urates;  crystals,  few 
oxalate;  blood  cells,  absent;  leukocytes,  many;  epithelia,  many 
squamous.     Feces. — Analysis  normal. 


Fig.  5. — Miss.  M.  C.  Twent\-f our  hours  at Icr  a  bismuth  meal.  6',  stomach; 
Z>,  duodenum;  f,  pylorus;  y4/>,  appendix;  C,  cecum;  A  C,  ascending  colon;  HF; 
heptic  flexure;  T  C,  transverse  colon;  S  F,  splenic  flexure;  D  C,  descending  colon; 
Sg,  sigmoid;  R,  rectum. 

Diagnosis. — Hyperacidity  and  prolapse  of  stomach;  pancreatic 
insufficiency;  possible  gall-bladder  involvement;  redundant  sigmoid 
(or  tumor)  to  be  determined  by  .x-ray;  chronic  appendicitis;  internal 
hemorrhoids  and  fissure ;  chronic  nephritis ;  cyst  of  ovary,  endometritis, 
general  pelvic  congestion;  chronic  autointoxication;  neurasthenia. 

X-ray  of  entire  gastrointestinal  tract,  made  after  taking  for  one 
week  fermented  milk,  laxative  food,  glass  of  vichy  every  hour, 
Russian  mineral  oil;  colon  flushings;  vaginal  treatment  for  conges- 
tion, etc.,  etc. 

X-ray  of  stomach  and  ]K)\vel  by  Dr.  Quiml^y,  showed  (Illustration 
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3).  Hour-glass  stomach.  Mesentery  of  appendix  looped  up  small 
intestine.  Cecum,  six  to  twenty-four  hours  after  bismuth  meal 
(Illustrations  4  and  5),  distended  and  prolapsed,  below  iliopectineal 
line;  ascending  colon  in  right  iliac  fossa,  close  to  ilium;  constriction 
of  entire  descending  colon;  sigmoid  redundant,  filling  pelvis  and 
pressing  on  terminal  loop  of  ileum  which  prolapsed  into  pelvis  (Illus- 
tration 6)  rectum  dilated  above  internal  sphincter. 

Operation  May  8:     Multiple  adhesions  round  pylorus  and  gall- 
bladder severed.     Posterior  gastroenterostomv.     (Pancreas  indur- 


FiG.  6. — Miss.  M.  C.  After  the  administration  of  an  enema.  S,  stomach; 
D,  duodenum;  P,  pylorus;  Ap,  appendix;  C,  cecum;  A  C,  ascending  colon;  H  F, 
heptic  flexure;  T  C,  transverse  colon;  5  F,  splenic  flexure;  D  C,  descending 
colon;  Sg,  sigmoid;  R,  rectum. 

ated.  Liver  and  gall-bladder  normal.)  Jackson's  veil  and  adhe- 
sions of  descending  colon  severed.  Small  cyst  removed  from  left 
ovary.  Both  ovaries  small  and  sclerotic.  Uterus  small  and  in  good 
position.  Tubes  normal.  Very  redundant  sigmoid  surrounding 
uterus  and  adnexa,  but  not  adherent.  Chronically  inflamed 
appendix  removed. 

Operation  May  26:  Loosened  hood  of  clitoris;  removed  much 
imbedded  smegma;  dilation  and  curettage;  internal  hemorrhoids  and 
fissure  removed. 
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In  view  of  the  more  urgent  operations  and  the  patient's  general 
condition,  the  redundant  sigmoid  was  not  operated  upon,  but  will 
be  if  symptoms  of  autointoxication  continue.  Removing  the  hemor- 
rhoids which  constricted  the  internal  sphincter,  will  reduce  the 
distention  above  this  point,  and  the  cahber  of  the  descending  colon 
being  restored  to  normal  will  tend  to  gradually  improve  the  sigmoid. 
Patient  has  had  uneventful  convalescence  and  left  hospital  June  lo. 
She  is  now  in  the  country,  sleeps  with  the  foot  of  bed  raised.  Head- 
aches have  been  fewer  and  less  severe.  The  albumin  has  been 
reduced  to  a  faint  trace,  and  the  casts  have  disappeared.  She  sleeps 
better;  appetite  has  improved,  and  she  is  not  so  nervous  nor  ap- 
prehensive and  depressed.  Has  no  pains  in  arms;  walks  more  easily; 
constipation  has  been  reheved.  She  has  no  pelvic  congestion. 
The  most  interesting  feature  of  the  case  is  that  she  blamed  all  her 
pelvic  discomfort  after  the  Alexander  operation,  to  fancied  adhesions 
resulting  from  that,  but  these  did  not  exist.  The  uterus  was  small 
and  in  perfect  position.  Her  symptoms  were  due  to  her  intestinal 
condition,  and  the  redundant  sigmoid  accounted  for  pain  in  left 
groin,  congestion  of  uterus,  and  adnexa,  cyst  of  left  ovary,  endo- 
metritis, and  leukorrhea,  which  caused  denudation  around  external 
OS.  The  position  of  the  cecum  explained  pain  in  right  ihac  fossa 
below  crest  of  ilium.  The  contraction  of  internal  sphincter  with  the 
extreme  dilation  of  upper  part  of  rectum  caused  constipation, 
bearing-down  pains,  and  rapid  fatigue  in  walking.  The  intestinal 
condition,  together  with  the  hour-glass  stomach,  accounted  for  slow 
and  faulty  digestion,  nausea,  headaches,  etc.  The  autointoxication 
and  resulting  neurasthenia  caused  hypersensitiveness  to  all  symptoms. 
_  This  patient  had  been  treated  by  mental  healers;  Christian  Scien- 
tists; hypnotism,  psychanalysis;  had  traveled  for  diversion  and 
change  of  cKmate;  had  lavage  of  stomach;  Salisbury  and  other 
dietetic  treatments;  vapor  and  other  baths;  electricity  of  all  kinds; 
osteopathy;  homeopathy;  had  consulted  brain  speciahsts  and  been  in 
many  sanitariums,  beside  being  under  the  care  of  specialists  already 
mentioned.  In  the  case  of  all  this,  the  confirmation  of  diagnosis  by 
the  a--ray  findings  was  gratifying. 

In  closing,  I  would  Hke  to  mention  the  frequency  with  which  I 
have  found,  in  neurasthenic  patients  giving  history  of  pain  in  left 
ovary  and  presenting  symptoms  of  pelvic  congestions,  the  presence 
of  adhesions  between  the  sigmoid  and  left  adnexa,  which,  no  doubt, 
produce  pain  by  the  pressure  on  Fallopian  tube  and  ovary,  and  of 
gas  and  retained  feces,  and  by  interference  with  circulation.  This 
adhesion,  which  may  vary  from  a  thin  membrane  to  dense  bands,  is 
as  frequent  and  is  more  important  than  Jackson's  veil  attached  to  the 
cecum  or  Lane's  kink  of  the  terminal  ileum. 

The  relation  of  neurasthenia  to  gynecology,  due  to  the  combination 
of  symptoms  cited  in  above  cases,  led  me  to  devise  an  instrument 
which  I  hope  you  may  find  useful,  as  an  abdominal  wall  hfter.     It 
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enables  the  surgeon  through  the  small  incision  used  in  the  average 
gynecological  operation,  to  evenly  lift  the  abdominal  wall,  and  keeping 
the  hand  well  out  of  the  way,  to  gradually  turn  the  speculum,  and  by 
the  electric  light  in  the  end  of  the  illuminated  instrument,  or,  by  the 
light  reflected  from  a  headmirror  along  the  blade  of  plain  speculum, 
to  inspect  the  cecum,  appendix,  ascending  colon,  hepatic  flexure, 
gall-bladder,  transverse  colon,  stomach,  splenic  flexure,  descending 
colon,  sigmoid,  and  various  portions  of  the  ileum,  without  handling. 
Any  lesions  of  the  gall-bladder  of  constricting  bands  may  then  be 
corrected  under  the  present  anesthesia,  ptosis  may  be  noted  for  cor- 
rection by  raising  the  foot  of  the  bed  or  other  postural  treatment 


Fig.  7. — Abdominal  wall  lifter.     Wires  for  illumination  are  attached  to  a  cold- 
light  bulb  at  B. 

during  convalescence,  thus  avoiding  complications  which  often  have 
more  effect  on  efficiency  than  the  gynecological  conditions  them- 
selves, as  the  latter  may,  in  many  instances,  be  considered  secondary. 

The  position  of  the  abdominal  contents  is  of  paramount  impor- 
tance to  the  gynecologist  for  an  operation  which  would  otherwise  be 
entirely  successful  may  prove  a  failure  if  the  condition  which  led  to 
its  necessity  is  allowed  to  remain  unchanged.  I  therefore  wish  to 
emphasize  the  mechanical  effects  of  abnormality  of  the  colon  as  well 
as  the  complications  arising  from  stasis  and  subsequent  toxemia. 

701  Madison  Avenite. 
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THE   RELATION   OF   THE   INTERNAL   SECRETIONS   TO 
NEURASTHENIA  IN  WOMEN.* 

BY 

HENRY  R.  HARROWER,  M.  D., 

Fellow  of  the  Royal  Society  of  Medicine,  etc., 
Los  Angeles,  Cal. 

"The  condition  called  'neurasthenia' — a  symptom-complex 
rather  than  a  distinct  disease — is  being  more  carefully  studied  these 
days.  Our  knowledge,  however,  still  seems  to  be  just  as  indefinite 
to-day  as  it  has  always  appeared  to  be,  for  the  opinions  regarding 
neurasthenia  have  differed  even  more  than  the  ideas  of  all  medical 
men  usually  differ.  It  would  appear  that  the  organs  of  internal 
secretion  are  to  be  charged  with  causing  many  of  the  disorders  which 
together  form  the  neurasthenic  syndrome.  In  fact  the  more  we 
study  the  neurasthenic  individual  and  observe  closely  the  incidental 
variations  in  functional  activity,  the  more  evident  it  becomes  that 
neurasthenia  rarely  exists  without  some  associated  disturbance  in 
the  work  of  the  ductless  glands." 

The  foregoing  quotation  from  an  editorial  in  American  Medicine 
(August,  191 5,  p.  590)  is  a  fit  introduction  to  the  subject  that  has 
been  chosen  for  consideration  this  evening.  As  our  knowledge  of 
these  glands  of  internal  secretion  becomes  more  extensive  and  con- 
nected, one  can  appreciate  more  thoroughly  how  intimate  is  their 
association  with  one  another,  as  well  as  with  the  etiology  of  many 
functional  disorders  and  even,  occasionally,  an  organic  disease. 
In  no  phase  of  endocrinology  do  we  see  that  intricacy  of  these 
relationships  more  definitely,  than  in  the  numerous  functional  dis- 
orders, the  treatment  of  which  constitutes  the  largest  part  of  the 
work  of  the  gynecologist. 

From  the  time  that  the  thymus  begins  to  retrograde  and  its  an- 
tagonism to  the  functional  activity  of  the  gonads  is  gradually  re- 
duced, there  is  an  increase  in  the  physiologic  activities  of  the  thyroid 
and  the  ovaries,  as  well  as  in  most  of  the  other  ductless  glands  which 
are  built  in  with  these  keystones  of  the  endocrinous  arch.     It  is 

*  An  address  read  before  the  Los  Angeles  Obstetrical  Society,  December  14, 
1915- 
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an  everyday  occurrence  to  see  thyroid  enlargement  at  puberty,  and 
it  is  now  well  known  that  the  essential  sex  manifestations  as  well 
as  the  organic  changes  which  accompany  them,  are  due  to  the 
production  of  a  series  of  chemical  messengers  and  the  maintenance 
between  them  in  the  fluids  of  the  body  of  what  has  come  to  be  known 
as  the  "hormone  balance." 

Disturbances  of  this  balance  are  responsible  for  most  of  the  func- 
tional disorders  in  women.  This  is  a  broad  statement,  I  know,  and 
it  will  be  questioned  by  some  who  still  are  certain  that  the  nervous 
system  and  derangements  of  it,  are  responsible  for  many  functional 
gynecological  disturbances.  However,  it  has  been  stated  by  more 
than  one  investigator  of  authority  that  the  nervous  system  itself, 
and  especially  the  sympathetic  nervous  system,  is  under  the  direct 
control  of  certain  of  the  endocrinous  organs;  and  the  conclusions 
made  by  Cannon,  of  Harvard,  as  to  the  relation  of  the  emotions 
to  adrenal  acti\dty,  indicate  that  the  adrenal  medulla  is  a  prominent 
factor  is  the  causation  of  many  manifestations  commonly  associated 
with  fear,  rage  or  pain.  Now  the  chromaffin  tissue  of  the  adrenal 
medulla  is  but  an  integral  part  of  the  endocrinous  system,  and  is 
just  as  intimately  connected  with  the  other  parts  of  this  system 
as  are  the  thyroid,  pituitary,  ovaries  or  any  other  of  the  ductless 
glands;  hence  if  disorders  which  are  dependent  upon  emotional  dis- 
turbances really  have  an  internal  secretory  basis,  it  is  obvious  that 
very  few  functional  troubles  in  women  are  not  in  that  category  of 
disturbances  now  being  dififerentiated  and  called  "endocrinous 
disorders."  Practically  all  such  conditions  are  in  a  greater  or  less 
degree  amenable  to  organotherapeutic  procedures,  and  the  more  these 
are  applied  in  clinical  practice,  the  more  are  we  convinced  of  the  im- 
portance and  extent  of  this  comparatively  new  class  of  disorders. 

It  is  difficult  intelligently  to  discuss  a  subject  as  broad  as  neur- 
asthenia. First  of  all  it  is  not  really  an  entity,  but  rather  a  symptom- 
complex  with  varying  manifestations.  While  it  is  found  in  both 
sexes,  it  is  much  more  common  in  women,  and  most  frequently  is 
connected  in  some  way  with  one  or  more  disorders  of  the  sex  ap- 
paratus. When  a  patient  comes  to  us  with  a  combination  of  symp- 
toms which  the  clinical  history  seems  to  connect  with  a  menstrual 
disorder,  deranged  or  misused  reproductive  functions,  climacteric 
irregularities  or  a  general  run-down  condition,  if  there  is  a  nervous 
element  in  the  case — ^and  in  how  few  is  there  not? — it  is  very  easy 
to  call  it  neurasthenia. 

As  a  matter  of  fact  it  is  impossible  not  to  have  neurasthenia  in 
patients  who  are  below  par,  for  when  an  individual  is  asthenic  and 
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debilitated,  the  nervous  mechanism  is  likely  to  be  just  as  asthenic 
as  the  muscular  system,  the  eliminative  system  or  the  endocrinous 
system;  and  when  we  meet  women  who  are  hysterical  or  melancholic; 
excitable  or  apathetic;  menstrually  plus  or  minus  (if  I  may  use  such 
a  term) ;  or  are  suffering  in  some  way  as  a  result  of  an  over-  or  under- 
activity of  the  genital  organism,  we  might  better  consider  them  from 
the  standpoint  of  the  internal  secretions  rather  than  to  classify 
them  as  neurasthenics  and  give  them  tonic  or  sedative  treatment 
according  to  the  exigencies  of  each  case. 

I  have  come  to  the  conclusion  that  it  is  not  possible  to  treat 
gynecological  disorders  effectively  without  in  every  case  carefully 
considering  each  individual  from  this  standpoint.  The  ductless 
glandular  system  in  women  is  more  sensitive  to  physiologic  im- 
pressions than  the  nervous  system;  hence  one  must  expect  to  en- 
counter pluriglandular  disturbances  very  frequently.  The  principal 
reason  that  this  does  not  seem  to  have  been  done  more  often  is 
because  the  subject  has  not  yet  reached  that  stage  of  stabihty  which 
some  physicians  insist  upon.  You  know  that  there  are  still  members 
of  our  profession  who  deny  the  ''hormone  theory,"  as  they  like  to 
caU  it;  and  with  this,  of  course,  they  virtually  deny  the  feasibility  as 
well  as  the  applicability  of  organotherapy.  It  is  to  be  hoped  that 
everyone  present  this  evening  is  safely  out  of  this  class,  and  that  all 
will  admit  with  me  the  probable  relationship  of  ductless  glandular 
disorder  with  the  majority  of  those  cases  usually  called  neuras- 
thenics. If  so,  a  few  suggestions  of  a  therapeutic  nature  may  be 
acceptable,  and  the  discussion  which  follows  will  doubtless  bring  out 
considerably  more  of  practical  value  than  does  this  paper. 

There  is  a  comparatively  small  number  of  women  whose  neuras- 
thenic manifestations  are  associated  with  ovarian  and  menstrual 
superactivity.  Their  periods  are  prolonged  and  excessive,  they  have 
so  little  freedom  from  the  inconveniences  of  menstruation  and  their 
economy  is  so  depleted  by  the  undue  loss  of  blood  and  strength, 
that  they  easily  become  neurasthenic.  Often  they  brood  over  their 
condition;  and,  rarely,  the  onset  of  a  heavy  flow,  prostrates  them 
not  merely  physically  but  mentally.  All  too  often  these  cases  are 
called  "endometritis"  for  convenience  and  are  treated  surgically 
with  mediocre  results;  while  many  would  be  benefited  by  the 
exhibition  of  mammary  extract.  This  substance  antagonizes 
ovarian  activity,  depletes  the  uterine  vessels  and  is  an  excellent 
means  of  controlling  functional  uterine  hemorrhage.  Incidentally 
it  has  been  given  with  good  results  in  uterine  fibroids,  not  only 
stopping  the  hemorrhage  but,   in  an  encouraging  proportion  of 


harrower:  neurasthenia  in  women  633 

cases,  reducing  the  size  and  stopping  the  growth  of  the  tumor.  But 
this  is  taking  us  from  the  subject  of  the  evening.  Mammary 
extract  is  given  in  5 -grain  doses,  preferably  at  meals.  Ten  grains 
three  times  a  day  is  usually  the  maximum  and  if  this  is  continued 
for  two  or  three  weeks,  then  omitted  during  the  days  free  from 
menstrual  flow  and  started  again,  and  if  necessary  pushed,  during 
the  flow,  to  be  discontinued  again  till  the  next  menses  and  given  in 
this  manner  for  two  or  three  months,  the  effects  of  the  increased 
ovarian  activity  will  be  reduced  and  the  benefit  will  usually  embrace 
other  symptoms  than  the  one  for  which  mammary  therapy  was 
originally  instituted. 

A  much  larger  number  of  neurasthenic  women  exhibit  the  opposite 
pelvic  conditions,  and  suffer  from  delayed  or  insufficient  menses. 
This  is  but  one  symptom  in  a  chain  of  disorders  due  to  hypoendo- 
crinism — reduced  internal  secretory  activity — and  one  which 
gives  us  an  excellent  opportunity  to  apply  the  principles  of  organo- 
therapy, and  not  only  remove  the  menstrual  disabilities  but  with 
them  the  associated  neurasthenia.  Such  individuals  are  usually 
anemic,  insufficiently  nourished  and  toxic.  They  are  flabby, 
often  obese  and  do  not  react  well  to  the  morning  bath  (which,  by 
the  way,  very  few  of  them  take)  or  to  treatment  of  any  kind.  Their 
cells  are  physiologically  lazy  and  asthenic  (although  they  may  be 
mentally  bright  and  despite  their  troubles  may  attempt  to  be  quite 
active  physically).  Yet  always  associated  with  these  common 
conditions  there  is  a  more  or  less  marked  nervous  element  which  is 
usually  singled  out  and  given  undue  prominence  in  the  nomenclature 
as  well  as  the  therapeutics,  for,  of  course,  such  cases  are  obviously 
"typical  cases  of  neurasthenia." 

The  cellular  inactivity  of  such  individuals  almost  invariably  in- 
dicates a  condition  of  minor  hypothyroidism,  in  fact  this  disorder 
may  be  the  principal  basic  cause  of  the  whole  trouble,  for  it  is  sur- 
prising how  many  times  the  thyroid  may  be  responsible  for  functional 
disorders  of  many  kinds.  (By  the  way,  this  statement  is  not  made 
thoughtlessly;  practically  all  forms  of  functional  cellular  disabilities 
can  either  be  traced  to  hypothyroidism  or  shortly  after  the  onset  are 
aggravated  by  an  associated  thyroid  inadequacy;  and  while  in  some 
cases  other  factors  may  be  predominant,  to  the  seeing  eye  there  is 
usually  a  path  of  more  or  less  prominence  which  leads  to  the  thyroid 
mechanism).  This  hypothyroidism,  in  turn,  may  cause  a  reduced 
luteal  activity  and  when  it  is  sufficiently  marked  to  be  clinically 
evident,  many  of  the  endocrinous  glands  are  already  working  at 
half  speed  or  even  slower.     This  explains  the  good  results  frequently 
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obtained  from  pluriglandular  therapy  in  such  cases,  of  which  more 
shortly. 

This  action  is  strictly  speaking  a  reflex  action,  and  the  use  of  this 
term  needs  a  brief  qualification.  It  may  be  and  probably  is  nervous, 
but  it  is  also  and  more  decidedly  hormonic  in  origin.  The  thyroid 
produces  an  internal  secretion  which  stimulates  the  ovaries  and 
their  corpora  lutea,  hence  a  "reflex"  influence  of  reduced  thyroid 
action  is  a  correspondingly  reduced  luteal  action,  and  so  on.  This 
means  that  there  may  be  cases  of  amenorrhea  of  distinct  thyroid 
origin;  and  it  is  of  interest  to  recall  that  Prof.  Dalche,  of  Paris, 
regards  amenorrhea  and  especially  dysmenorrhea  in  young  women, 
as  definitely  due  to  thyroid  rather  than  ovarian  disorder.  He  re- 
ports the  successful  treatment  of  many  cases  of  this  character  by 
giving  thyroid  alone,  the  dose  usually  being  i  or  2  centigrams  per 
day  in  divided  amounts. 

By  far  the  greatest  number  of  menstrual  neurasthenics,  as  well  as 
practically  all  sexual  neurasthenias  in  women,  have  their  origin  in 
a  functional  derangement  of  the  internal  secretory  portion  of  the 
ovaries.  This,  of  course,  is  the  corpus  luteum,  although  the  ovarian 
stroma  has  been  shown  to  exert  a  certain  but  minor  influence  of  this 
nature.  Since  the  development  of  a  corpus  luteum  is  synchronous 
with  the  onset  of  menstruation,  per  contra,  the  absence  or  semi- 
absence  of  the  menses  is  often  due  to  a  decreased  production  of  the 
luteal  hormone.  This  disturbs  the  delicate  hormone  balance,  al- 
ready referred  to,  and  is  directly  concerned  in  bringing  about  certain 
neurasthenic  manifestations,  at  the  same  time  reflexly  (hormonically) 
producing  a  vicious  circle. 

The  whole  subject  is  being  studied  experimentally  in  several 
laboratories  and  many  hundreds  of  clinical  appUcations  are  being 
made  from  week  to  week,  although  but  a  small  number  of  them  are 
reported  for  the  benefit  of  the  profession.  It  may  be  said  unequi- 
vocally that  there  is  an  incontestible  relation  between  the  physio- 
logic action  of  the  corpora  lutea  and  neurasthenia.  Kelly  and 
Burnham  of  Baltimore  have  established  this  on  a  practical  basis  and 
have  reported  a  number  of  cases  of  typical  neurasthenia  in  women, 
which  were  successfully  treated  with  lutein.  R.  T.  Frank  of  New 
York,  Paul  Carnot  of  Paris,  Blair  Bell  of  Liverpool  and  many  others 
that  I  might  mention,  have  expressed  themselves  on  this  subject, 
and  we  cannot  but  conclude  that  not  only  is  neurasthenia  frequently 
due  to  functional  disturbances  in  the  hormone  production  of  the 
ovaries,  but  that  may  also  respond  favorably  to  suitable  doses  of 
luteal  preparations. 
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In  passing  it  may  be  well  to  mention  briefly  a  form  of  neurasthenia 
accompanied  by  dysmenorrhea  in  women  near  the  menopause. 
These  cases  are  usually  obese  and  metaboUsm  is  invariably  reduced. 
Lemaire  of  Paris  believes  that  most  cases  of  this  character  are  due 
to  a  disturbed  equiHbrium  between  the  internal  secretory  glands, 
and  he  recommends  in  such  cases  the  administration  of  combina- 
tions of  thyroid  and  luteal  substances.  In  his  experience  he  finds 
that  this  treatment  not  only  reduces  the  pain  and  discomfort  at 
the  menses,  but  also  enhances  the  metaboHsm  and  many  times 
controls  the  distressing  neurasthenic  manifestations. 

Another  of  the  ductless  glands  is  likely  concerned  in  many  cases 
of  neurasthenia  in  women.  The  pituitary  body  and  its  various 
distinct  parts  are  not  so  well  understood  as  the  thyroid  or  the 
corpus  luteum;  but  the  hypophysis  is  none  the  less  a  part  of  the 
endocrinous  system  and  as  such  exerts  some  influence  upon  such  a 
broadly  extending  complexity  as  neurasthenia.  Neurasthenia  is 
not  infrequently  a  side-issue  in  cases  of  dyspituitarism  and  as  we 
have  opportunity  to  study  more  closely  these  relations  in  women 
with  pituitary  disease,  we  will  be  able  to  speak  with  more  authority 
on  this  phase  of  the  subject.  From  a  practical  standpoint  we  do 
know,  however,  that  the  administration  of  total  pituitary  substance 
has  a  beneficial  and  quite  general  tonic  influence,  especially  in  those 
indefinite,  asthenic  cases  where  the  nervous  and  muscular  efl&ciency 
seems  to  be  especially  deficient.  As  an  empirical  remedy  in  such 
cases,  as  well  as  in  certain  pluriglandular  insufficiencies,  pituitary 
substance  (whole  gland)  is  helpful  because  of  its  tonic  action  upon 
cardiac,  intestinal  and  uterine  muscles;  and  while  there  still  may 
be  only  slight  scientific  ground  for  giving  it  in  many  cases,  it  is  of 
undoubted  clinical  value,  and  when  an  eminent  man  like  Leonard 
WilHams,  of  London,  expresses  his  faith  in  pituitary  as  a  remedy  for 
amenorrhea  and  menstrual  neurasthenias,  I  am  content  to  believe 
without  the  "incontestible  scientific  proof"  that  some  physicians 
still  insist  upon — in  public!  Incidentally  I  would  like  to  ask  how 
it  is  possible  to  establish  a  subject  relating  to  therapeutics  upon  this 
hypothetical  plane  of  indubitability  without  a  certain  amount  of 
clinical  experience;  and  if  we  are  to  refrain  from  empiricism,  how 
are  we  to  progress? 

This  same  Leonard  Williams  has  also  found  pituitary  of  value  in 
those  cases  he  amusingly  calls  "the  moth-eaten  old  ladies  who  come 
out  of  boarding  houses  to  go  to  church;"  and  it  will  also  be  found 
useful  in  the  elderly,  inactive,  neurasthenic  women  who,  perhaps, 
are  not  always  found  in  this  same  rare  category.     In  a  paper  before 
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the  Royal  Society  of  Medicine,  which  I  had  the  pleasure  of  hearing 
some  years  ago,  Williams  spoke  favorably  of  a  pluriglandular 
preparation  called  hormotone,  which  is  a  combination  of  the  three 
glands  mentioned  this  evening — thyroid,  pituitary  and  ovaries. 
In  my  own  limited  experience  I  have  found  this  frequently  superior 
to  corpus  luteum  alone  (save  only  in  cases  where  the  ovaries  have 
been  removed  and  cannot  therefore  respond  to  the  homostimulant 
action  of  the  luteal  ingredient) ;  and  it  has  the  advantage  of  costing 
considerably  less,  for  unfortunately  corpus  luteum  is  still  an  ex- 
pensive remedy  and  the  wonderfully  increased  demand  seems  to 
be  making  the  price  go  up,  rather  than  down,  as  one  might 
presume.  At  all  events  I  have  seen  good  results  from  this  com- 
bination in  neurasthenia  in  women.  In  cases  wdth  amenorrhea 
the  increased  action  of  the  thyroid  and  ovaries  has  reestablished  the 
flow  and  associated  nervous  manifestations  due  solely  to  the  re- 
pression of  this  function,  were  also  controlled.  In  the  nervous 
manifestations  of  the  artificial  menopause,  especially  in  com- 
paratively young  women,  it  is  not  so  effective  unless  corpus  luteum 
is  given  with  it,  in  the  proportion  of  5  grains  of  corpus  luteum  to 
one  or  two  tablets  of  hormotone,  three  times  a  day.  In  dysmenor- 
rhea it  has  stopped  the  pain  almost  like  a  sedative  drug,  while 
again  in  seemingly  identical  cases  it  has  seemed  to  be  quite  inert. 
(Parenthetically  this  is  not  an  uncommon  experience  in  organo- 
therapeutic  practice.  One  cannot  always  depend  upon  similar 
results  from  the  same  treatment  in  presumably  similar  cases.  The 
influence  of  these  hormone-bearing  preparations  is  rarely  due  to  the 
principles  they  contain,  but  rather  to  the  results  of  their  homo- 
stimulant  action;  i.e.,  to  the  increased  activity  of  the  glands  which 
they  stimulate  and  the  enhanced  hormone  production.  Perhaps 
an  explanation  of  this  somewhat  discouraging  experience  lies  in  lack 
of  persistence  for  not  always  are  the  ductless  glands  as  easily  stimu- 
lated, while  in  some  of  the  rapid-acting  cases  the  startling  results 
are  brought  about  because  the  missing  but  all  essential  touch  is 
given  to  the  pendulum  and  things  start  again).  In  the  nervous  and 
circulatory  disturbances  of  the  menopause  it  is  worth  trying  pluri- 
glandular therapy,  for  these  symptoms  are  in  most  cases  naught  save 
the  natural  results  of  the  removal  of  stimuli  to  which  the  body  has 
accustomed  itself  for  thirty  years  or  more. 

There  are  other  phases  of  this  subject  which  will  occur  to  you.  In 
some  cases  the  endocrinous  element  will  be  very  apparent  when  one 
is  looking  for  it;  while  in  others  it  is  not  easy  to  demonstrate.  In 
such  cases,  however,  it  is  there  none  the  less  and  I  prefer  to  imagine 
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that  this  unnoticed  factor  is  playing  some  minor  role,  and  that  the 
more  obvious  manifestations  of  diagnostic  value  have  not  yet  be- 
come sufficiently  marked  to  be  differentiated. 

In  conclusion,  the  administration  of  thyroid,  corpus  luteum  or 
pituitary  gland,  or  combinations  of  them,  to  my  mind  is  as  rational 
a  form  of  the  treatment  of  many  of  the  functional  neuroses  in  women, 
including  neurasthenia,  as  one  could  hope  for.  Of  course,  such 
remedies  do  not  militate  against  the  hygienic  procedures  or  even 
drugs  that  may  seem  to  be  indicated,  on  the  contrary  one  will  often 
j&nd  that  organotherapy  renders  the  response  to  other  treatment 
much  more  satisfactory. 

In  applying  the  principles  of  endocrinology  in  the  consideration 
and  treatment  of  neurasthenia  in  women,  we  are  removing  obstacles 
and  assisting  Nature ;  and  where  this  is  accomplished  one  can  expect 
with  much  more  confidence  than  otherwise,  that  Nature  will  be  the 
better  able  to  bring  about  the  much-to-be-desired  outcome. 

Glendale,  California. 


THE   RELATIONSHIP   BETWEEN   NEURASTHENIA  AND 
PELVIC  DISEASE.* 

BY 

GORDON  GIBSON,  M.  D.,  F.  A.  C.  S., 

Brooklyn.  N.  Y. 

When  the  minor  lesions  of  the  female  pelvis  were  new  to  the 
profession  certain  reflex  symptoms  were  described  by  various  authors. 
These  were  of  such  varied  character  that  they  were  given  the  name 
"protean."  They  were  supposed  to  be  reflex  manifestations  of 
pathological  states  in  the  pelvis. 

As  we  became  more  familiar  with  the  etiology  and  character  of 
pelvic  pathology  it  was  found  that  these  reflex  symptoms  bore  no 
distinct  relationship  to  the  lesions  demonstrated,  but  had  a  distinct 
relationship  to  the  nervous  system  of  the  individual  who  bore  the 
lesions. 

^To  properly  interpret  symptoms  supposed  to  be  caused  by  the 
minor  lesions  of  the  female  generative  organs  it  is  necessary  to 
distinguish  between  those  of  nervous  origin  and  those  of  local  origin. 
An  understanding  of  the  commoner  conditions  of  the  nervous 
system  met  with  in  patients  with  gynecological  lesions  is  necessary. 
There  are  two  such  conditions :  neurasthenia  and  hysteria.     A  com- 

*Read  before  the  Brooklyn  Gynecological  Society,  November  5,  1915. 
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plete  description  of  these  two  states  is  beyond  the  scope  of  this 
paper. 

These  protean  reflex  symptoms  are  almost  invariably  associated 
with  minor  pathological  states,  such  as  erosion  and  laceration  of 
the  cervix,  anteflexion  of  the  uterus  and  scar  tissue  in  the  perineum, 
and  are  not  at  all  conspicuous  in  the  graver  conditions  such  as 
cancer,  uterine  fibroids  and  ovarian  tumors.  They  may  be  present, 
however,  in  women  suffering  from  the  results  of  pehac  inflammation. 
These  symptoms  often  accompany  trivial  local  changes  because 
women  with  weak  or  exhausted  nervous  systems  notice  trivial  symp- 
toms and  consult  their  physicians  more  readily  than  women  who  are 
strong  as  far  as  their  nervous  systems  are  concerned.  Diseases  of 
the  female  generative  organs  cause  distinct  local  symptoms,  and  in 
women  whose  nervous  systems  are  strong  cause  no  so-called  reflex 
symptoms. 

These  reflex  symptoms  must  not  be  confused  with  referred  pain. 
Henry  Head  has  pretty  well  settled  the  mechanism  of  this  phe- 
nomenon. Suppose,  for  example,  that  an  impulse  from  a  diseased 
ovary  is  transmitted  by  a  fiber  from  the  autonomic  nervous  system 
to  a  certain  segment  of  the  cord.  A  disturbance  is  set  up  in  that 
segment.  Suppose  that  an  impulse  is  carried  from  a  normal  area 
of  the  skin  supplied  by  sensory  fibers  from  that  same  segment. 
The  normal  impulse  is  disturbed  and  distorted  within  that  segment. 
The  distorted  impulses  are  then  carried  to  the  higher  sensory  centers 
in  the  cerebrum  through  the  lateral  and  posterior  lateral  columns  of 
GoU  and  Burdach,  and  are  recognized  as  painful  sensations  simply 
because  they  have  come  through  a  disturbed  segment  and  not  be- 
cause of  a  lesion  at  the  beginning  of  the  cutaneous  stimulation. 
This  is  the  explanation  of  the  areas  of  hyperesthesia  found  in  cer- 
tain parts  of  the  body  in  various  conditions. 

The  researches  of  Timme  have  shown  that  the  pelvic  viscera  are 
largely  supplied  by  fibers  from  the  autonomic  nervous  system  and 
that  irritation  and  exhaustion  of  this  system  have  a  distinct  effect 
on  the  higher  or  psychic  centers.  Our  own  experience  at  Kings 
Park  has  convinced  us  that  handicapped  nervous  systems  such  as 
those  of  individuals  who  come  from  neuropathic  stock  react  to  mild 
somatic  impulses  arising  in  the  pelvis  more  readily  than  normal  nerv- 
ous systems.  We  also  believe  that  certain  forms  of  mental  alienation 
are  benefited  when  the  source  of  these  impulses  is  removed.  The 
line  of  demarcation  between  some  of  the  psychoses  and  neurasthenia 
is  a  very  narrow  one  and  is  often  only  a  question  of  degree. 

It  has  been  the  experience  of  every  surgeon  to  have  a  woman 
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describe  to  him  a  long  chain  of  symptoms  some  of  which  are  ref- 
erable directly  to  the  pelvis.  She  thinks  there  is  something  very 
serious  the  matter  with  her,  is  very  much  worried  over  her  condition, 
in  fact  is  thinking  about  it  most  of  the  time.  In  very  many  cases 
the  severity  of  the  symptoms  is  all  out  of  proportion  to  the  lesions 
found  on  careful  physical  examination.  Nervous  women  resist 
pain  poorly,  they  brood  over  their  ailments,  magnify  their  local 
troubles  by  fixing  their  attention  upon  them  and  are  made  worse 
by  unwise  physicians  who  tell  them  that  all  their  troubles  are  due 
to  disease  in  the  pelvis. 

The  theory  that  these  symptoms  were  reflex  from  the  pelvis  was 
strengthened  by  the  fact  that  they  were  relieved  by  local  vaginal 
treatment.  This  is  true  because  of  three  things,  according  to 
Herman:  "i.  Constant  local  discomfort  tends  to  make  a  weak 
nervous  system  weaker,  and  removing  the  local  discomfort  takes 
away  that  strain  on  the  nervous  system.  2.  Informing  the  pa- 
tient that  her  local  condition  is  better  makes  her  feel  better.  3. 
General  hygienic  measures,  which  are  invariably  advised,  tend  to 
tone  up  the  exhausted  nervous  system." 

The  source  of  these  symptoms,  which  have  been  called  reflex 
manifestations  of  pelvic  disease,  lies  in  the  varying  degrees  of  nervous 
exhaustion.  This  exhaustion  is  frequently  caused  by  too  frequent 
pregnancies  and  by  diseases  of  the  generative  organs.  Herman 
believes  that  this  is  the  reason  why  neurasthenia  and  pelvic  disease 
so  often  go  hand  in  hand. 

Neurasthenia  is  rare  in  men,  young  girls  and  old  women  and  is 
most  often  met  with  in  women  during  the  child-bearing  period. 
Liability  to  neurasthenia  is  often  inherited,  and  it  is  often  difficult 
to  determine  whether  it  is  inherited  from  nervous  parents  or  is 
the  result  of  injudicious  training,  because  nervous  parents  are  often 
injudicious. 

The  causes  of  neurasthenia  are  many,  the  commoner  being  the 
forcing  of  precocious  children,  the  exhaustion  of  child-bearing  and 
its  consequences,  chronic  physical  pain  because  it  interferes  with 
sleep,  mental  pain  or  unhappiness,  sudden  shock  or  fright,  indigestion 
which  interferes  with  nutrition,  and  the  shock  and  exhaustion  of 
operations. 

Among  the  most  common  symptoms  are  nervous  irritability,  an 
unstable  emotional  state,  sleeplessness,  morbid  sensations,  vaso- 
motor disturbances,  disturbances  of  the  digestive  apparatus  and 
hysterical  attacks  of  various  types.  A  perusal  of  the  majority  of 
the  text-books  on  gynecology  will  show  that  the  above  symptoms  are 
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mentioned  in  many  as  reflex  symptoms  of  pelvic  diseases,  while  in 
reality  they  are  the  symptoms  of  an  associated  neurasthenia  which 
is  often  overlooked  and  which  may  be  of  more  importance  than  the 
pelvic  lesion  itself. 

The  diagnosis  is  not  diflacult  if  the  possibility  of  neurasthenia 
is  kept  in  mind.  On  the  other  hand,  treatment  is  often  extremely 
difficult.  Both  the  neurasthenia  and  the  local  condition  should  be 
carefully  explained  to  the  patient,  and  too  much  stress  must  not  be 
placed  on  the  pelvic  condition  as  the  result  may  be  the  same  as 
when  a  woman  is  told  that  she  has  a  movable  kidney,  as  most  of 
the  symptoms  of  movable  kidney  begin  after  such  information. 

The  methods  of  treating  neurasthenia  are  too  familiar  to  justify 
a  mass  of  detail.  The  thing  of  prime  importance  in  treating  a 
woman  with  neurasthenia  and  mild  pelvic  disease  is  the  general 
physical  and  mental  condition  of  the  individual,  and  much  can  be 
gained  by  treating  the  exhausted  nervous  system  first  with  the 
assurance  to  the  patient  that  her  pelvic  condition  is  not  of  such  im- 
portance as  she  thinks  or  has  been  led  to  think.  In  the  majority 
of  instances  both  conditions  can  be  proceeded  with  at  the  same 
time,  and  this  is  especially  desirable  if  the  pelvic  lesion  is  one  that 
gives  rise  to  pain.  This  pain  must  be  relieved  because  it  is  ex- 
hausting her  nervous  system  and  her  exhausted  nervous  system  is 
exaggerating  the  pain. 

It  must  be  remembered  that  operative  procedures  are  a  con- 
siderable shock  to  already  strained  nervous  systems,  and  that  when 
operation  is  imperative,  as  it  seldom  is,  the  patient  should  be  told 
that  she  will  not  be  absolutely  well  for  some  months  after  the 
operation.  All  surgeons  have  had  cases  that  were  down  and  out 
for  some  time  after  an  operation,  and  often  the  surgeon  is  blamed 
when  the  fault  lies  not  so  much  in  the  operation  as  in  the  worn-out 
nervous  system  which  did  not  receive  the  proper  amount  of  respect 
from  the  surgeon.  If  possible,  operations  should  be  deferred  until 
the  nervous  system  has  regained  to  a  considerable  extent  its  normal 
tone. 

176  State  Street. 
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THE  PRESIDENT'S  ANNUAL  ADDRESS. 

BEFORE  THE  PHILADELPHIA  OBSTETRICAL  SOCIETY,  JANUARY  6,   I916. 

BY 

DANIEL  LONGAKER,  M.  D., 

Philadelphia,  Pa. 

Mine  is  the  honor  to  have  presided  for  a  twelvemonth  over  the 
deHberations  of  an  association  very  close  to  my  life  and  heart,  and  I 
want  to  express  my  thanks  and  appreciation  for  this  rare  privilege. 
Likewise,  do  I  feel  grateful  for  the  opportunity  of  the  "final  word," 
for,  be  it  remembered,  the  president's  annual  address  is  not  debatable. 

I  am  sure,  you  wiU  pardon  allusion  retrospectively  to  a  few 
personages  and  incidents  of  the  years  that  are  gone — to  the  violent 
convulsions  of  the  early  infancy  of  the  society,  which  almost  wrecked 
its  life — when  the  virtues  of  version  and  forceps  were  respectively 
championed  with  the  vigor  and  ferocity  of  gladiators  in  combat. 
The  later  scenes  were  mild  by  contrast;  but  no  less  positive  were  the 
opinions,  no  less  definite,  the  conclusions,  and  the  discussions  were 
often  tinged  with  the  personal.  But  these  were  the  days  of  the 
pioneer,  and  the  stone  battle  axe  and  the  tomahawk  were  not  ana- 
chronisms. When  Noble  showed  that  pelvic  abscesses  could  be 
safely  dealt  with  by  the  vaginal  route,  and  the  woman  cured  without 
an  abdominal  section  and  without  removal  of  both  ovaries  and 
tubes  by  the  suprapubic  route,  the  objections  raised  were  not 
gentle  hints.  No  language  could  be  too  strong  to  suppress  such 
heterodox  teaching.  All  the  older  members  will  recall  the  able 
disciple  of  Tait  of  Birmingham,  always  sure  of  his  position,  always 
full  of  pugnacity  and  rarely  willing  to  admit  that  the  other  fellow 
was  right  either  in  motive,  method,  or  conclusion. 

I  mention  reverently  the  name  of  Albert  H.  Smith,  who  gave  the 
shape  to  the  retroversion  pessary  which  has  remained  and  is  knowoi 
throughout  the  world.  More  than  three  decades  ago,  I  saw  him 
demonstrate  the  then  latest  model  of  the  Tarnier  axis  traction 
forceps,  and  then  and  there  I  heard  him  express  the  judgment  of 
to-day.  It  took  several  decades  for  most  of  us  to  learn  what  was 
an  intuition  to  him,  or  was  perfectly  clear  to  his  mathematical  mind. 
The  standard  of  teaching  under  his  influence  was  high. 
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No  less  keen,  no  less  able  as  teacher  and  practitioner,  was  Goodell. 
With  the  feelings  prompted  by  a  debt  of  personal  gratitude,  I 
recall  how  emphatically,  on  at  least  one  occasion  he  said,  "Get 
your  puerpera  out  of  bed  on  a  commode!  It  favors  drainage!" 
And,  parenthetically,  I  have,  over  and  over,  in  hundreds  of  cases, 
demonstrated  the  wisdom  of  this  advice.  The  plan  abolished  the 
need  for  the  catheter;  it  is  a  large  factor  in  lessened  morbidity, 
both  early  and  remote,  and  I  am  convinced,  it  will  show  retroversions 
in  lessened  proportion  than  the  rigid  maintenance  of  the  dorsal 
position  for  days  and  weeks. 

I  cannot  pass  on  without  allusion  to  another  predecessor  who 
was  most  potent  and  ever  active  in  this  Society's  affairs.  No  man 
ever  exemplified  in  his  character  and  daily  life  higher  standards  of 
ethics,  personal  and  professional,  than  William  H.  Parrish.  Genial, 
kindly,  just,  as  he  was  beloved  of  all.  No  one,  man  or  woman, 
so  low  down  as  ever  to  ask  such  as  him  to  do  an  unprofessional  act! 

For  a  decade  and  more,  our  meetings  were  veritable  adjuncts  of  a 
pathological  society.  Again  and  again,  specimens  by  the  bucketful 
illustrated  the  morbid  anatomy  of  Bernitz  and  Goupil. 

Giving  a  little  meed  of  praise  to  the  living,  it  will  suffice  to  re- 
mind you  that  Baer  taught  the  world  how  to  deal  with  the  stump  in 
supravaginal  hysterectomy — surely  no  mean  achievement. 

While  in  large  part,  our  transactions  during  this  medieval  period 
were  records  of  surgical  achievement,  the  operator  with  the  elec- 
trical current  too,  was  very  frequently  in  evidence.  Always  and 
invariably,  however,  the  majority  was  all  against  the  champion  of 
the  method  of  Apostoli  and  he  never  was  handled  gently,  but 
always  without  gloves;  and,  driven  into  a  corner,  he  was  compelled 
to  fight  alone.  With  a  feeling  that  justice  might  be  done,  though 
late,  an  entire  evening  during  the  past  year  was  devoted  to  the 
various  modalities  and  the  allied  subject  of  radium.  A  most 
interesting  mass  of  material  was  offered  in  the  various  papers  read. 

Leaving  the  past,  we  may  glance  hurriedly  at  some  of  the 
recent  doings.  We  find  the  midwife  has  received  much  attention 
in  some  quarters;  but,  fortunately,  this  Society  has  not  thus  wasted 
time.  Nevertheless,  she  stands  at  one  pole  and  invades  our  domain. 
Antipodal  to  her,  is  the  general  surgeon,  and  in  certain  ways,  he  is 
even  more  aggressive  than  she.  Both  threaten  the  integrity  of  the 
obstetric  art  and  science.  What  is  the  remedy?  Clearly,  the 
diffusion  of  such  definite  rules  of  procedure  by  this  and  kindred 
societies  that  the  rank  and  file  of  the  medical  profession  will  take 
note  and  so  conduct  their  cases  that  infantile  and  maternal  mor- 
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tality  shall  be  nil  and  septic  morbidity  shall  be  unknown — no 
detail  too  minor  to  receive  the  attention  of  the  chief  of  the  numerous 
and  growing  services.  Even  a  matter  like  the  treatment  of  the  um- 
bilical stump  is  important.  I  have  seen  at  least  ten  healthy  vig- 
orous infants  die  from  septic  infection,  the  portal  of  entry  being 
here.  And,  recently,  I  have  been  told,  nine  healthy  mature  infants 
died  in  rapid  succession  during  the  first  week  of  life  in  a  hospital 
in  the  interior  of  this  state.  Were  a  midwife  followed  by  a  fatal 
train  like  this,  she  would  land  in  jail! 

No  one  matter  of  recent  development  is  promising  of  greater 
gains  both  to  the  advancement  of  our  purely  obstetric  art  and  to  the 
welfare  of  our  individual  patients  than  the  prenatal  clinic.  Its 
potent  influence  ought  to  be,  is  going  to  be,  especially  felt  in  a 
direction  in  which  advance  is  imperatively  needed,  gestational 
toxemia.  Here,  the  surface,  curatively  speaking,  has  scarcely 
been  scratched;  our  treatment  is  purely  empirical,  symptomatic  and 
sometimes,  chaotic.  Is  it  not  a  fair  question  that  death,  all  too 
frequent,  is  due,  in  large  measure  to  the  ether  that  often  enters  as  a 
part  of  the  treatment?  May  it  not  be  a  direct  factor  in  the  produc- 
tion of  the  fatal  pulmonary  edema?  Here  is  a  question  on  which  our 
collective  wisdom  should  be  able  to  speak  ex  Cathedra. 

Of  equally  great  importance,  is  the  early  and  correct  estimation 
of  the  mechanical  difficulties  of  birth  and  the  timely  recognition  of 
pathogenic  organisms  invading  the  canal.  Both  of  these  factors 
have  the  most  direct  bearing  on  the  matter  of  parturition  minus 
morbidity  and  minus  mortality.  How  shall  this  ideal  be  attained? 
If  a  definite  proportion  of  women  come  to  labor  harboring  patho- 
genic organisms  of  a  virulent  type  in  portions  of  the  birth  canal^ 
then  the  fiat  must  inevitably  be  against  vaginal  digital  examinations, 
during  labor,  even  though  made  with  a  gloved  finger.  We  are 
compelled  to  accept  the  logic  of  the  situation,  and  yet,  there  are 
teachers  who  stultify  themselves  and  us,  by  permitting  nurses  to 
make  these  examinations — often,  even  instructing  them! 

The  prenatal  clinic,  and,  in  equal  measure,  the  frequent  visit 
of  the  private  patient  to  her  physician  during  her  pregnancy  from 
its  early  inception  is  going  to  bring  results  of  enormous  advantage  to 
both  patient  and  physician. 

It  is  not  a  digression  for  me  to  dwell  briefly  on  another  matter  of 
vital  importance,  and  this  is,  voluntary  sterility.  In  the  popular 
baby-sa\dng  campaigns  initiated  by  local  and  national  societies, 
nothing  is  said  of  this  and  its  kindred  horror,  abortion.  The  moral- 
ist, with  knowledge  of  the  extent  of  this  widespread  evil,  must  be 
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appalled  just  as  much  as  he  is  by  the  wholesale  slaughter  on  Europe's 
battlefields.  Here  is  potential  life  wasted  just  as  truly.  Too  often, 
an  unwise  doctor  and  a  foolish  mother  sow  the  seeds  on  receptive 
ground.  A  little  deviation  in  mechanism  from  the  normal,  a  little 
albuminuria  in  the  first  gestation  is  so  exaggerated  that  the  patient 
takes  alarm,  and  is  added  to  the  enormously  large  number  of  women, 
especially  of  American  birth,  willing  to  bear  one  child  and  unwilling 
to  bear  a  second.  Unhappy  women!  It  is  your  duty  to  bear 
children!    Let  the  fiat  of  this  Society  be  unmistakable! 

The  fear  of  pain  is  in  direct  line  with  this  matter,  and  I  am  in 
position  to  know  that  the  prospect  of  painless  parturition  in  the 
widely  and  popularly  heralded  "Twilight  Sleep"  has  born  fruit.  In 
forty-four  cases,  personally  conducted  during  the  past  year,  relative 
always,  many  times  complete  immunity  from  knowledge  of  or  recol- 
lection of  pain  was  secured.  In  not  one  case  was  there  even  tempo- 
rary harm  to  the  child,  and  the  benefit  to  the  mother  was  manifest 
in  all.  I  know  that  not  a  few  of  these  women  were  again  tempted 
into  the  ranks  of  motherhood  by  the  prospect  of  comparative 
freedom  from  pain.  Notably,  these  periods  of  sterility  of  voluntary 
type,  thus  interrupted,  ranged  from  five  to  eighteen  years.  Do  not 
let  prejudice  blind  your  mind's  eye.  Seminarcosis,  or  whatever 
you  may  choose  to  call  it  fills  definite  indications  and  the  observance 
of  a  few  rules  makes  it  absolutely  safe  to  both  mother  and  child! 
Express  want  of  knowledge,  I  implore  you ;  but  do  not  denounce  this 
thing!  Even  the  osteopath  is  taking  note.  He,  too,  has  a  method 
of  making  labor  painless,  and  who  shall  say  that  it  will  remain 
drugless.  And  we  have  access  to  all  pain-obtunding  agents — ether, 
ethyl  chloride,  chloroform,  nitrous  oxide,  oxygen,  scopolamine- 
morphine,  cannabis  indica,  opium,  etc.  Gross,  in  his  autobiography, 
lauds  the  latter,  which  proves  the  idea  is  not  recent.  Would  the 
appointment  of  a  committee  on  anesthetics  in  childbirth  not  be 
altogether  timely  and  appropriate? 

Let  me  remind  you,  in  conclusion:  that  obstetrics  and  gynec- 
ology are  inextricably  woven  into  one  fabric;  that  the  proper  over- 
sight of  our  patients  during  their  pregnancy  includes  diffusion  of  the 
same,  wholesome  belief  that  motherhood  is  dignified  and  upbuilding 
— not  only  of  the  state  but  of  the  individual;  that  it  is  promotive  of 
happiness,  individual  and  collective;  that  parturition  can  be  rendered 
relatively,  if  not  completely,  painless  by  the  various  agencies  at  our 
disposal;  that  the  corollary  of  correct  antepartum  care  is  equal 
watchfulness  during  the  postpartum  period;  and,  that,  here,  good 
obstetrics  constantly  tends  to  put  the  gynecologist  out  of  business. 
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It  is  a  long  way  from  the  inevitable  milk  fever  of  another  era 
to  the  apyretic  postpartum  period,  the  ideal  of  the  present  and  the 
future;  from  the  heavy  toll  of  illness,  to  the  convalescence  without 
morbidity;  from  the  high  fetal  mortality  of  the  hemorrhages  and  the 
toxemias  to  the  time  when  these  too  shall  be  mastered;  from  the 
writhing  in  pain  and  the  piteous  pleading  for  something  in  mitiga- 
tion, to  the  hours  of  calm  sleep  of  seminarcosis  with  only  momentary 
interruptions  immediately  forgotten;  from  the  ill-judged,  ill-timed 
or  premature  forceps  delivery  with  cranial  injury,  maternal  injury 
and  invalidism,  to  the  timely  and  proper  Cesarean  operation.  But, 
so  long  as  these,  or  any  of  these  possibilities,  is  unattained,  by  the 
humblest  member  of  our  guild,  the  work  of  this  Society  remains  but 
begun.  This  Society  shall  be,  above  all,  the  instrument  whereby 
there  shall  be  burned  into  the  consciousness  and  the  conscience  of 
every  one  of  us  our  sacred  duty  and  our  obligation  to  humanity  in  its 
hour  of  travail ! 


A    CRITIQUE    ON    INEFFICIENCY    AND    NEGLECT    OF 
SURGERY  OF  THE  CERVIX  UTERI.* 

BY 

J.  WESLEY  BOV^E,  M.  D.,  F.  A.  C.  S., 

Washington.  D.  C. 

J,  Marion  Sims  has  been  called  the  father  of  gynecology  and  this 
honor  has  not  been  denied  his  name.  During  his  life  and  as  a  result 
of  his  influence  various  geniuses  worked  out  quite  thorough  explana- 
tions and  logical  treatment  of  gynecological  lesions  of  the  lower  part 
of  the  genital  tract  of  women.  It  is  true  that  Sims  was  an  advanced 
thinker  regarding  abdominal  section  for  various  lesions,  particularly 
gunshot  wounds  of  the  intestine  and  gall-bladder  affections,  and  was 
an  uncompromising  partisan  of  such  procedures.  Yet  it  was  the 
plastic  work  about  the  cervix  uteri,  uterine  interior  and  vaginal 
walls  that  received  the  gynecological  attention.  Several  classic  op- 
erations were  developed  and  promulgated  during  his  life. 

The  Emmet  procedures  for  laceration  of  the  cervix,  and  of  the 
perineum,  both  complete  and  incomplete,  and  for  lacerations  or  re- 
laxations of  the  vaginal  wall  continue  to  challenge  our  admiration. 

After  the  advent  of  abdominal  surgery  twenty-five  years  ago, 
minor  gynecology  gave  way  to  the  Caccethes  operandi  of  laparotomists 
whose  recklessness  caused  such  resentment  that  a  very  sensible  reac- 

*  Read  before  the  Washington  Obstetrical  and  Gynecological  Society,  Novem- 
ber 12,  1915. 
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tion  of  conservatism  succeeded  it.  To-day  conservatism  is  the 
watchword  and,  while  the  abdominal  surgeon  will  open  an  abdomen 
with  impunity,  owing  to  its  well-proven  safety,  he  will  be  very  con- 
servative in  dealing  with  tissues  and  important  functions.  But  the 
treatment  of  the  minor  ailments,  which  effect  health  and  comfort 
rather  than  life,  has  not  been  correspondingly  advanced.  Teachers 
are  largely  at  fault  in  this  respect.  The  student  is  not  properly  or 
fully  instructed  in  the  simple  procedures  for  lacerations  and  infiltra- 
tions of  the  cervix.  He  is  told  that  all  cervical  lacerations  should  be 
repaired  to  lessen  the  proportional  frequency  of  cancer  of  the  cervix. 
He  is  told  in  the  same  morning  in  the  operating  room  when  small 
cervical  lacerations  without  bordering  infiltration  are  exhibited  that 
they  are  too  small  to  demand  operation.  Nor  are  definite  principles 
calculated  to  underlie  a  perfect  trachelorrhaphy  clearly  taught.  A 
patient  operated  on  this  morning  had  the  appearance  on  specular 
examination  of  having  a  left  unilateral  cervical  tear  of  moderate 
degree.  The  passage  of  a  uterine  sound  demonstrated  the  tear 
crossed  to  a  slight  degree  into  the  opposite  side.  A  glairy  mucous 
discharge  had  been  escaping  from  the  cervical  opening  as  I  had 
found  upon  several  examinations  during  the  past  two  years.  The 
cervix,  on  both  right  and  left  sides  of  the  small-sized  external  os, 
was  spKt  nearly  its  whole  length,  revealing  a  cavity  in  the  middle 
of  the  cervix  and  slightly  to  the  left.  Opposite  the  left  pole  of  the 
greatest  transverse  measurement  of  it  the  uterus  was  a  very  flimsy 
shell.  The  mucosa  on'  the  posterior  half  of  this  cavern  was  a  layer 
of  small  cysts  and  had  to  be  completely  removed.  No  outward  evi- 
dence of  this  state  of  the  cervical  mucosa  was  evident  and  but  for 
thorough  exploration  this  cavity  would  have  escaped  discovery  and 
appropriate  treatment  to  my  chagrin. 

Sufficient  time  should  be  devoted  to  this  subject  in  the  classroom 
and  clinic  in  order  to  fully  inform  the  student  on  such  matters. 
Even  collateral  reading  in  a  well-equipped  library  may  not  afford 
much  information  on  such  subjects. 

I  believe  cervical  conditions  indicating  amputation  rather  than 
trachelorrhaphy  are  not  defined  with  sufficient  clearness  to  the  class. 
In  very  good  and  quite  popular  clinics  I  have  seen  what  to  me  seemed 
notable  haziness  on  this  subject.  But  a  few  weeks  ago  I  saw  a  man 
doing  leisurely  an  elective  Cesarean  section  because  of  a  marked 
cervical  cicatrix  that  had  been  productive  of  a  stillbirth  at  term  at 
her  last  pregnancy.  I  learned  he  had  performed  the  trachelor- 
rhaphy. This  is  an  indication,  though  not  positive  proof,  that  his 
training  was  insufficient. 
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Cervical  flexion  is  a  condition  that  surely  has  not  been  treated 
as  fully  as  it  should  be.  When  found  it  is  commonly  associated  with 
endometritis  of  the  cervLx  and  often  of  the  body.  Commonly  it  is 
treated  by  dilatation  and  curettage.  After  a  few  weeks  have  elapsed 
it  has  returned  and  the  pelvic  distress  that  accompanied  it,  particu- 
larly at  or  preceding  menstrual  periods  is  torturing  the  patient.  In 
these  conditions  there  is  nearly  always  a  low  attachment  to  the 
cervix  of  the  uterovesical  ligaments  and  an  unusually  high  junction 
of  the  uterosacrals  with  it,  usually  opposite  the  angle.  If  an  infec- 
tion of  the  cervical  canal  passed  into  these  Hgaments  they  have  be- 
come rigid  and  bring  about  the  angulation  which  continued  and  per- 
sisted after  the  dilatation.  What  can  appear  more  logical  than 
changing  the  leverage  of  these  ligaments  on  this  cervix.  If  the 
uterosacral  ligaments  are  detached  from  the  uterus  at  the  point  of 
angulation  and  attached  to  a  denuded  area  nearer  the  lower  pole  of 
it,  and  the  uterovesicals  detached  and  sutured  to  it  at  a  higher  level, 
say  in  the  angle  of  the  flexion,  it  will  be  seen  the  power  of  these  two 
sets  of  ligaments  will  tend  to  reduce  the  angulation  both  by  the 
uterovesicals,  pulHng  the  angle  forward  until  the  cervix  is  at  least 
straight  and  by  the  uterosacrals  pulling  the  lower  uterine  pole  back 
to  the  sacral  concavity. 

I  will  not  intrude  on  your  time  sufficiently  to  thoroughly  commend 
amputation  of  the  cervLx  for  cancer,  yet  of  the  Byrne  method  much 
praise  may  be  properly  made.  But,  very  few  younger  gynecologists 
have  any  practical  knowledge  of  it.  It  is  very  unfortunate  that  a 
procedure  with  such  ardent  advocates  of  a  few  years  ago  should  be- 
come but  a  tradition.  With  me  it  continues  to  be  of  value  and  of 
frequent  use, 

I  have  brought  these  few  neglected  subjects  of  minor  gynecology 
to  your  attention  as  a  protest  against  searching  through  an  abdom- 
inal opening  for  something  in  the  way  of  uterine  therapy  that  may 
be  less  valuable  than  some  of  the  surgical  procedures  on  the  cervix 
uteri,  even  though  more  spectacular  and  prompting  to  vanity.  I 
trust  we  may  not  entirely  forget  or  cease  to  appreciate  the  great 
minor  gynecological  surgery  so  well  founded  by  those  we  will  ever 
revere  and  proudly  proclaim  as  the  founders  of  gynecology. 

The  Rochambeau. 
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THE  CONTROL  OF  THE  DISAGREEABLE  SYMPTOMS  OF 

THE  SURGICAL  MENOPAUSE  BY  THE  HYPODERMIC 

INTRAMUSCULAR  ADMINISTRATION  OF  CORPUS 

LUTEUM  EXTRACT.    A  PRELIMINARY  REPORT. 

BY 

JOHN  C.    HIRST,  M.  D., 

Associate  in  Obstetrics,  University  of  Pennsylvania. 
Philadelphia. 

Corpus  luteum  extract  in  tablet  form  has  been  in  use  for  a 
considerable  time,  and  I  have  used  it  with  varying  success  in  the 
treatment  of  scanty  menstruation,  and  the  menopause  both  natural 
and  surgical.  I  find  that  in  this  form,  large  doses  are  required, 
and  that  in  many  cases  nausea  has  resulted,  which  necessitated 
the  discontinuance  of  administration.  In  sufficient  doses  it  is  also 
an  expensive  remedy.  In  the  surgical  menopause  my  results  with 
mouth  administration  have  been  distinctly  disappointing.  With 
many  misgivings  as  to  success,  I  tried  corpus  luteum  extract  intra- 
muscularly by  hypodermic  with  gratifying  results,  as  the  following 
cases  will  show: 

Case  I. — Miss  S.,  forty-one  years  old.  Hysterectomy,  supra- 
vaginal, for  a  fibroid  of  the  uterus,  with  profuse  bleeding.  Opera- 
tion done  October,  1914.  Symptoms  of  surgical  menopause  were 
severe,  especially  the  hot  flashes  and  intense  nervousness.  Gave 
bromides  in  large  and  small  doses;  corpus  luteum  tablets  by  mouth 
(working  up  to  fifteen  tablets  a  day)  with  only  slight  amelioration 
of  symptoms.  The  corpus  luteum  tablets  had  to  be  discontinued 
on  account  of  nausea.  In  August,  1915,  when  symptoms  had  con- 
siderably diminished  but  were  still  severe  enough  to  cause  much 
discomfort,  began  the  hypodermic  (intramuscular)  administration 
of  corpus  luteum  extract.  Hypodermics  were  given  at  first  daily 
(20  milHgrams)  equivalent  to  15  grains.  After  eighteen  doses,  it  was 
given  every  other  day  for  four  weeks.  Then  bi-weekly  until  the  end 
of  November  since  which  time  none  have  been  needed.  The  dis- 
agreeable features  (flashes  of  heat,  etc.)  began  to  improve  rapidly 
after  about  six  doses  had  been  given,  and  since  November,  patient 
has  reported  every  two  weeks.  She  does  not  feel  the  need  for  any 
further  injections,  and  is  practically  free  from  symptoms.  There 
was  no  nausea  from  the  hypodermic  corpus  luteum. 

Case  II. — Mrs.   C,  aged   forty-three.     Large   fibroid,   reaching 
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three  fingers  above  umbilicus.  Supravaginal  hysterectomy  March, 
191 5.  Severe  flashes  of  heat  and  excessive  nervousness.  Hypo- 
dermics of  corpus  luteum  begun  in  late  September,  1915,  patient 
having  been  away  from  city  all  summer.  When  begun  they  were 
given  daily  for  three  weeks.  Then  patient  became  irregular  in 
attendance  because  she  was  much  more  comfortable.  Intervals 
were  irregular  and  since  December  30  she  has  refused  any  more. 
Flashes  of  heat  still  present  but  negligible.  Nervousness  still  ex- 
treme, but  patient  expresses  herself  cornf  ortable,  and  has  not  shown 
any  tendency  to  retrogress.     Total  doses  thirty-two. 

Case  III. — Mrs.  L.,  aged  forty-three.  Supravaginal  hysterectomy 
for  moderate  sized  fibroid  of  uterus.  Flashes  of  heat  began  within 
forty-eight  hours  of  operation.  Delayed  administration  of  corpus 
luteum  extract  until  eighth  day,  by  which  time  the  symptoms  of 
menopause  were  well  established.  Two  doses  daily  for  twenty-four 
doses  and  stopped  to  watch  the  effect.  The  flashes  of  heat  had 
almost  disappeared,  and  the  nervousness  was  decreased  by  about 
50  per  cent.  Within  a  few  days  the  flashes  of  heat  reappeared, 
but  moderately,  and  the  patient  was  not  sufficiently  inconvenienced 
to  demand  further  treatment.  Arrangements  were  made  to  con- 
tinue the  hypodermics  at  her  home,  should  they  be  required.  She 
has  had  none  for  one  month,  and  describes  herself  as  sufficiently  com- 
fortable not  to  require  them.  She  has  as  yet  shown  no  symptoms  of 
retrogression. 

Case  IV. — Miss  H.,  aged  thirty-five.  Supravaginal  hysterec- 
tomy for  fairly  large  fibroid.  Administration  delayed  as  in  Case 
III  for  eight  days.  Then,  as  symptoms  were  marked,  two  doses 
daily  for  twenty-four  doses.  Then  stopped  to  w^atch  effect.  Within 
three  days,  developed  grippe  and  then  pneumonia  complicated  later 
by  lung  abscess.  Was  exceedingly  ill  for  four  or  five  weeks  and 
no  further  corpus  luteum  medication  attempted.  She  was  much 
improved  while  the  treatment  lasted,  but  has  since  relapsed  and  is 
considerably  bothered  by  the  hot  flashes.  Treatment  will  be  con- 
tinued as  soon  as  her  condition  permits. 

Case  V. — Mrs.  K.,  aged  thirty-nine  years.  Large  fibroid.  Supra- 
vaginal hysterectomy.  Corpus  luteum  hypodermically  started  the 
evening  of  the  day  of  operation.  Two  doses  a  day.  So  far  (ten 
days  after  operation)  the  flashes  of  heat  and  other  symptoms  of 
the  menopause  have  not  appeared.  She  is  still  under  treatment 
and  her  case  will  be  included  in  a  later  report. 

The  number  of  cases  treated  thus  far  is  too  small  to  draw  con- 
clusions from.  I  am  encouraged  to  hope,  however,  that  more 
extensive  trial  will  demonstrate  that  unpleasant  symptoms  of  the 
surgical  menopause  can  be  controlled,  and  even  prevented  from 
appearing,  except  in  a  diminished  degree,  by  the  hj^jodermic  use  of 
corpus  luteum  extract.  The  correct  dosage  is  a  matter  for  further 
study;  I  believe  the  doses  I  have  been  using  can  with  benefit  be 
greatly  increased.  I  also  believe  that  experience  will  show  the 
effect  to  be  cumulative,  and  that  the  interval  between  doses  can  be 
gradually  lengthened  and  then  the  use  discontinued,  without  a 
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return  to  the  previous  symptoms.  Just  how  long  a  period  of 
dosage  will  be  required  I  am  not  yet  able  to  state,  as  this  must  be 
concluded  from  further  trial.  There  have  been  no  unpleasant 
reactions  from  the  dosage  at  present  employed,  and  I  would  not 
look  for  any  even  from  much  larger  doses. 
1823  Pike  Street, 


THE  INDICATIONS  FOR  CESAREAN  SECTION.* 

BY 
GEORGE  M.  BOYD,  M.  D., 

Philadelphia,  Pa. 
(With  one  illustration.) 

Cesarean  section  has  been  so  frequently  considered  in  obstetrical 
literature,  throughout  the  evolution  of  the  modern  operation,  that 
one  feels  almost  apologetic  in  presenting  any  phase  of  the  subject. 
Many,  however,  are  coming  to  beUeve  that  it  is  performed  too 
frequently.  Therefore,  it  may  not  be  amiss  in  this  connection  to 
consider  briefly  the  indications  for  operation. 

In  the  early  days  of  obstetrics,  Cesarean  section  was  performed 
only  for  obstructed  labor  due  to  pelvic  deformity  of  extreme  degree. 
It  was  then  a  last-resort  operation,  with  a  consequent  high  mortality. 
The  older  members  of  the  Society  will  recall  the  teaching  on  this 
subject  that  prevailed  thirty-five  years  ago.  It  was  not  until  1882, 
at  about  the  time  we  graduated,  that  Sanger  advised  the  employ- 
ment of  uterine  sutures. 

From  this  date  on,  the  mortality,  through  better  methods  of  oper- 
ating, a  more  careful  selection  of  the  cases  and  the  appreciation  of 
surgical  cleanhness,  gradually  improved;  and  the  procedure  is  now 
more  and  more  frequently  being  resorted  to,  for  the  relative  indi- 
cation, and,  in  some  instances,  the  child's  life  alone  is  considered  as 
an  indication.  To-day,  the  maternal  mortality  is  as  low  as  2  per 
cent,  in  clean  cases;  and  many  operators  have  had  a  long  series  with- 
out any  maternal  death. 

The  success  of  the  operation,  however,  has  carried  with  it  an  in- 
ordinate broadening  of  the  indications;  and  many  feel  that  it  is 
much  too  frequently  performed.  The  pendulum  has  swung  from  the 
point  of  great  conservatism,  due  to  a  high  mortality,  to  that  of  great 
freedom  in  operating,  due  to  a  low  mortality  and  to  simplicity  of 
procedure.  The  operative  furore  for  Cesarean  section  at  the  present 
time  reminds  one  of  the  operative  furore  seen  twenty  years  ago  in 

*  Read  before  the  Obstetrical  Society  of  Philadelphia,  December,  1915. 
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pelvic  surgery,  when  ovaries  were  removed  for  very  indefinite 
indications.  I  confidently  believe,  however,  that  in  the  near  future 
the  pendulum  will  swing  back  to  a  position  where  time  and  experi- 
ence should  justly  place  it. 

In  this  day  of  painless  surgery,  instrumental  interference  is 
dominant.  It  has  taken  the  place  of  the  old  tried-out  obstetrical 
operations.  Section  has  been  performed  in  cases  where  forceps, 
version  or  craniotomy  would  have  been  a  more  rational  procedure. 
No  problem  in  obstetrical  surgery  is  more  difficult  to  solve  than  this, 
and  the  right  conclusion  in  any  given  case  can  be  reached  only  by 
one  who  is  continually  engaged  in  obstetrical  study. 

Pelvic  Deformity. — The  most  frequent  indication  for  Cesarean 
section  is  pelvic  contraction  of  great  degree— 6.5  cm.  to  7  cm.  in 
the  true  conjugate.  This  absolute  indication,  however,  is  compara- 
tively rare.  In  these  cases,  with  the  child  alive,  and  the  mother 
near  or  at  term  and  in  good  condition,  the  problem  is  easily  solved. 
When,  however,  the  pehis  is  over  7.5  cm.,  a  relative  indication  only, 
exists.  Here  we  are  confronted  with  several  methods  of  delivery; 
and  to  decide  upon  the  proper  course  to  follow,  will  tax  the  skill  of 
the  obstetrician  to  the  utmost. 

It  is  impossible,  in  this  large  group  of  cases,  to  determine  upon  the 
right  course  to  follow  prior  to  the  onset  of  labor;  for  often  a  cephalo- 
pelvic  disproportion  that  exists  previous  to  labor  disappears  after  a 
careful  test.  Unless  this  test  is  resorted  to,  many  needless  sections 
will  be  performed.  The  labor  test  is  recommended  only  when  the 
patient  is  under  the  direct  supervision  of  the  obstetrician,  preferably 
in  a  hospital,  where  surgical  intervention  can  be  instituted  at  the 
shortest  notice. 

The  length  of  labor  which  the  patient  can  undergo  with  safety, 
will  depend  on  the  case  under  study — whether  the  patient  be  old  or 
young,  sthenic  or  anemic,  primiparous  or  multiparous.  This  point 
can  be  decided  only  by  the  attendant;  for  some  women  bear  labor 
with  little  constitutional  disturbance,  and  reach  the  second  stage 
stiU  in  good  condition;  while  others  begin  to  show  the  symptoms  of 
exhaustion  early  in  labor.  I  believe  that  many  cases  can  be  carried 
safely  until  the  completion  of  the  first  stage  and  the  rupture  of  the 
membranes;  and  in  the  exceptional  cases,  well  into  the  second  stage, 
until  the  specialist  can  ascertain  what  molding  and  compression  of 
the  head  will  do,  to  overcome  the  apparent  obstruction. 

Care  must  be  exercised  in  making  vaginal  examinations,  so  as  to 
avoid  infection.  It  is  still  better  to  resort  to  rectal  examinations 
only.     I  feel  that  it  is  infection,  rather  than  the  length  of  labor, 
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even  after  rupture  of  the  membranes,  which  makes  the  case  a  bad 
surgical  risk. 

Pehic  Obstruction. — Next  to  deformity  of  the  pelvis,  as  a  positive 
indication  for  Cesarean  section,  is  an  insuperable  obstacle  in  the 
pelvis.  The  indication  here  is  absolute.  If  an  ovarian  cyst  is 
diagnosticated  during  early  pregnancy,  it  should  be  removed  for 
fear  of  its  causing  obstruction  later.  If,  however,  the  cyst  is  dis- 
covered late  in  pregnancy  and  does  not  obstruct  the  pelvis,  the 
patient  should  be  delivered  by  the  natural  route.  The  cyst  may  then 
be  removed  at  a  subsequent  date. 

A  fibroid  tumor  of  the  uterus  does  not  demand  hysterectomy 
during  pregnancy,  unless  it  is  causing  trouble.  How  often,  to  our 
surprise,  a  tumor  that  obstructed  the  pelvis  early  in  pregnancy, 
later  rides  out  of  the  pelvis  and  in  no  way  affects  the  progress  of 
normal  labor! 

In  the  exceptional  cases,  ventrofixation  of  the  uterus  occasions 
trouble  in  pregnancy.  If  this  is  recognized  early,  the  uterus  should 
be  liberated,  even  should  the  operation  superinduce  abortion.  This 
course  is  better  than  to  permit  the  patient  to  go  to  term  and  subject 
her  to  the  danger  of  rupture  of  the  uterus  and  Cesarean  section. 

Eclampsia. — As  long  as  the  etiology  of  eclampsia  is  obscure,  its 
treatment  by  means  of  Cesarean  section  is  questionable.  With  the 
first  convulsion  the  patient's  condition  may  become  so  grave  that, 
it  matters  not  what  treatment  is  instituted,  a  fatal  result  is  inevitable. 
If  elimination  and  the  immediate  arrest  of  gestation  can  be  brought 
about  more  rapidly  and  with  less  trauma  by  section  than  by  other 
means,  then,  in  the  exceptional  case  (a  primipara,  near  term,  with 
a  rigid  cervix),  it  is  worthy  of  consideration.  In  the  majority  of 
cases,  however,  manual  dilatation  and  rupture  of  the  membranes, 
followed  by  forceps  or  version,  will  be  the  better  method  of  treatment. 

Placenta  Previa. — In  a  symposium  on  placenta  previa  held  in 
March,  1901,  nearly  fifteen  years  ago,  before  the  County  Medical 
Society,  the  writer  presented  a  short  paper  on  "The  Indications  for 
Cesarean  Section  in  Placenta  Previa."  The  following  were  his 
conclusions: 

"I  would  recommend  an  immediate  examination,  under  anes- 
thesia, of  all  suspected  cases,  for  the  purpose  of,  first,  confirming 
the  diagnosis;  second,  determining  the  variety  of  previa;  third, 
estimating  the  size  and  position  of  the  fetus;  fourth,  noting  the  condi- 
tion of  the  cervix  and  facilitating  the  introduction  of  a  cervical  or 
vaginal  tampon.  If  the  hemorrhage  appears  before  the  viability  of 
the  child,  if  the  previa  is  marginal  and  the  cervix  dilatable  and  if  the 
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fetal  heart  is  absent,  then  version  or  forceps  may  suffice.  If,  how- 
ever, the  child  is  viable,  the  previa  complete  or  partial,  the  cervix 
rigid  or  the  fetus  transverse,  then,  in  preference  to  other  interference, 
the  Cesarean  section  would  seem  to  be  indicated." 

These  views,  in  the  main,  I  still  hold  to-day.  It  is  interesting, 
however,  that  during  the  past  fifteen  years,  while  in  attendance  upon 
three  maternity  services,  and  probably  seeing  my  share  of  placenta 
previa  cases,  I  have  not  had  the  opportunity  of  performing  Cesarean 
section  for  this  condition.     Twice  I  have  had  cases  in  which  this 


Fig.  I . — Placenta  previa  centralis.    Membranes  intact.     Child  delivered  through 
a  rent  in  the  placenta  by  podalic  version. 

procedure  seemed  wise;  but  in  both  instances,  the  patients  refused 
to  have  the  operation  performed.  In  one  of  these  cases  there  was 
a  complete  previa.  This  woman  was  a  primipara,  at  term,  and  with 
a  rigid  cervix,  and  had  lost  little  blood.  It  was  necessary  in  that 
case  to  dilate  the  cervix,  boldly  tear  through  the  placenta,  and  do  a 
Hicks  version.  I  lost  the  infant,  but  the  mother  made  a  good 
recovery.  I  feel  that  in  this  case  both  the  infant  and  the  mother 
could  have  been  saved  by  section.     The  accompanying  photograph 
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shows  the  placenta  in  this  case,  the  rent  in  the  organ  through  which 
the  child  was  delivered,  and  the  intact  membranes. 

Questionable  Indications. — Although  we  see,  from  time  to  time,  in 
every  maternity  service,  cases  that  would  have  come  to  Cesarean 
section  if  admitted  earlier,  and  if  infection  or  exhaustion  had  not 
existed,  it  is  a  fact,  on  the  other  hand,  that  many  sections  are  per- 
formed for  indications  that  seem  to  me  to  be  indefensible.  From 
reliable  sources,  we  hear  of  sections  performed  for  face,  brow, 
occiput  posterior  position,  pyelitis,  and  primary  inertia.  Is  it 
justifiable  in  the  operator,  to  offer  as  his  excuse  that  he  was  more 
familiar  with  section  than  with  version  or  craniotomy?  How  often 
we  hear  the  statement  made  by  the  surgeon,  "I  have  not  delivered 
a  woman  for  twenty  years!"  Is  it  possible  for  one  so  rusty  in 
midwifery  to  solve  accurately  the  problem  of  when  to  operate  and 
when  not  to  do  so?  Is  it  surprising  that  the  student  who  frequently 
sees  the  operation  performed  has  it  constantly  in  mind  as  the 
treatment  for  innumerable  obstetric  complications? 

In  considering  section,  the  ardor  of  the  operator  should  be  tem- 
pered by  discretion.  He  should  remember  the  dictum  accepted  by 
many,  "A  Cesarean  section  once  is  a  Cesarean  section  always." 
This  dictum  has  its  foundation  in  the  danger  of  rupture  of  the 
Cesarean  scar  in  a  subsequent  pregnancy.  No  matter  how  carefully 
the  uterine  incision  be  closed,  there  is  left  a  vulnerable  point;  and 
in  a  future  pregnancy  or  labor,  rupture  of  the  Cesarean  scar  may 
take  place.  This  is  a  real  danger,  and  must  be  remembered,  espe- 
cially in  considering  section  for  the  relative  indications.  To  quote 
a  recent  writer  on  this  subject:* 

"Those  who  are  now  advocating  Cesarean  section  for  placenta 
previa,  eclampsia,  and  so  forth,  must  bear  the  culpability  for  the 
deaths  which  may  result  from  uterine  rupture  at  a  later  time.  In 
estimating  mortality  percentages,  such  deaths  must  be  credited  to 
the  primary  operation,  and  not  placed  in  a  class  by  themselves. 
It  is  often  claimed  by  many  that  if  they  themselves  or  other  skilled 
operators  do  the  suturing,  no  loss  of  continuity  can  occur.  This  is 
absurd;  for  no  one,  however  skilled  or  careful  he  may  be,  can  vouch 
for  the  absolute  durability  of  his  catgut,  can  estimate  the  phagocyto- 
tic  influence  of  the  uterine  wall.  Can  anyone  imagine  a  more 
unhappy  plight  than  that  of  a  primiparous  woman  who  has  been 
treated  by  a  Cesarean  section  for  eclampsia  or  a  placenta  previa, 
with  a  perfectly  normal  pelvis,   who  is  and  should  be  perforce 

*  R.  W.  Holmes:  Surgery,  Gynecology  and  Obstetrics,  vol.  xxi,  No.  5. 
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doomed,  in  all  her  subsequent  confinements,  to  the  same  abdominal 
surgery?" 

In  conclusion,  I  desire  to  repeat  that  no  question  in  obstetrics 
deserves  more  weighty  consideration  on  the  part  of  the  operator  than 
the  proper  selection  of  cases  for  Cesarean  section.  Obstetrics  and 
gynecology  are  inseparable.  The  obstetrician  must  be  skilled  in 
obstetric  surgery,  and  the  gynecologist  without  constant  obstetric 
training  cannot  make  accurate  differential  diagnoses.  The  practi- 
tioner of  medicine  who  does  obstetrics,  and  the  general  surgeon 
unskilled  in  the  obstetric  art,  should,  in  such  cases,  call  in  a 
consultant. 

The  chief  indication  for  Cesarean  section  is  pelvic  deformity. 
If  the  indication  is  absolute,  the  elective  operation  should  be  per- 
formed. If  it  is  a  relative  indication,  then  the  test  of  labor  should  be 
given  the  patient. 

Cesarean  section,  on  account  of  its  simplicity,  its  low  mortality 
and  the  fact  that  it  presents  such  a  rapid  means  of  terminating  labor, 
has  become  unduly  popular.  The  possibility  of  rupture  of  the 
Cesarean  scar,  making  it  sometimes  necessary  in  subsequent  preg- 
nancies to  repeat  the  operation,  should,  however,  always  be  borne 
in  mind.  I  feel  that  this  procedure  has  been  resorted  to  in  many 
cases  that  could  better  have  been  treated  by  less  radical  measures. 


RUPTURE  OF  THE  UTERUS  DURING  LABOR.* 

BY 

JOHN  H.  TELFAIR,  M.  D., 

New  York  City. 

A  DISCUSSION  of  rupture  of  the  uterus  would  seem  out  of  place 
without  a  consideration  of  the  great  anatomical  differences  between 
the  pregnant  and  a  nonpregnant  organ. 

The  nonpregnant  uterus  weighs  about  30  grams,  and  is  made  up 
principally  of  bundles  of  nonstriated  muscle  fibers,  united  by  con- 
nective tissue  and  some  elastic  fibers.  It  is  irnpossible  to  make  out 
any  definite  arrangement  of  these  muscle  fibers. 

The  pregnant  uterus  at  term  weighs  about  1000  grams,  this  great 
increase  being  due  principally  to  hypertrophy  of  the  existing  muscle 
fibers,  as  there  are  probably  very  few  newly  formed  fibers,  and  these 
only  in  the  early  months  of  pregnancy.     There  is  also  a  marked 

*  Read  before  a  meeting  of  the  New  York  Obstetrical  Society,  December  14, 
1915- 
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hypertrophy  of  the  elastic  tissue,  and  upon  this  the  uterus  depends 
for  its  strength. 

Three  distinct  muscular  layers  can  be  demonstrated,  the  principal 
one  of  which  is  the  middle.  This  layer  constitutes  the  greater  part 
of  the  uterine  wall  and  is  composed  of  interlacing  fibers  so  arranged 
that  by  their  contraction,  they  constrict  the  blood-vessels. 

The  modern  history  of  rupture  of  the  uterus  is  based  upon  the 
work  of  Band!  done  in  1875  and  1876. 

Braune,  in  1872,  demonstrated  by  frozen  section  the  presence  of 
the  upper  and  lower  uterine  segments,  but  Bandl  first  pointed  out 
the  difference  in  their  function  and  the  clinical  significance  of  the 
contraction  ring. 

Frequency. — The  frequency  of  rupture  of  the  uterus,  is  probably 
not  accurately  indicated  by  the  available  statistics.  The  character 
of  the  injury  in  the  lesser  degrees  of  incomplete  rupture,  and  the 
absence  of  immediate  systemic  symptoms,  makes  it  probable  that 
many  of  these  ruptures  are  not  diagnosed.  This  would  explain  in  a 
measure,  the  great  difference  in  the  statistics  of  various  observers. 

The  frequency  of  rupture  of  the  uterus,  including  both  types, 
varies  from  one  in  6000  (Lusk)  to  one  in  462  (Knoblauch). 

Lobenstine,  in  an  analysis  of  60,000  cases  in  the  service  of  the 
Lying-in  Hospital,  N.  Y.,  found  seventy-five  ruptures,  or  one  in  800. 

An  average  based  upon  81,379  cases  collected  by  ten  observers 
gives  one  in  1587.  All  agree  that  complete  rupture  is  more  com- 
mon in  multiparas  than  primiparas.  In  440  cases  collected  by  Von 
Winckel,  and  representing  the  figures  of  four  other  men,  including 
his  own  seventeen  cases,  there  were  388  multiparas  and  fifty-two 
primiparse,  or  more  than  seven  to  one.  This  refers  to  complete 
ruptures  only,  for  Lobenstine's  series  shows  a  very  different  pro- 
portion in  incomplete  rupture.  In  his  series  of  seventy-five  cases, 
forty-four  multiparas  had  complete  rupture  to  two  primiparas,  but 
the  incomplete  type  included  eleven  multiparas  to  eighteen  primi- 
paras,  or  nearly  one  to  two. 

Multiparas  Primiparje 

Complete 44  2  2  2  to  i 

Incomplete 11  18  nearly   i    to    2 

Traumatic  rupture  occurs  more  frequently  than  spontaneous,  but 
there  is  the  possibility  that  incomplete  spontaneous  rupture  of  lesser 
degree  exists  before  the  operative  procedure  is  undertaken  which  is 
thought  to  cause  the  resulting  complete  rupture.  Especially  is  this 
probable  in  those  cases  where  the  cervix,  usually  the  anterior  hp,  is 
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caught  between  the  head  and  the  pelvic  brim.  It  is  possible  that 
some  of  the  traumatic  ruptures  that  result  from  the  operative 
deHvery  of  neglected  transverse  presentations,  may  have  originated 
in  a  primary  spontaneous  rupture  of  the  vaginal  vault. 

The  fact  that  complete  rupture  occurs  in  multiparae  seven  times 
more  frequently  than  in  primiparse,  is  probably  accounted  for  in 
part  by  the  greater  frequency  of  malpresentation,  oversize  babies, 
twin  pregnancy  and  the  resulting  operative  deUveries. 

Etiology. — The  two  kinds  of  uterine  rupture  should  be  considered 
separately  in  relation  to  their  causes.  We  beheve  that  traumatic 
rupture  can  be  produced  in  any  uterus  in  the  second  stage  of  labor, 
irrespective  of  the  degree  of  retraction  of  the  upper  segment,  or 
the  position  of  the  retraction  ring. 

On  the  other  hand,  a  certain  condition  of  the  upper  segment  and 
the  relative  position  of  the  retraction  ring  must  obtain  before 
spontaneous  rupture  occurs.  In  the  presence  of  any  condition  that 
prevents  the  descent  of  the  child,  the  retraction  of  the  upper  uterine 
segment  continues,  and  its  walls  becoming  thicker  and  thicker, 
assume  a  condition  of  tonic  contraction.  During  this  process,  the 
greater  part  of  the  child's  body  is  driven  out  of  the  upper  segment, 
into  the  thin-walled  and  enormously  distended  lower  segment. 
When  this  condition  is  reached,  spontaneous  rupture  may  or  may 
not  take  place,  depending  upon  the  continuation  of  the  process  of 
retraction. 

Under  the  head  of  general  causes  are: 
a.  Uterine  scars  due  to  Cesarean  section. 
h.  Prolonged  or  dry  labor. 

c.  Tumors  of  uterus  or  adnexa. 

d.  Fixation  operations  of  the  uterus. 

e.  Anatomical  defects  in  the  uterine  musculature. 

/.   Isolated  and  tonic  contraction  of  the  contraction  ring. 
g.  Hydrocephalus. 

h.  Abnormal  presentations  of  the  fetus  (transverse,  face). 
i.   Pelvic  deformities. 
The  most  frequent  causes  of  spontaneous  rupture  are: 

a.  Contracted  pelvis. 

b.  Transverse  presentation. 

c.  Hydrocephalus. 

d.  Rupture  of  Cesarean  scar. 

Pituitrin  is  said  to  have  caused  a  few  ruptures.  Brodhead,  in  a 
recent  investigation  of  pituitrin,  was  able  to  learn  of  five  cases  of 
spontaneous  rupture. 
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Traumatic  rupture  is  caused  by: 

a.  Internal  podalic  version. 

b.  Accouchement  force. 

c.  P'orceps  delivery,  in  their  relative  order  of  frequency. 
Pathology  of  Rupture. — Either  spontaneous  or  traumatic  rupture 

of  the  uterus  may  be  complete  or  incomplete,  depending  upon 
whether  or  not  it  involves  the  peritoneal  cavity. 

The  direction  of  the  laceration  may  be  vertical  or  transverse, 
and  may  occur  in  any  part  of  the  uterus,  but  it  is  most  frequently 
seen  at  the  retraction  ring  or  below  it. 

The  incomplete  rupture  frequently  starts  as  a  cervical  laceration, 
extending  upward  to  the  vaginal  vault,  and  then  either  into  the 
broad  ligament,  or  up  along  side  of  the  uterus,  separating  the 
peritoneum  from  the  lateral  uterine  wall. 

Mechanism  of  Spontaneous  Rupture. — Spontaneous  rupture  of 
the  uterus  presupposes  some  obstruction  to  advance,  and  strong 
pains.  No  matter  what  the  cause  of  the  obstruction  may  be,  it  is 
agreed  that  there  is  usually  present  before  spontaneous  rupture,  a 
certain  physical  condition  of  the  uterus  that  may  be  described  as 
high  retraction  ring,  and  a  thick-walled  upper  segment,  tonically 
contracted. 

No  author  with  whom  I  am  familiar,  describes  any  other  condition 
of  a  uterus  preliminary  to  spontaneous  rupture. 

I  hesitate  to  venture  an  opinion  that  I  cannot  support  with  more 
convincing  evidence  than  the  mere  citation  of  one  case  but  my 
excuse  is  that  it  might  be  thought  worthy  of  more  mature  con- 
sideration. 

I  believe  that  there  is  a  condition  of  the  uterus  preliminary  to 
spontaneous  rupture,  that  is  just  the  opposite  of  tonic  contraction; 
that  is,  an  upper  uterine  segment  that  is  soft,  relaxed  and  thin  walled 
between  pains.  Bandl's  ring  in  uterine  dystocia,  is  usually  thought 
of  as  separating  the  upper  and  lower  segments  of  a  tonically  con- 
tracted uterus.  In  the  region  of  the  internal  os,  there  are  muscle 
fibers  of  the  internal  layer  that  are  capable  of  clonic,  circular 
contraction  during  labor.  The  writer  believes  that  this  muscle 
group  is  capable  of  isolated  and  tonic  contraction,  while  the  upper 
uterine  segment  remains  relaxed  between  pains.  When  this  ring 
forms  between  the  head  and  shoulders,  it  results  in  a  definite  ob- 
struction to  delivery. 

Harper,  in  a  comprehensive  article  on  contraction  ring  dystocia, 
states  that  rupture  of  the  uterus  is  not  likely  in  this  condition,  as 
tonic  contraction  is  prevented  either  by  fixation  of  the  contraction 
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ring,  or  by  the  ring  being  drawn  up  over  the  presenting  part.  This 
does  not  seem  reasonable  to  me,  first,  because  I  believe  rupture 
can  take  place  without  tonic  contraction,  and  secondly,  because  a 
muscle  group  so  tightly  contracted  as  to  retard  labor,  could  hardly 
be  drawn  up  over  the  presenting  part  by  the  action  of  the  longitudinal 
muscle  fibers  alone. 

There  are  times  when  forceps  are  applied  to  the  head  in  mid- 
pelvis,  and  without  apparent  reason,  judicious  traction  does  not 
result  in  advance  of  the  presenting  part.  Frequently  we  have  found 
the  obstruction  to  be  a  contraction  ring  between  the  head  and 
shoulders,  the  diameter  of  the  ring  being  less  than  that  of  the 
shoulders.  In  a  preliminary  examination  to  determine  whether 
or  not  version  was  a  safe  procedure,  we  have  often  found  this 
condition  present,  and  have  not  done  version  even  though  the 
upper  uterine  segment  was  not  tonically  contracted;  the  usual 
contraindication  to  version. 

The  following  case  history  is  one  in  which  I  believe  spontaneous 
rupture  of  the  uterus  was  primarily  due  to  an  abnormal  contraction 
ring. 

Case  I. — Para-v,  aged  forty.  Slight  physique,  poorly  nourished 
but  with  a  negative  history  and  normal  pelvis.  Admitted  to 
Fordham  Hospital  at  10.30  a.  m.  in  labor.  Examined  by  stafif  at 
12  M.  Hard  pains,  fully  dilated,  membranes  ruptured.  Vertex 
L.  O.  A.  At  I  p.  M.  pains  suddenly  ceased  and  patient  collapsed. 
When  I  reached  her  in  the  operating  room  at  3  p.  m.,  the  patient 
presented  every  evidence  of  shock  and  hemorrhage,  and  uterine 
rupture  was  suspected  without  pelvic  examination. 

The  head  was  at  the  pelvic  outlet,  and  was  delivered  easily 
without  anesthesia.  The  delivery  of  the  body  was  followed  by  the 
discharge  of  a  number  of  large,  dark  clots,  and  profuse  mixed 
arterial  and  venous  hemorrhage. 

In  the  right  posterior  quadrant  of  the  lower  uterine  zone,  there 
still  remained  part  of  a  well-marked  contraction  ring,  and  on  the 
left  side,  a  rupture  of  the  vaginal  vault  opening  up  the  left  broad 
ligament,  and  a  vertical  laceration  5  cm.  long  at  about  the  junc- 
tion of  the  upper  and  lower  uterine  segments,  communicating  with 
the  peritoneal  cavity.  Hemorrhage  was  controlled  by  tamponade, 
as  the  patient's  condition  was  so  grave  that  laparotomy  could  not 
be  done  at  the  time.  Hysterectomy  was  done  twenty-four  hours 
later.     The  patient  died  seven  hours  after  operation. 

Symptoms. — There  are  certain  premonitory  symptoms  of  im- 
pending rupture,  viz.,  severe  uterine  contractions,  the  length  of 
each  contraction  becoming  longer,  and  the  interval  between  con- 
tractions shorter,  until  a  state  of  tonic  contraction  is  reached. 
This  condition,  with  a  high  retraction  ring,  the  patient  showing 
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signs  of  exhaustion,  and  no  advance  of  the  presenting  part,  indicates 
that  rupture  is  to  be  expected  unless  the  uterus  is  emptied. 

Symptoms  of  actual  rupture:  The  patient,  after  presenting  all 
the  evidences  of  dystocia,  suddenly  experiences  an  agonizing  pain, 
after  which  all  labor  pains  cease.  Depending  upon  the  degree  of 
laceration  there  will  be  symptoms  of  shock  and  hemorrhage. 

Prognosis. — The  maternal  mortahty  of  rupture  of  the  uterus, 
treated  by  all  other  means  but  laparotomy,  is  about  62  per  cent. 

The  mortality  with  laparotomy  done,  drops  to  about  46  per  cent. 

The  fetal  mortahty,  is  from  70  to  72  per  cent. 


Treatment. — The  whole  subject  of  rupture  of  the  uterus  is  ex- 
tremely interesting,  but  after  all,  the  treatment  should  concern  us 
most.  Prophylaxis  should  receive  more  attention  from  writers  on 
this  subject,  for  most  ruptures  of  the  uterus  could  be  prevented, 
not  by  the  exhibition  of  unusual  skill,  but  by  the  use  of  ordinary 
judgment. 

The  characteristic  symptoms  of  impending  rupture  are  so  constant 
and  appear  in  such  regular  sequence,  that  even  though  the  at- 
tendant does  not  know  that  rupture  threatens,  he  should  at  least 
know  that  something  is  radically  wrong. 

The  average  man  in  general  practice  should  be  made  to  realize 
that  while  version,  under  certain  conditions,  may  be  easy  to  accom- 
plish, it  is  in  every  sense,  a  formidable  operation,  and  one  to  be 
approached  with  caution  and  a  definite  understanding  of  its  dangers. 

An  examination  of  the  case  reports  of  a  large  number  of  rup- 
tured uteri,  compels  one  to  think  that  most  of  these  unfortunate 
women  have  been  subjected  to  criminal  neglect  or  brutal  manipu- 
lation. The  history  of  most  spontaneous  ruptures  is  one  of  pro- 
longed dry  labor;  that  of  most  traumatic  ruptures,  one  of  ignorant 
instrumentation. 

E.  P.  Davis,  before  the  Chicago  Gynecological  Society,  reported 
a  case  of  dry  labor,  face  presentation,  chin  posterior,  where  strong 
pains  had  existed  from  10  a.  m.  At  10  p.  m.  forceps  were  attempted 
and  at  12  p.  m.  version  was  done  resulting  in  a  ruptured  uterus  with 
fatal  result. 

DeLee,  in  a  paper  read  before  the  Chicago  Gynecological  Society 
reported  a  case  that  was  subjected  to  more  brutality  than  any  I  have 
knowledge  of.  Upon  this  victim,  manual  rotation  of  a  posterior 
occiput  was  attempted  three  times,  forceps  four  times,  and  version 
five  times.  The  result  was  an  extensive  but  incomplete  rupture  of 
the  uterus  and  vaginal  vault. 

While  it  is  true  that  pituitrin  cannot  be  held  responsible  for  many 
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ruptured  uteri,  the  following  case  is  mentioned  to  illustrate  with 
what  utter  recklessness  it  is  commonly  used. 

Case  II. — Para-ii,  aged  twenty-six.  Admitted  to  Fordham  Hos- 
pital, April  30,  at  2  a.  m.,  with  the  following  history:  Had  had 
poor  quality  pains  from  3  p.  m.  to  9  p.  m.  April  29.  At  9  p.  M.,  the 
physician  engaged  to  attend,  came  to  the  house  and  before  examin- 
ing the  patient  gave  i  c.c.  of  pituitrin  hypodermatically.  From 
10  to  12  p.  M.  pains  were  strong,  but  as  no  progress  was  made,  the 
attendant  thought  the  patient  was  entitled  to  more  pituitrin,  which 
was  given  at  12  midnight.  He  then  attempted  a  version  unsuc- 
cessfully, and  was  compelled  by  the  family  to  call  a  consultant. 
Dr.  E.  T.  Hull,  found  a  contracted  pelvis,  and  a  tonic  uterus  with  a 
transverse  rupture  of  the  posterior  vaginal  vault  involving  the 
lower  segment.  The  patient  was  removed  to  the  hospital,  and  in 
spite  of  the  fact  that  we  could  detect  no  fetal  heart,  I  delivered  her 
by  Cesarean  section,  this  being  a  safer  method  than  craniotomy. 
The  laceration  opened  up  the  peritoneum  for  about  4  or  5  cm. 
This  was  sutured  and  drained  and  the  uterus  not  removed.  The 
patient  died  of  peritonitis  on  the  fourth  day. 

The  treatment  of  actual  rupture  of  the  uterus  is  so  well  managed 
at  the  present  time,  that  it  will  not  be  mentioned  except  to  venture 
the  opinion  that  the  gross  mortality  of  about  55  per  cent,  will  im- 
prove when  more  incomplete  ruptures  are  subjected  to  laparotomy. 
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THE   UXTRA-VIOLET  RAYS   IN   GYNECOLOGY.    A   PRE- 
LIMINARY REPORT.* 

BY 

ALFRED  M.  HELLMAX,  B.  A.,  M.  D.,  F.  A.  C.  S., 

New  York  City. 

The  value  of  light  therapy  though  possibly  not  proven  from  what 
might  be  called  the  laboratory  or  scientific  or  technical  point  of  view 
has  been  shown  empirically  to  be  of  undoubted  value  by  the  brilliant 
work  of  Rollier,  at  Leysin,  and  Bernhard,  at  Samaden.  The  value 
of  the  particular  rays  at  the  ultra-violet  end  of  the  spectrum  has 
likewise  been  shown  by  the  work  of  Finsen,  Kromeyer  and  others. 
Houghton  and  Davis  in  1914  showed  how  efficiently  these  rays 
sterilize  water. 

It  has  been  proved  that  light  is  a  bacteriacide  and  penetrates  the 
human  and  other  animal  tissues.  If  the  eyes  are  closed  a  bright 
light  penetrates  the  Hds  and  is  perceptible.  If  the  fingers  are  pressed 
over  a  light  we  see  through  everything  but  the  thick  vessels;  even 

*  Read  before  a  meeting  of  the  Section  on  Obstetrics  and  Gynecology  of  the 
New  York  Academy  of  Medicine,  November  23,  1915. 
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the  bones  seem  transparent.  The  hght  test  for  hydrocele  has  long 
been  used.  According  to  Jesionek,  Godneff  placed  sealed  tubes  con- 
taining chloride  of  silver  under  the  skin  of  dogs  and  the  silver  was 
blackened  by  the  exposure  of  the  animals  to  the  sun.  In  control 
animals  kept  away  from  the  light  the  silver  remained  unchanged. 
Onimus  and  Solucha  made  other  experiments  that  showed  the  same 
fact,  Solucha  using  bromide  of  silver  and  Onimus  exposing  photo- 
graphic plates  to  rays  of  light  passed  through  a  part  of  the  body. 
These  plates  were  acted  upon  showing  that  the  rays  still  possessed 
power  after  passing  through  human  tissue.  We  all  know  that  at 
times  with  a  cystoscope  in  the  bladder  the  light  is  easily  seen  through 
the  abdominal  wall  and  in  some  specialties  the  trans-illumination  of 
body  tissues  is  variously  used.  Busk  interposed  between  the  light 
and  the  body  tissues  a  solution  of  ammonium  potassium  copper 
dioxide  which  absorbs  the  red  and  yellow  part  of  the  spectrum  and 
allows  the  blue  violet  end  to  pass,  and  obtained  a  reaction  on  the 
photographic  plate  after  the  rays  had  traversed  the  body  tissues 
and  the  solution.  Strebel  also  found  that  he  obtained  a  fluorescence 
in  certain  bodies  that  were  illuminated  by  ultra-violet  rays  passed 
through  the  skin. 

Whereas  Heynemann  was  able  to  sterilize  twenty-four  bouillon 
cultures  of  hemolytic  streptococci  by  seven  minutes  direct  exposure 
to  ultra-violet  rays,  he  does  not  believe  this  to  be  of  clinical  value  in 
deeper  conditions,  for  he  is  of  the  opinion  that  these  rays  do  not 
penetrate  human  tissues.  He  believes  the  great  value  of  these  rays 
to  be  due  to  the  ease  with  which  they  are  absorbed  in  the  superficial 
tissues,  to  their  chemical  action  and  their  power  to  destroy  bacteria, 
which  is  not  accomplished  by  the  ordinary  use  of  radio-active  bodies 
because  of  the  penetrability  of  their  rays. 

On  the  other  hand,  Jansen  sterilized  cultures  which  he  had  placed 
in  sealed  tubes  beneath  the  skin  of  animals  and  exposed  to  the  ultra- 
violet rays.  The  value  of  these  rays  must  be  undoubted,  though  we 
cannot  as  yet  decide  their  exact  place.  The  results  of  Rollier  on 
mountain  tops  where  ultra-violet  rays  of  the  sun  are  more  abundant, 
are  truly  marvelous.  Shultz  also  showed  that  the  penetrability  of 
human  and  animal  skin  for  ultra-violet  rays  is  greater  than  was  for- 
merly believed  and  that  its  deep  action  must  be  so  explained.  The 
bactericidal  effect  must  depend  on  various  factors,  among  them 
being  the  intensity  of  the  radiation,  the  kind  and  quality  of  the 
organisms,  the  media  in  which  they  exist,  and  the  density  of  their 
protecting  membranes.  It  was  Wagner  who  suggested  that  the 
beneficial    results   might    be    entirely   due    to    hyperemia,   altered 
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lymph  flow,  increased  metabolism  and  drainage  of  the  outer  skin 
pigmentation. 

The  rays  that  are  invisible  to  the  human  eye  at  both  ends  of  the 
spectrum  act  very  differently  from  each  other.  At  the  red-yellow 
end  they  act  by  producing  heat;  at  the  blue-\dolet  end  very  little 
warmth  is  brought  forth,  but  here  there  is  an  actinic  action. 

The  unit  of  measurement  for  light  waves  is  A°  or  Angstrom  (the 
Swedish  physicist)  and  equals  3^o>0  0  0  of  a  micron,  looo  microns 
equalling  one  millimeter.  The  ultra-violet  rays  according  to  Shultz 
penetrate  up  to  240  A°. 

Ultra-violet  rays  in  their  passage  through  the  atmosphere  unite 
oxygen  molecules  and  form  ozone,  thus  sterilizing  or  at  any  rate 
purifying  the  atmosphere.  The  mercury  glass  lamps  for  producing 
ultra--/iolet  rays  fall  far  short  of  perfection  because  they  emit  so  few 
of  these,  the  glass  not  allowing  them  to  pass.  The  first  usable  mer- 
cury quartz  lamp  was  devised  in  1901  by  Cooper  Hewitt.  The  one 
on  the  market  to-day  is  practically  the  same  as  has  beei  shown  since 
1907.  The  quartz  lamp  can  be  heated  to  almost  any  degree  and 
allows  practically  aU  of  the  ultra-violet  rays  to  pass. 

The  value  of  ultra-violet  rays  has  been  proven  by  Finsen,  Kro- 
meyer  and  a  host  of  others  in  various  skin  diseases;  by  Bernhard, 
RoUier  and  others  in  tubercular  conditions.  Hugo  Bach  in  a  recent 
monograph  on  this  subject  quotes  cases  from  the  literature  including 
many  fields  of  medicine  where  ultra-violet  rays  have  supposedly  been 
of  value.  He  includes  among  other  conditions  many  skin  diseases, 
almost  all  forms  of  tuberculosis,  wounds,  gangrene,  sciatica,  neural- 
gia, anemias,  chlorosis,  leukemia,  asthma,  arteriosclerosis,  gout, 
rheumatism,  and,  of  most  interest  to  gynecologists,  ulcers  of  pro- 
lapsed uteri,  gonorrhea,  menorrhagias,  dysmenorrhea,  fluor  albus 
and  pelvic  inflammations. 

The  field  of  gjTiecological  conditions  to  be  treated  by  ultra-violet 
or  other  light  therapy  has  as  yet  been  very  little  explored.  It  is  not 
mentioned  in  the  text-books — even  those  on  "medical  gynecology" 
fail  to  speak  of  it.  Douches,  tampons,  hot  applications,  rest,  ice 
sitz-baths,  local  medicinal  applications,  electricity  and  even  baking 
are  all  recommended  for  pelvic  inflammatory  conditions;  but  light, 
sunlight,  ultra-violet  rays  are  not  even  suggested.  One  hesitates  to 
try  such  a  method  of  treatment  which  though  before  the  medical 
profession  for  some  time  is  not  even  discussed  by  Kelly,  Martin  and 
Jung,  Lewers,  Crossen,  Gilliam,  Bandler  and  others. 

The  most  work  in  gj^necological  conditions  has  been  done  by 
Sneguireff  of    Moscow,  Aimes  of  Montpelier,  Singer,  Badin  and 
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Fromme.  Prof.  Fromme,  of  the  Charite  in  Berlin,  whose  results 
I  had  the  pleasure  of  personally  witnessing,  stimulated  in  me  an 
interest  in  the  subject.  In  a  paper  read  before  the  Gynecological 
Society  of  Berlin,  July  ii,  1914  which  has  not  as  yet,  to  my 
knowledge,  been  pubHshed  he  first  stated  that  sunhght  therapy 
derives  its  great  value  from  the  fact  that  sunlight  is  rich  in  violet 
rays.  Violet  rays  are  rapidly  absorbed  and  their  action  is  chemical, 
bactericidal  and  physical  (hyperemic).  The  local  action  is  mani- 
fested by  reddening  of  skin,  that  is  hyperemia,  lasting  three  or  four 
days  and  followed  by  a  gradually  darkening  brown  pigmentation. 
Fromme  reported  twenty-six  cases  all  treated  ambulatory.  About 
twenty  exposures  were  required  covering  a  period  of  six  weeks.  He 
used  the  "Kiinstliche  Hohensonne  Lampe."  In  all  twenty-six  of 
his  cases  the  diagnosis  was  a  pelvic  inflammation  of  some  form  or 
other.  Twenty-five  were  cured.  The  other  case  was  operated 
upon  and  proved  to  be  an  ovarian  cyst. 

The  method  I  use,  based  upon  the  knowledge  gained  while  at  the 
Charite,  is  about  as  follows: 

Apparatus. — Kiinstliche  Hohensonne  Lampe,  designed  by  Drs. 
Bach  and  Nagelschmidt.  The  quartz  burner  is  a  transparent  quartz 
tube  %2  cm.  long,  on  the  ends  of  which  are  two  transverse  tubes 
which  contain  the  mercury  electrodes.  The  electrode  vessels  are 
provided  with  fan-shaped  metal  coolers  with  which  the  heat  loss  and 
therefore  the  current  consumption  is  regulated.  On  each  electrode, 
between  the  coolers  is  situated  the  beaded  lead  which  conducts  the 
current  to  the  lamp. 

This  lamp  is  suspended  in  a  casing  consisting  of  two  hemispheres 
of  highly  polished  aluminum.  The  upper  hemisphere  is  the  casing 
proper,  while  the  lower  half  forms  a  closing  cap.  This  cap  is 
adjustable  and  has  an  aperture  with  a  revolving  screen  behind  it. 
This  revolving  screen  has  smaller  apertures  so  that  any  desired 
amount  of  light  can  be  allowed  to  pass.  The  entire  lamp  can  be 
raised  or  lowered  on  an  easily  movable  upright  and  tripod. 

A  direct-current  rheostat  is  enclosed  in  a  perforated  nickel-plated 
casing  and  suspended  from  the  upright.  The  resistance  is  especially 
constructed  to  meet  the  particular  demands  of  the  quartz  lamp. 
Mounted  on  all  this  is  the  switch  and  the  plug  to  which  the  lamp  is 
connected. 

The  ultra-violet  rays  of  the  lamp  which  produce  the  therapeutic 
results  are  not  at  all  absorbed  by  the  quartz  glass. 

Patient. — The  patient  is  placed  for  gynecological  purposes  before 
the  lamp  in  a  reclining  position  and  the  part  of  the  body  to  be 
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rayed  is  exposed  and  the  rest  of  the  body  is  covered  with  a  thin  sheet. 
The  eyes  of  the  patient  and  any  one  else  in  the  room  must  be  care- 
fully protected  by  dark  glasses.  The  lamp  is  then  placed  at  the 
desired  distance  so  that  the  rays  fall  where  needed  and  the  current 
allowed  to  flow.  If  these  precautions  are  taken  and  such  an  ap- 
paratus used  the  maximum  amount  of  ultra-violet  rays  is  applied. 
The  length  of  exposure  is  guided  by  the  following  schedule  sug- 
gested by  Prof.  Fromme,  of  course  always  remembering  in  this 
apphcation  that  brunettes  can  in  the  earlier  treatments  stand  longer 
exposures  than  blondes: 

Treatment  No.  Day  of  treatment  Distance  from  Length  of 

•^  lamp  exposure 

1  I  75  cm.  i}^  min. 

2  3  65  cm.  23^  min. 

3  5  55  cm.  4      min. 

4  8,  etc.  50  cm.  5      min. 

5  50  cm.  7      min. 

6  3  times  per  week  50  cm.  10      min. 

7  45  cm.  10      min. 

8  45  cm.  10      min. 

9  45  cm.  10      min. 

10  45  cm.  15  min. 

11  40  cm.  15  min. 

12  40  cm.  17  min. 

13  40  cm.  20  min. 

14  40  cm.  20  min. 

This  maximum  is  continued  until  cure  is  obtained. 

I  have  completed  treatment  to  date  and  can  report  as  absolute 
cures  eight  cases  of  pelvic  inflammation.  The  patients  were  treated 
ambulatory  without  any  other  therapeutic  measures  having  been 
employed,  and  my  diagnosis  before  treatment  was  always  confirmed 
by  at  least  one  and  sometimes  by  three  of  my  colleagues.  Only  a 
short  time  has  elapsed  since  the  completion  of  treatment.  All 
eight  have  been  examined  recently  and  remain  well. 

Case  I. — Mrs.  G.,  aged  twenty-five.  History  taken  October  8, 
1914.  Married  three  years,  one  child,  one  and  a  half  years  ago. 
Menses  regular.  Pain  on  both  sides  of  abdomen  low  down,  worse 
on  right  side.  Pain  started  shortly  after  confinement  which  was 
instrumental.  Some  frequency  of  micturition.  Patient  has  been 
treated  in  a  prominent  dispensary  for  some  months  vAth.  tampons 
and  douches.     She  was  told  she  had  parametritis  and  pelvic  exudate. 

Diagnosis. — Retroflexion,  slight  procidentia,  prolapsed  right  ovary. 
Both  tubes  enlarged  and  tender — right  one  more  pronounced. 

October  12.     Cystoscopy  revealed  a  mild  trigonitis. 

October  12  to  November  24.  Hot-air  douche,  tampons,  and  local 
applications  to  cervix  three  times  a  week  without  improvement. 
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November  24, 191410  February  13,1915.  Twenty-five  applications 
of  ultra-violet  rays  according  to  schema. 

December  24,  1914.  Before  eleventh  treatment  patient  feels  no 
more  pain;  examination  shows  right  tube  to  be  swollen. 

February  13,  1915.  Before  twenty-fifth  treatment  shows  patient 
entirely  well  except  for  procidentia  which  causes  no  trouble. 

August  I,  191 5.     Free  of  pain — no  enlargement  felt. 

Case  II. — Mrs.  J.,  aged  thirty-two.  Married  ten  years.  Three 
children  and  two  self-induced  abortions,  the  last  one  four  years  ago. 
Since  then  pain  in  lower  abdomen  gradually  growing  worse.  Has 
been  treated  without  help  by  usual  local  methods. 

December  9,  1914.     Diagnosis — parametritis,  salpingitis  duplex. 

December  9,  1914  to  May  20,  191 5.  Sixty-two  treatments  with 
ultra-violet  rays  over  a  period  of  166  days.  After  twenty  treatments 
patient  felt  perfectly  well  but  treatment  was  continued  because  of 
persistent  slight  tenderness  in  vaginal  vault  to  left  of  cervix,  and 
thickening  of  right  tube.  This  slowly  disappeared.  August  2 
patient  well. 

Case  III. — Mrs.  E.  K.,  aged  thirty-three.  Married  nine  years, 
never  pregnant,  complaining  since  shortly  after  marriage.  Operated 
one  year  ago  for  right-sided  pyosalpinx.  Menses  regular.  Com- 
plains of  severe  leukorrhea  and  pain  on  left  side.  Diagnosis: 
Stony  hard  tender  left-sided  pyosalpinx  with  adhesions, 

December  16,  1914  to  June  11,  1915.  Fifty  treatments  in  180 
days.  After  twenty  treatments  the  patient  felt  perfectly  well  but 
the  fluor  albus  though  less  was  still  present  and  the  tumefaction 
though  smaller  could  still  be  felt.  Except  absence  of  right  adnexa 
nothing  abnormal  could  finally  be  felt  and  the  leukorrhea  had 
stopped. 

Case  IV. — Mrs.  H.  F.,  aged  twenty-five.  History  March  6, 191 5. 
Married  five  years;  one  child  which  died  when  six  weeks  old. 
No  miscarriages;  menses  regular  until  recently.  Now  irregular. 
Severe  pain  in  left  lower  abdomen  for  two  or  three  days. 

Diagnosis;  considerable  enlargement  of  left  tube  with  exquisite 
tenderness  in  left  fornix. 

March  6  to  April  7.     Twelve  treatments  in  twenty-eight  days. 

March  13.  Tenderness  very  much  less  than  at  first  examination. 
Patient  has  just  finished  menstruating. 

April  9.  Entirely  cured.  No  masses,  no  tenderness.  Uterus 
slightly  enlarged. 

April  16.  Patient  undoubtedly  pregnant.  No  masses,  no  tender- 
ness. 

July  30.  Patient  has  had  an  abortion  performed  since  I  pro- 
nounced her  pregnant  April  16.  The  adnexa  have  remained  per- 
fectly normal. 

November  15,  191 5.     Still  perfectly  well. 

Case  V. — Mrs.  A.  E.,  aged  twenty-one.  January  25,  1915. 
Married  one  and  a  half  years.  Healthy  baby  five  months  old. 
Not  nursing.     Menses   regular.     Since   confinement,  which  lasted 
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over  two  days  and  was  completed  by  forceps,  patient  has  had  sticking 
pain  in  lower  abdomen. 

Diagnosis. — Cervix  lacerated,  slight  thickening  and  tenderness  of 
both  tubes  with  slight  tenderness  of  uterus. 

February  6.     Just  over  menses  with  severe  pain. 

February  8  to  March  5.  Nine  treatments  in  twenty-six  days. 
Entirely  cured  of  pain,  thickening  and  tenderness. 

Examined  July  30.     Still  well. 

Case  VI. — Mrs.  C.  B.,  aged  thirty-seven.  Married  sixteen  years. 
Three  children  (two  dead).  No  miscarriage.  Menses  started  at 
thirteen;  were  always  irregular  with  severe  dysmenorrhea  before 
marriage.  Her  labors  were  severe  with  considerable  hemorrhage. 
Now  menses  appear  every  three  weeks  lasting  three  to  six  days. 
For  one  and  a  half  years  continuous  pain  day  and  night  on  both 
sides  of  the  abdomen  low  down.  Has  received  all  the  usual  forms 
of  local  treatment  including  baking, 

March  9.  Examination  revealed  a  slight  cystocele  and  rectocele, 
lacerated  cervix,  retroverted  uterus  and  thickening  of  both  tubes, 
great  tenderness  in  both  fornices  and  on  stretching  the  uterosacral 
ligaments. 

April  5  to  May  10.     Eighteen  treatments  wdth  ultra-violet  rays. 

April  17.  After  eight  treatments,  thickening  and  tenderness  in 
fornices  had  disappeared  but  there  is  still  slight  pain  when  the  utero- 
sacral ligaments  are  put  on  the  stretch. 

June  II.  After  twenty-iive  treatments  patient  is  discharged 
cured. 

August  I.  Patient  writes  me  from  the  west  that  ''she  never  felt 
better  in  her  life." 

Case  VII. — Mrs.  M.  L.,  aged  twenty-six.  July  28, 1913.  Married 
a  short  while.  Husband  has  gonorrhea.  Miscarriage  three  months 
before;  severe  leukorrhea,  frequent  menses,  pain  in  lower  abdomen. 
Examination  revealed  a  double  pyosalpinx.  Treated  with  hot-air 
douche,  tampons,  etc.,  with  indifferent  results. 

November,  1913.  I  removed  right  tube  and  ovary,  left  tube 
injected  but  patent  and  allowed  to  remain  in  situ  with  its  ovary. 

November  19,  1914.  Complains  of  severe  pain  on  left  side; 
remaining  tube  on  this  side  thickened  and  tender. 

April  18,  1915.     No  improvement. 

April  18  to  June  2.  Thirteen  exposures  to  "Kiinstliche  Hohen- 
sonne"  discharged  cured  and  has  remained  so. 

Case  VIII. — Mrs.  P.  W.,  aged  twenty-four.  Married  three  and 
a  half  years.  One  child,  forceps  delivery;  uterine  packing;  bleeding 
continued  for  four  wxeks.  Six  weeks  after  delivery  (191 2)  pain  in 
lower  abdomen  started  and  grew  gradually  worse. 

November,  1914.  Laparotomy.  Was  told  that  both  tubes  and 
ovaries  were  removed,  but  has  been  menstruating  regularly  since 
operation. 

June  I,  191 5.  Examination  reveals  tenderness  of  entire  vaginal 
vault,  tumefaction  above  right  fornix  and  exquisite  pain  on  stretch- 
ing uterosacral  ligaments. 
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Diagnosis. — Pelvic  cellulitis,  postoperative  adhesions. 

June  25,  1915.     After  eleven  treatments  great  improvement. 

August  5,  19 1 5.  After  twenty- nine  treatments  patient  is  dis- 
charged cured. 

Bouillon  cultures  placed  in  the  vagina  while  the  abdomen  was 
rayed  for  twenty  minutes  were  not  materially  effected.  Further 
experimentation  along  this  line  is  being  pursued. 

Unless  we  dissent  from  the  generally  accepted  view  that  the  value 
of  light  therapy  on  mountain  tops  is  due  to  the  greater  number  of 
ultra-violet  rays  there  than  in  the  vaUey,  we  must  believe  that  such 
rays  artificially  produced  in  great  abundance  so  that  they  can  be 
used  at  any  place,  in  any  weather  and  at  any  time,  should  have  an 
indisputable  position  in  therapeutics.  In  gynecology  too  Httle  has 
been  done  to  draw  conclusions.  Scattered  individual  cases  from 
the  literature  prove  nothing,  and  my  eight  or  Fromme's  twenty-five 
prove  litte  more.  They  do  show,  however,  that  with  this  harmless 
technic  some  astounding  results  have  been  claimed  and  that  these 
results  are  worthy  of  investigation  wherever  this  kind  of  material 
presents  itself.  Certainly  this  mercury-quartz  lamp  should  be  tried 
in  every  case  of  pelvic  inflammation  of  the  subacute  and  chronic 
variety  before  operation  is  advised,  and  especially  if  the  more 
generally  known  methods  have  failed. 
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REPORT  ON  FOUR   CASES   OF  EXTRAUTERINE 
PREGNANCY.* 

BY 
JOHN  SALIBA,  B.  A.,  M.  D.,  C.  M., 

Surgeon  to  the  Elizabeth  City  Hospital,  N.  C,  formerly  Civil  Surgeon  to  the  British  forces, 
Elizabeth  City,  North  Carolina. 

Within  the  short  period  of  eight  months,  since  the  opening  of  the 
Elizabeth  City  Hospital,  in  191 5,  I  have  been  so  fortunate  as  to 
operate  on  four  cases  of  extrauterine  pregnancy,  each  case  represent- 
ing a  different  type.     In  the  order  of  their  admission  they  were: 

Case  I. — Ruptured  tubal  pregnancy,  the  signs  and  symptoms  of 
which  scarcely  affected  the  patient.  The  ovum  survived  the  rup- 
ture and  continued  to  live  to  full  term  in  the  abdominal  cavity,  in  a 
false  sac,  formed  by  bowel,  omental  and  peritoneal  adhesions.  At 
the  end  of  the  fortieth  week  spurious  labor  set  in  and  resulted  in  the 
death  of  the  fetus. 

P.  B.,  thirty- three  years  old,  married  seventeen  years  ago;  has 
two  children,  one  sixteen,  the  other  fifteen  years  old.  About 
March  20,  19 14,  she  called  in  Dr.  E.  L.  Hofifler,  as  she  had  been 
suffering   from   irregular    hemorrhages   for  the  past  four  months. 

*Read  and  specimen  exhibited  before  the  Pasquotank-Camden-Dare 
County  Medical  Society,  N.  C,  Dec.  8,  1915. 
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In  April,  1914,  she  felt  a  slight  pain  in  her  right  side.  On  October 
29,  1914,  she  expelled  a  small  piece  of  decidua,  was  seized  with 
eclampsia,  and  an  umbilical  hernia  appeared  for  the  first  time.  Dr. 
Hoffler  advised  her  husband  to  remove  her  to  a  hospital,  but  this 
was  not  done.  Dr.  McMullan  saw  her  on  March  18,  1915,  diag- 
nosed an  extrauterine  pregnancy,  and  referred  her  to  me.  She  was 
admitted  to  the  hospital  on  March  19,  19 15. 

Temperature  99.6,  pulse  88.  Physical  examination  revealed  a 
large  umbilical  hernia  and  an  abdominal  tumor  displacing  the  uterus 
to  left  side.  The  fetal  parts  were  felt  in  the  tumor.  On  passing 
the  sound  the  uterus  was  found  empty.  The  day  after  admission, 
I  opened  the  abdomen  in  the  middle  line.  The  adhesions  of  the  sac 
were  peeled  off,  clamped,  cut  and  tied.  The  large  pedicle  of  the 
sac,  which  was  connected  with  the  right  tube,  was  clamped  and  the 
sac  completely  extirpated.  Every  bleeding  point  controlled.  The 
large  umbilical  hernia  was  treated  radically  by  the  lateral  overlap- 
ping method.  The  recti  were  easily  approximated.  No  drainage 
was  used.  The  patient  made  a  good  recovery  and  was  discharged  on 
April  20,  19 1 5.  The  sac  contained  a  perfectly  formed  and  well- 
developed  female  fetus,  and  a  fleshy  placenta  which  weighed  i}^ 
pounds. 

Case  II. — Ruptured  tubal  pregnancy  in  which  the  ovum  survived 
and  continued  to  live  until  spurious  labor  led  to  the  death  of  the 
fetus,  which  became  hardened  by  disposition  of  calcium  into  a 
lithopedion  which  the  patient  carried  for  thirteen  yea:rs. 

E.  W.,  aged  thirty-five,  married  fifteen  years,  no  children;  referred 
by  Dr.  O.  McMullan.  Few  months  after  marriage  she  had  irregular 
hemorrhages  and  coHcky  pains,  on  one  occasion  so  severe  asto  make 
her  sick,  faint  and  sweat.  Since  that  time  her  strength  has  declined, 
her  color  become  sallow,  and  menstruation  scanty.  She  felt  heavy 
weight  in  pelvis,  and  pain  in  urination  and  defecation.  She  was 
admitted  to  hospital  on  May  31,  191 5;  on  vaginal  and  bimanual 
examination  a  large  hard  mass  was  felt  in  Douglas'  culdesac,  and 
the  uterus  was  immobile.  June  i,  the  abdomen  was  opened  and 
exposed  a  tumor  as  large  as  a  four  months'  pregnancy  filling  the 
pelvic  cavity  and  adherent  in  all  directions — to  uterus,  tubes,  bladder 
and  rectum — and  covered  on  its  upper  surface  by  omental  and 
bowel  adhesions.  Unable  to  enucleate  the  tumor  after  freeing  the 
omental  and  bowel  adhesions,  I  incised  the  thick,  opaque,  lime- 
infiltrated  sac  and  found  it  enveloping  and  densely  adherent  to  a 
fetus  and  placenta  which  I  detached  and  removed  from  it  with  great 
difficulty.  No  bleeding  took  place.  Large  portions  of  the  sac 
were  freed  and  excised.  Drainage  was  used  and  the  wound  closed. 
On  examination  the  placenta  was  found  hard,  contracted  and  some- 
what transparent,  resembling  a  fibroid;  the  cord  rigid  and  nodular; 
and  the  fetus  shriveled,  mummified  in  color  and  texture  and  ir- 
regularly speckled  with  whitish  deposits  of  calcareous  salts.  She 
was  discharged  on  July  17.  Since  then  she  has  improved  in  general 
condition  and  gained  in  weight. 
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Case  III. — Ruptured  tubal  pregnancy  leading  to  encysted  blood 
tumor  between  the  layers  of  the  right  broad  ligament. 

M.  J.,  aged  thirty-two,  married,  has  two  children,  a  girl  nine  years 
old  and  a  boy  six ;  referred  by  Dr.  Ward,  of  B  elvidere,  N.  C .  Admitted 
to  hospital  August  i6,  191 5.  Three  months  previous  to  admission 
she  felt  severe  pain  in  the  right  iliac  region,  causing  her  to  faint  and 
sweat.  Her  physician  kept  her  in  bed  and  gave  her  medicine  to 
relieve  the  pain.  The  pain  never  left  her  completely,  and  it  was 
thought  that  she  was  suffering  from  chronic  appendicitis.  She  ran  a 
temperature,  became  sallow,  felt  weak,  and  had  bloody  vaginal 
discharge.  Her  temperature  on  admission  was  102.6,  pulse  no, 
and  respiration  24.  A  vaginal  and  bimanual  examination  revealed 
a  semisolid  tumor  on  right  side  of  uterus,  causing  bulging  in  the 
right  lateral  vaginal  wall.  The  tumor  was  painful  on  pressure. 
The  usual  signs  of  pregnancy  were  not  present.  Day  after  admission 
abdomen  was  opened  in  middle  line;  there  was  a  blood  sac  in  right 
broad  ligament  from  which  I  removed  most  of  the  clots  and  packed 
the  cavity  with  sterile  gauze.  Gauze  was  removed  after  twenty- 
four  hours,  and  the  patient,  after  an  uneventful  recovery,  was  dis- 
charged on  September  19,  1915. 

Case  IV. — Two  extrauterine  pregnancies,  a  tubal  and  ovarian. 
The  tubal  pregnancy  ruptured,  and  the  ovum  continued  to  live  in 
the  abdominal  cavity  until  spurious  labor  began  and  caused  the 
death  of  the  fetus.  The  ovarian  pregnancy  consisted  of  an  ovarian 
tumor  which  had  no  connection  with  the  tube,  and  which  contained 
a  five  months'  shriveled  fetus. 

M.  W.,  aged  eighteen,  married  July  29,  1913;  no  children.  Her 
last  menstruation  was  on  December  20,  1914.  Durmg  January  and 
February,  1915,  she  had  the  usual  symptoms  of  pregnancy.  About 
the  end  of  April,  Dr.  G.  W.  Cardwell  examined  her  and  found  that 
she  was  pregnant  and  was  suffering  from  nephritis,  pelvic  peritonitis, 
and  vaginitis  (specific),  and  had  paroxysmal  pelvic  pains  and  purulent 
vaginal  discharge.  Since  August,  she  has  been  complaining  of 
irregular  hemorrhages,  colicky  pains,  and  the  passage  of  blood  clots. 
During  September  she  had  three  attacks  of  eclampsia  with  coma. 
On  October  i  and  18,  she  made  unsuccessful  voluntary  efforts  at 
labor.  Her  temperature  began  to  rise  on  October  10;  on  admission 
October  19,  it  was  103  and  her  pulse  118.  She  was  operated  upon 
at  once.  On  opening  the  abdomen,  the  sac  was  found  thin  and  un- 
ruptured. Its  extensive  adhesions  did  not  make  it  possible  to  remove 
it  completely.  It  was  opened,  the  dead  fetus  delivered  and  the 
flabby  and  friable  placenta  peeled  off.  Considerable  portions 
of  the  sac  were  excised,  and  those  left  were  stitched  together  after 
invaginating  their  cut  edges,  drawn  down,  anchored  in  the  pelvis 
and  drained  through  a  vaginal  incision.  The  appendix  adherent 
to  the  sac  was  removed.  I  found  on  the  left  side  a  shghtly  pedun- 
culated tumor,  about  the  size  of  a  child's  head,  connected  with  the 
left  ovary.  It  was  free  of  adhesions,  solid  in  consistence,  and  had  a 
smooth  surface.  I  removed  it  under  the  belief  that  it  was  a  dermoid 
cyst.     After  closing  the  abdomen  the  sac  was  examined  and  its 
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wall  was  found  to  contain  Graafian  follicles.  It  enclosed  a  shriveled 
male  fetus,  25  centimeters  long,  with  well-differentiated  parts,  a 
dark  wrinkled  skin  covered  with  fine  hair,  and  a  placenta  situated  at 
the  pedicle  side  of  the  sac.  Owing  to  the  condition  of  the  patient, 
and  the  necessity  for  speed  and  not  suspecting  another  extrauterine 
pregnancy,  I  did  not  make  a  minute  examination  to  ascertain  whether 
the  ovary  presented  the  evidence  of  a  corpus  luteum  corresponding 
in  size  to  the  duration  of  pregnancy. 

Was  it  a  case  of  superfetation  or  did  the  tubal  and  ovarian  preg- 
nancies occur  simultaneously?  Estimating  the  fetus  of  the  ovarian 
pregnancy  to  be  five  months  old,  one  may  be  led  to  consider  it  a 
case  of  superfetation;  but  it  may  be  that  both  pregnancies  occurred 
simultaneously,  but  that  the  fetus  in  the  ovary  was  retarded  owing 
to  the  condition  for  its  growth  being  less  favorable. 

The  vaginal  drain  was  removed  on  the  sixth  day  after  the  operation^ 
and  the  patient  was  discharged  on  November  8,  191 5. 

I  am  indebted  to  Drs.  0.  McMullan  and  C.  B.  Williams  for  their 
assistance  at  these  operations. 


EMPTYING  THE  UTERUS  IN  THE  EARLY  STAGES  OF 
PREGNANCY  BY  THE  AID  OF  PITUITRIN.* 

BY 

JACOB  L.  BUBIS,  M.  D., 

Associate  in  Obstetrics,  Mt.  Sinai  Hospital  and  the  East  Side  Free  Dispensary, 
Cleveland,  Ohio. 

On  account  of  the  danger  of  perforating  the  softened  wall  of  a  preg- 
nant uterus  during  a  curettage,  some  men  hold  that  it  is  dangerous 
to  use  a  curette  to  remove  a  placenta.  Some  rely  solely  upon  their 
fingers,  some  on  the  dull  curette,  some  use  only  placental  forceps, 
while  others  pack  the  cervix  and  vagina  and  depend  upon  nature  to 
empty  the  uterus. 

Where  emptying  the  uterus  is  indicated,  many  physicians,  having 
begun  to  remove  a  dead  fetus  or  a  retained  placenta,  are  compelled  to 
stop  in  the  midst  of  their  work  on  account  of  the  alarming  hemorrhage, 
and  either  use  hot  irrigations  to  stimulate  uterine  contractions  or 
pack  the  uterus  with  gauze  and  let  nature  finish  the  work  for  them. 

It  is,  however,  now  possible  to  empty  a  uterus  in  the  early  stages 
of  pregnancy  within  a  few  minutes  with  the  aid  of  pituitrin  and  a 
curette,  the  patients  losing  very  little  blood,  and  suffering  no  shock 
or  collapse  even  in  the  most  severe  cases.     No  hot  irrigations  are 

*  Read  before  a  meeting  of  the  Section  on  Obstetrics  and  Gynecology  of  the 
New  York  Academy  of  Medicine,  November  23,  1915. 
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used  to  assist  in  the  expulsion  of  the  fetus  or  placenta,  nor  are  any  hot 
irrigations  or  packing  used  after  emptying  the  uterus. 

The  following  case  is  a  good  example: 

Case  I. — Mrs.  L.,  para-i.  Two  years  ago  she  had  a  six- weeks' 
abortion  due  to  a  retroverted  uterus.  A  currettage  was  done  to 
remove  the  retained  secundines,  and  the  uterus  was  replaced.  A 
short  time  ago  she  had  a  severe  uterine  hemorrhage.  Examination 
showed  that  the  uterus  had  again  become  retroverted  and  that  she 
was  about  seven  weeks  pregnant.  The  cervdx  barely  admitted  the 
forefinger.  One  c.c.  of  pituitrin  was  given,  and  good,  strong,  bear- 
ing down  pains  began  within  a  few  minutes.  Within  an  hour  the 
uterine  contents  were  entirely  expelled  and  the  hemorrhage  ceased. 

However,  the  uterus  is  not  always  able  to  force  out  its  contents, 
even  though  its  muscles  are  contracting  very  strongly;  but  with  the 
aid  of  the  curette,  this  is  easily  accompUshed  as  in  the  following 
case: 

Case  II. — Mrs.  K.,  para-iv,  was  ten  weeks  pregnant  when  she 
aborted  the  fetus.  She  attended  her  household  duties  for  two  weeks 
after  that .  When  seen  she  complained  of  continual  bleeding,  weakness 
and  backache.  Her  temperature  was  99.4°  and  her  pulse  was  no. 
Examination  showed  an  enlarged  flabby  uterus,  with  a  profuse 
bloody,  purulent  discharge  from  the  cervix.  An  injection  of  i  c.c. 
of  pituitrin  was  given.  Labor-like  pains  began  shortly  after,  but 
failed  to  expel  the  retained  placenta.  She  was  sent  to  the  hospital 
and  prepared  for  a  curettage.  Under  ether  anesthesia,  the  cervix 
was  dilated;  i  c.c.  of  pituitrin  was  then  injected.  At  the  same 
time  a  curette  was  used  to  separate  the  adherent  placenta  from  the 
uterine  wall  which  had  become  firm  and  hard  from  the  effects  of  the 
drug.  There  was  hardly  any  loss  of  blood,  the  placenta  was  soon 
expelled  and  the  uterine  cavity  decreased  in  size  as  rapidly  as  its 
contents  were  removed.  The  uterine  ca\aty  was  wiped  dry  with 
gauze  and  swabbed  with  5  per  cent,  iodine  solution.  The  patient 
made  an  uneventful  and  rapid  recovery. 

Since  using  this  method,  I  have  emptied  many  uteri  in  the  fourth 
and  fifth  months  of  pregnancy  in  which  a  diagnosis  of  a  dead  fetus 
had  been  made  but  in  which  the  cervix  was  closed.  There  were  no 
labor  pains  and  the  uterine  contents  were  intact.  No  preliminary 
packing  of  the  vagina  or  cervix  was  done  and  no  hot  irrigations  to 
stimulate  uterine  contractions  were  given.  The  entire  operation 
consisting  of  dilating  the  cer\ix  and  emptying  the  uterus  need  not 
take  more  than  a  few  minutes.  In  some  instances  after  the  uteri 
were  empty,  the  walls  were  so  firm  and  solid  that  the  sensation  and 
sound  given  with  a  sharp  curette  were  the  same  as  during  a  cu- 
rettage for  a  chronic  endometritis. 
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The  most  interesting  case  of  my  series  is  the  following  one : 

Case  III. — Mrs.  F.,  aet.  thirty-five,  para-i,  who  gave  the  history 
of  a  mild  Basedow's  disease  dating  back  several  years,  while  doing 
some  housework  during  her  fifth  month  of  pregnancy  suddenly  had  a 
uterine  hemorrhage.  She  was  put  to  bed  and  given  the  expectant 
treatment  and  the  bleeding  almost  stopped.  When,  however,  the 
symptoms  of  the  Basedow's  disease  became  worse,  it  was  decided 
to  empty  the  uterus.  The  cervLx  and  vagina  were  packed  to  induce 
labor.  When  I  saw  the  patient  in  consultation  three  days  later,  she 
was  semi-conscious  and  at  times  delirious.  Her  temperature  was 
104°,  the  pulse  was  irregular  and  varied  from  no  to  150,  and  the 
respirations  were  between  20  and  50.  Her  eyes  were  bulging,  and 
the  goiter  was  large  and  pulsating.  A  large  dilated  heart  pounded 
vigorously  against  the  chest  wall.  In  fact,  she  was  the  most  dis- 
couraging case  I  have  seen  in  a  long  time.  She  was  taken  to  the 
hospital  where  she  was  given  Y^  grain  of  morphine  sulphate  by  h>^o. 
Under  light  anesthesia  the  cervix  was  dilated  and  i  c.c.  of  pituitrin 
was  then  injected  and  the  uterus  was  emptied  in  the  same  manner 
as  in  the  foregoing  case  and  with  similar  results.  At  the  end  of  the 
operation,  which  took  ten  to  fifteen  minutes,  the  patient  seemed  in  fair 
condition.  Undoubtedly  the  quieting  efifect  of  the  morphine  and 
tonic  action  of  the  pituitrin  on  the  circulatory  system,  together  with 
the  slight  loss  of  blood,  saved  her  life.  When  she  was  returned  to  her 
room,  ice-bags  were  applied  to  her  pericordium  and  around  her  neck. 
Small  doses  of  ergot,  digitalis  and  morphine  were  given  at  varying 
intervals  during  the  next  twenty-four  hours.  Her  condition  im- 
proved rapidly  and  on  the  fifth  day  she  was  taken  home  where  she 
made  a  satisfactorv  recoverv. 


CONCLUSIONS. 

1 .  Prehminary  packing  of  the  cervix  and  vagina  to  induce  soften- 
ing of  the  cervix  and  stimulate  uterine  contractions  is  usually  un- 
necessary. 

2.  No  packing  is  placed  in  the  cervix  or  vagina  after  emptying  the 
uterus. 

3.  The  injection  of  pituitrin  is  given  after  the  cervix  has  been  di- 
lated, while  the  patient  is  under  an  anesthetic. 

4.  Very  little  blood  is  lost  while  removing  the  placenta  piecemeal. 

5.  The  uterine  cavity  decreases  in  size  as  rapidly  as  its  contents  are 
removed. 

6.  No  hot  irrigations  are  necessary. 

7.  The  total  operation  takes  only  a  few  minutes. 
172^  East  82d  St. 
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A  PRELIMINARY  REPORT  OF  THE  ROUTINE 

WASSERMANN  REACTION  IN  HOSPITAL 

OBSTETRICS.* 

BY 

LEO  J.  J.   COMMISKEY,  M.   D.,   F.   A.   C.   S., 

Brooklyn,  N.  Y. 

The  detection  of  syphilis  in  the  pregnant  woman  is  a  subject  that 
has  been  more  or  less  neglected,  to  the  marked  detriment  especially 
of  the  unborn  infant.  During  the  past  three  and  one-half  years 
it  has  been  my  good  fortune  to  see  the  results  of  the  routine  Wasser- 
mann  as  a  diagnostic  measure.  In  May,  191 2,  the  author  in- 
stituted the  routine  Wassermann  upon  all  women  entering  the  Ob- 
stetrical Department  of  Kings  County  Hospital.  This  was  started 
not  mainly  with  the  idea  of  detecting  syphiUs,  but  mostly  for  the 
protection  of  others;  for  at  this  time  the  hemorrhagic  conditions 
of  the  new-born  were  under  consideration,  and  it  became  necessary, 
at  times,  to  use  whole  blood  from  others  than  the  mothers  of 
the  bleeding  infants  and  this  without  waste  of  time. 

Before  long  it  was  evident  that  positive  reactions  were  being  found 
upon  patients  where  neither  symptoms  nor  previous  history  had  led 
us  to  suspect  syphiHs,  although  we  knew  there  were  some  such  among 
our  patients.  The  continuity  of  this  investigation  could  not  have 
been  satisfactory  but  for  the  kindness  of  Dr.  A.  M.  Judd  who  not 
only  continued  it  upon  his  service  but  added  to  it  by  instituting 
the  same  plan  upon  all  new-born  infants,  the  blood  being  collected 
from  the  cord  at  the  time  of  birth. 

The  diagnosis  of  syphilis  based  upon  (one)  a  single  unsup- 
ported positive  Wassermann  reaction,  especially  when  the  result 
of  one  laboratory  is  open  to  criticism,  Ed.  J.  Keyes,  Jr.,  says,  "I 
would  no  more  accept  the  diagnosis  of  s>^hihs  upon  a  single  un- 
supported finding  of  spirochetae  than  upon  a  single  unsupported 
positive  Wassermann  reaction."  It  has  also  been  said  that  a 
positive  Wassermann  is  but  a  Unk  in  the  chain  of  evidence  toward  the 
diagnosis  of  syphilis.     If  you  will  admit  that  a  single  positive 

*From  the  Obstetrical  Department  of  Kings  County  Hospital,  Brookl3'n' 
N.  Y.,  Dep't.  of  Public  Charities,  N.  Y.  City.  Read  before  the  Brooklyn 
Gynecological  Society,  December  3,  1915. 
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report  is  but  a  link  in  the  chain,  when  the  other  commonly  known 
causes  of  such  a  reaction  can  be  excluded,  then  the  cases  presented 
are  at  least  worthy  of  further  investigation.  Many  of  the  cases 
here  reported  rest  upon  a  single  unsupported  Wassermann  reaction 
and  all  from  one  laboratory,  some  have  had  chnical  evidences  of 
syphilis,  and  others  repeated  positive  reports. 

This  report  is  based  upon  the  execution  of  routine  Wassermann 
tests  in  1822  mothers  and  1074  new-born  infants;  the  larger  number 
of  mothers  being  due  to  the  fact  that  the  women  were  subjected  to 
the  test  eleven  months  earlier  than  the  infants  as  a  routine  and 
also  that  some  women  left  the  institution  undelivered. 

Of  the  mothers  tested,  145  or  8  per  cent,  were  positive,  26  or 
1.4  per  cent,  were  doubtful  and  11  negatives  or  0.6  per  cent,  had 
infants  whose  reactions  were  either  positive  or  doubtful.  Only 
26  or  18  per  cent,  of  these  women  with  positive  reports  gave  any 
history  or  showed  any  signs  of  syphilis;  leaving  119  or  82  per  cent, 
with  positive  reports,  who  showed  neither  clinical  evidence  nor 
gave  a  history  of  the  disease.  From  this  it  can  be  seen  that  many 
cases  would  have  escaped  diagnosis  but  for  the  routine  Wassermann 
reaction.  J.  W.  Williams  states  that  about  75  per  cent,  of  his 
syphilitic  women  are  without  history  or  clinical  evidence  of  the 
disease  and  that  without  the  routine  microscopic  examination  of  the 
placenta  and  the  almost  universal  use  of  postmortem  examinations 
upon  children  who  die  or  are  stillborn,  most  of  the  cases  would  be 
undetected.  Not  contesting  the  latter  statement  in  any  par- 
ticular, can  it  be  considered  that  it  leads  to  a  diagnosis  early  enough 
to  be  of  most  benefit  to  mother  and  child?  It  wovild  seem  that 
Williams  himself  does  not  deem  it  the  best  method  because  in  a 
recent  report  he  says  that  the  routine  Wassermann  in  early  preg- 
nancy is  the  ideal  method. 

Excluding  from  consideration,  for  the  present,  the  26  doubtful 
and  II  negative  cases  mentioned,  let  us  follow  the  positive  mothers 
in  this  series.  In  the  first  place  haK  of  them  were  multiparae  and 
half  primiparae.  Of  the  145  positive  mothers,  33  or  25  per  cent, 
received  treatment  to  a  greater  or  less  extent.  In  examining  the 
previous  histories  of  the  positive  cases,  we  find  that  33  per  cent,  of 
the  multiparae  had  previous  stillbirths,  premature  labors,  mis- 
carriages, or  abortions,  but  this  is  only  3  per  cent,  greater  than  an 
equal  number  of  negative  mothers. 

Now  let  us  see  what  happened  to  the  particular  pregnancy  during 
which  the  women  were  examined;  80  per  cent,  of  them  went  to  full 
term,  75  per  cent,  of  the  untreated  ones  doing  so  and  81  per  cent,  of 
8 
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the  treated  cases,  showing  a  possible  6  per  cent,  gained  by  the  treat- 
ment, which  might  have  been  improved  if  the  treatment  had  been 
more  thorough.  A  percentage  of  nine  plus  had  premature  labor,  7 
per  cent,  of  the  untreated  and  10  per  cent,  of  the  treated,  the  reverse 
seems  to  be  the  case  here.  9  per  cent,  of  the  women  miscarried  an 
equal  percentage  of  treated  and  untreated  cases.  When  it  comes 
to  the  stillbirths,  it  is  seen  that  15  per  cent,  of  these  women  had 
stillborn  infants  and  this  was  found  to  be  true  in  19  per  cent,  of  the 
treated  cases  and  13  per  cent,  of  the  untreated  cases;  seeming  to  show 
a  disadvantage  in  treatment.  But  here  it  must  be  taken  into  con- 
sideration that  practically  all  the  severe  or  active  cases  were  the  ones 
subjected  to  treatment  and  therefore  the  activity  of  the  disease  may 
have  been  the  causative  agent.  As  to  the  relation  of  abortion, 
nothing  can  be  added,  because  the  institution,  in  my  opinion  un- 
wisely, assigns  all  abortions  to  the  Gynecological  Service  but  from 
what  I  can  understand  Dr.  Judd  has  started  the  routine  Wasser- 
mann upon  all  abortions. 

Now  let  us  compare  the  clinical  course  of  the  145  Wassermann 
positive  mothers  with  an  approximately  equal  number  (200)  con- 
secutive cases  in  which  the  mother  and  child  were  negative. 
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1.  Mothers  going  to  full  term,  positive,  80  per  cent.;  negative  82  per  cent. 

2.  Mothers  having  premature  labor,  positive,  10  per  cent. ;  negative,  1 1  per  cei 

3.  Mothers  having  miscarriages,  positive,  9  per  cent.;  negative,  6  per  cent. 

4.  Mothers  having  had  premature  labors,  miscarriages,  or  stillbirths,  positiv 
33  per  cent.;  negative,  30  per  cent. 

These  figures  would  seem  to  indicate  that  there  was  little  effect 
upon  the  pregnancy  except  in  the  production  of  an  increased  number 
of  stillbirths. 

One  interesting  occurrence  was  a  positive  Wassermann  in  each 
of  three  (3)  cases  of  toxemia  of  pregnancy,  although  the  reading  was 
never  higher  than  two  plus.  Two  of  the  cases  died  and  the  surviving 
one  I  have  been  unable  to  trace,  so  that  the  previous  finding  can 
neither  be  affirmed  nor  denied. 

It  should  be  of  interest  to  follow  up  these  positive  mothers,  a 
difficult  task  in  this  country  and  especially  with  the  class  of  patients 
here  dealt  with;  to  date  I  have  been  able  to  see  twenty-eight  cases 
only.  In  this  series  the  mothers  were  either  positive,  doubtful,  or 
negative  with  doubtful  or  positive  children.  Twenty-six  (26) 
of  these  were  again  tested,  and  two  (2)  refused.  The  results  were  as 
follows : 
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IS  of  the  former  positive  cases,  again  tested  returned  positive. 

1  of  the  former  positive  cases,  again  tested  returned  doubtful. 
6  of  the  former  positive  cases,  again  tested  returned  negative. 

2  of  the  former  doubtful  cases,  again  tested  returned  doubtful. 
I  of  the  former  doubtful  cases,  again  tested  returned  negative. 
I  of  the  former  negative  cases,  again  tested  returned  positive. 

These  tests  were  made  anywhere  from  two  to  twenty-five  months 
after  delivery,  and  it  was  usual  for  the  positive  reports  to  show  a  lower 
reading  than  during  pregnancy,  which  is  in  accord  with  the  idea 
that  the  hypercholesteremia  normally  present  during  pregnancy  will 
increase  the  reading  of  the  Wassermann  and  does  not  necessarily 
mean  the  disease  is  more  active.  Examining  again  only  the  posi- 
tive cases,  the  second  report  would  seem  to  indicate  that  but  68  per 
cent,  of  my  previous  reports  were  good  evidence,  but  again  this  re- 
examination was  based  upon  only  one  report  and  as  yet  is  inconclu- 
sive regarding  the  negative  returns.  The  32  per  cent,  contradictory 
reports  include  one  former  positive  returned  doubtful  whose  history 
was  very  suggestive  but  not  conclusive,  and  reexamination  upon  her 
child  was  refused.  Also  one  case  where  the  husband  had  a  positive 
reaction  before  impregnation  and  the  mother  was  positive  before 
delivery;  the  husband  is  still  positive,  but  the  mother  together  with 
her  five  months'  old  infant  is  negative,  yet  the  child  has  had  a  rash 
diagnosed  by  the  Dermatological  Service  as  syphilis. 

In  the  case  oi  the  infant  the  diagnosis  rested  upon  the  mother's 
reaction  or  its  own,  frequently  unsupported  by  clinical  evidence,  but 
it  is  hoped  that  additional  data  may  be  supplied  in  some  of  these 
cases  by  the  further  examination  of  the  placentae  and  the  autopsies 
upon  the  stillborn  infants  and  those  dying  in  the  hospital.  At 
present  there  are  twenty-one  autopsies  under  consideration,  and  699 
placentae  from  consecutive  cases  have  been  collected,  but  the  ex- 
aminations are  yet  incomplete. 

From  our  present  knowledge,  we  must  admit  that  syphiUs  is 
transmissible  to  the  offspring  only  by  the  mother  and  through 
the  placenta  or  its  predecessor,  the  chorion;  also  that  Colle's  and 
Profeta's  laws  are  no  longer  tenable.  The  presence  of  the  trepo- 
nema  pallidum  in  the  placental  tissue  has  been  demonstrated 
upon  various  occasions,  but  in  most  instances  is  looked  for  in  vain; 
again,  the  spirochaetae  have  been  found  in  the  tissues  of  dead  infants, 
especially  those  stillborn.  J.  Trinchese  states  that  "Until  about 
the  eighth  month  the  fetus  does  not  generate  immunizing  sub- 
stances, that  the  blood  is  Wassermann  negative  even  if  swarming 
with  treponema  and  the  mother  has  a  positive  Wassermann;   that 
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during  the  eighth  and  ninth  months  it  may  begin  to  present  weak  and 
inconstant  Wassermann  reactions."  In  this  connection  it  is  inter- 
esting to  record  that  one  of  my  cases  miscarried  at  the  sixth  month 
of  gestation;  there  were  treponema  demonstrated  in  its  placenta, 
cord,  hver,  heart  and  kidneys  and  it  had  a  4  plus  Wassermann 
reaction. 

Abner  Post  reports  results  in  30  syphilitic  families,  in  which  there 
were  168  pregnancies;  53  were  stillborn  or  miscarried  and  44  died 
early  deaths,  a  total  of  97  or  57  per  cent,  lost;  38  per  cent,  of  the 
children  born  alive  are  dead  and  only  39  or  23  per  cent,  are  alive 
and  presumably  healthy.  The  chief  attributed  cause  in  86  fatal 
cases  in  syphiUtic  families,  according  to  the  mother,  were  cholera 
infantum  25  cases  and  marasmus  27  cases. 

Regarding  the  1074  routine  Wassermanns  upon  new-born  in- 
fants, we  had  returned  33  or  3.2  per  cent,  positive.  The  145  positive 
mothers  had  25  or  17  per  cent,  positive  children;  this  finding  agrees 
with  that  of  J.  Trinchese  that  the  Wassermann  is  irregular  and  in- 
constant during  late  gestation.  E.  Meyer  says  that  "of  37 
syphilitic  women  given  adequate  treatment  during  pregnancy  with 
"606,"  86  per  cent,  of  the  children  were  alive  ten  days  after  birth, 
and  that  15.8  per  cent,  of  them  had  positive  Wassermanns.  Of 
my  series  of  children  of  positive  mothers,  84  per  cent,  plus  of  those 
born  alive  left  the  hospital  alive  at  the  end  of  ten  days  and 
1 5  per  cent,  died  in  the  hospital,  and  I  know  of  two  additional  cases 
dying  after  discharge.  If  we  compare  these  results  with  those  of 
200  consecutive  live-born  infants  in  which  both  mother  and  child 
gave  negative  reactions,  we  find  96.5  per  cent,  of  the  latter  leaving 
the  hospital  alive  and  3.5  per  cent,  dying  in  the  institution;  from 
this  it  would  seem  that  the  death  rate  during  the  first  ten  days  of 
life  is  much  higher  in  children  of  positive  mothers  than  in  the  case 
of  infants  of  negative  mothers. 

Twelve  (12)  children  were  reexamined  and  tested;  eight  former 
negative  children  of  positive  or  doubtful  mothers  remained  negative 
from  two  to  twenty-five  months  after  birth;  one  previously  i  plus 
and  two  4  plus  children  returned  negative,  and  one  former  3  plus 
infant  had  mucous  patches  at  the  age  of  three  months,  and  the 
reaction  was  4  plus.  Judging  from  these  few  cases  it  would  seem 
that  the  Wassermann  reaction  in  early  life  is  irregular,  but  generally 
negative  irrespective  of  the  mother's  reaction,  and  may  remain  so 
for  years.  May  I  cite  two  instances  where  this  seems  to  be  the  case. 
In  one  case  both  father  and  mother  were  4  plus  in  April,  19 13;  the 
mother  had  two- thirds  of  a  dose  of  neosalvarsan;  the  baby  born  a 
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month  later  had  a  negative  reaction;  the  whole  family  were  Wasser- 
mannized  in  July,  1915,  with  the  following  results:  father  4 
plus,  mother  i  plus,  a  five-year-old  child  negative,  and  the  former 
new-born,  now  twenty-five  months  old,  still  negative.  The  other 
case  was  a  mother  twice  4  plus  who  up  to  February,  1914,  had 
had  ten  full-term  children  and  no  miscarriages.  In  March,  1914, 
her  infant  born  in  the  hospital  weighed  10  pounds,  9  ounces  and  had  a 
negative  reaction.  She  returned  to  me  in  July,  191 5,  again  pregnant, 
with  a  4  plus  Wassermann,  was  delivered  in  August,  191 5,  of  a 
live  infant,  weight  8  pounds  10  ounces,  which  had  a  negative  reac- 
tion, as  did  the  previous  new-born  now  seventeen  months  old. 
Negative  reports  were  also  obtained  upon  two  other  of  her  children, 
six  and  eleven  years  old  respectively. 

CONCLUSIONS. 

1.  The  routine  Wassermann  is  the  ideal  method  for  the  detection 
of  syphilis  in  the  pregnant  woman,  or  as  near  the  ideal  as  our  present 
knowledge  will  permit. 

2.  From  this  comparatively  small  number  of  cases  it  would  seem 
that  syphilis  has  but  slight  influence  upon  the  length  of  gestation, 
but  does  seem  to  produce  a  much  higher  percentage  of  stillborn 
infants. 

3.  That  the  use  of  blood  or  serum  from  the  umbilical  cord,  for 
the  treatment  of  others,  is  unwise  and  dangerous,  without  the 
Wassermann  being  done  upon  both  fetal  and  maternal  bloods. 

4.  That  the  death  rate  among  children  of  Wassermann  positive 
mothers  is  four  times  as  great  during  the  first  ten  days  of  life  as 
in  the  case  of  children  where  both  mother  and  child  are  negative. 

180  Sixth  Avenue. 


PRELIMINARY  REPORT  OF  A  CASE  OF  EXTROPHY  OF 
THE  BLADDER.* 

BY 

LEON  A.  MARTEL,  M.  D., 

Washington,  D.  C. 

Mary  K.,  white,  female,  nineteen  years  old.  Referred  to  my 
service  at  the  Washington  Asylum  Hospital  in  June,  1914. 

Examination  of  lower  abdomen  disclosed  an  inflamed  area  about 
the  size  of  a  silver  dollar,  covered  in  part  by  mucous  membrane  but 
composed  mostly  of  what  appeared  to  be  cicatricial  tissue.     Within 

*Read  before  a  meeting  of  the  Washington  Obstetrical  and  Gynecological 
Society,  December  10,  1915. 
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this  area  about  i  inch  apart  were  two  funnel-shaped  depressions 
about  I  inch  in  diameter,  representing  the  right  and  left  ureteral 
orifices,  through  which  there  was  a  continuous  flow  of  urine.  Sur- 
rounding this  space  was  a  zone  of  scar  tissue  about  one-half  of  an 
inch  wide,  in  which  could  be  seen  many  blood-vessels  radiating  out- 
ward like  the  spokes  of  a  wheel.  There  was  no  umbilicus.  The 
lower  abdomen  was  inflamed  and  excoriated.  The  vagina  was  barely 
large  enough  to  admit  an  instrument  the  size  of  a  lead  pencil  and 
about  2  inches  deep.  According  to  the  history,  the  menstrual 
flow  was  irregular,  lasting  two  to  three  days.  On  rectal  examination 
the  uterus  was  found  to  be  small  and  in  good  position.  The  urethra 
and  clitoris  were  entirely  absent,  and  although  no  symphysis  pubis 
could  be  felt  there  was  a  tough  fibrous  band  extending  from  one 
ilium  to  the  other.  The  symphysis  pubis  was  later  shown  to  be 
absent  by  a:-ray  examination.  The  recti  muscles  and  abdominal 
fascia  were  entirely  absent  from  a  triangular  area  whose  apex  was 
approximately  in  the  region  of  the  umbilicus,  the  base  corresponding 
to  the  upper  margin  of  the  fibrous  band  which  represented  the  sym- 
physis. This  anomaly  permitted  a  ventral  hernia  on  standing  or 
exertion,  about  the  size  of  a  man's  closed  fist,  which  contained  be- 
sides loops  of  intestine,  the  uterus,  the  lower  ends  of  both  ureters, 
and  the  upper  end  of  the  vagina.  Its  outer  coat  was  composed  of 
mucous  membrane  of  the  bladder,  which  seemed  to  be  very  much 
stretched  and  thinned  out  in  places.  The  ureters  ran  downward 
and  backward  curving  slightly  around  the  vagina.  This  was  de- 
termined by  introducing  a  probe  into  the  orifice  on  both  sides,  with 
one  finger  in  the  rectum. 

The  patient  was  well  nourished  and  aside  from  the  malformation, 
the  irritation  caused  from  the  continuous  flow  of  urine  and  period- 
ical attacks  of  severe  pain  in  the  right  inguinal  region,  she  was  in 
comparatively  good  health. 

She  had  consulted  many  clinics  in  Europe  and  also  in  this  country 
and  had  been  advised  in  each  instance  against  operation,  because 
it  was  explained  there  was  much  danger  of  kidney  infection,  which 
might  prove  fatal  later  on.  My  advise  at  this  time  was  also  against 
operation. 

In  May,  191 5,  she  was  again  under  my  care  and  requested  opera- 
tion. Again  I  advised  against  it,  emphasizing  the  fact  that  while 
the  operation  might  be  done  successfully  and  temporary  relief  ob- 
tained by  transplanting  a  section  of  the  bladder  containing  the 
ureteral  ends  into  the  rectum  or  sigmoid  flexure,  still  there  was  great 
danger  of  jeopardizing  her  life  from  complications  in  the  near  future. 

She  then  suggested  that  I  do  some  other  kind  of  operation  which 
I  promised  to  think  about,  with  the  result  that  after  experimenting 
with  many  phantom  bladders  made  out  of  chamois  and  rubber,  to 
give  me  an  idea  as  to  the  amount  of  tissue  available  as  well  as  placing 
the  line  of  sutures  to  the  best  advantage,  I  decided  to  attempt  a 
four-stage  operation,  each  step  to  depend  directly  upon  the  complete 
success  of  the  one  preceding.  The  first  step  was  to  be  the  key  to 
the  entire  situation.     This  I  contended  would  be  a  comparatively 
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simple  procedure  and  could  be  done  quickly  without  serious  consti- 
tutional strain  and  little  or  no  danger  to  the  life  of  the  patient.  This 
failing  we  would  abandon  further  attempts  and  leave  her  no  worse 
because  of  her  experience. 

In  June,  191 5,  the  operation  was  undertaken.  A  circular  incision 
through  the  skin  and  fat  down  to  the  fascia  along  the  outside  margin 
of  the  zone  of  scar  tissue  was  made.  A  flap  was  then  dissected  along 
the  fascia  from  above  downward  and  from  the  sides  inward  until 
we  got  within  one-quarter  of  an  inch  of  the  exit  of  the  ureters,  being 
careful  all  around  to  preserve  the  blood  supply  as  much  as  possible. 
About  half  of  the  space  left  open  by  the  absence  of  the  fascia  was 
closed  by  freshening  its  edges  and  suturing  in  the  median  line.  The 
bladder  flaps  were  then  brought  together  by  two  rows  of  sutures  en- 
closing the  ureteral  openings.  The  lower  part  of  the  sac  thus 
formed  was  gradually  tapered  in  such  a  way  as  to  form  a  small 
tubular  opening  about  one-fourth  of  an  inch  in  diameter,  to  act  as 
an  outlet  for  the  urine.  It  seemed  at  this  time  that  it  would  be 
better  to  combine  the  various  steps  at  one  operation  instead  of  fol- 
lowing the  original  plans.  A  new  opening  was  made  just  inside  of 
the  vaginal  outlet  passing  beneath  the  fibrous  band  or  symphysis 
emerging  on  the  anterior  abdominal  wall  just  below  the  newly  formed 
bladder.  Sutures  were  then  placed  in  the  margin  of  the  narrow  end 
of  the  bladder  which  was  drawn  through  the  opening  and  sutured 
to  its  vaginal  margin. 

A  rubber  tube  was  then  placed  through  the  vagina  up  into  the 
bladder  and  held  in  place  by  silkworm  sutures  in  the  perineum. 
The  bladder  was  then  buried  by  closing  the  fat  and  skin  in  the 
median  line  with  silkworm-gut  sutures. 

Nothing  further  was  done  at  this  time  as  we  felt  that  we  would  be 
fortunate  if  the  flow  of  urine  could  be  diverted  from  the  abdominal 
wall  to  the  perineum.  This  would  do  away  with  the  constant  rub- 
bing of  the  clothing  over  a  raw  surface  as  well  as  prevent  the  dis- 
agreeable effect  of  the  scalding  urine,  with  considerable  relief  to  the 
patient. 

Twenty-four  hours  after  the  operation  she  was  quite  comfortable 
and  passed  from  40  to  50  ounces  of  urine  through  the  tube  daily 
for  eight  days  without  any  other  leakage.  On  the  ninth  day  a  con- 
siderable amount  of  mucus  was  noticed  passing  through  the  tube, 
this  seemed  to  interfere  at  times  with  the  flow  of  urine,  requiring 
suction  by  the  means  of  a  glass  syringe  to  clear  the  tube.  During 
this  day  the  temperature  and  pulse  remained  normal  but  there  were 
several  slight  attacks  of  pain  in  the  right  side.  That  night  the  pulse 
arose  to  120  and  the  temperature  to  104.  There  was  severe  pain 
over  the  lower  abdomen  which  lasted  about  two  hours  when  sud- 
denly she  felt  something  give  away  and  immediate  relief  followed. 

On  the  morning  of  the  tenth  day  I  found  the  pulse  and  temperature 
normal  and  the  rubber  tube  in  the  bed.  The  upper  third  of  the 
abdominal  wall  had  given  away  under  the  strain,  allowing  a  con- 
siderable amount  of  mucus  to  escape. 

A  large-sized  rubber  catheter,  fenestrated,  was  passed  into  the  ab- 
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dominal  opening  through  the  bladder  and  vagina  by  means  of  which 
boric-acid  irrigations  were  given  several  times  daily.  This  was 
necessary  because  of  the  great  amount  of  mucus  which  appearecJ 
to  come  from  the  lower  end  of  the  ureters  and  the  base  of  the  bladder. 

Patient  was  kept  in  bed  for  two  months  in  order  to  prevent  severe 
strain  on  the  wound,  during  this  time  many  mechanical  contrivances 
were  employed  in  the  endeavor  to  prevent  bulging  and  hasten  the 
closure. 

As  we  see  the  patient  to-day  we  find  that  the  lower  half  of  the 
abdominal  wound  has  closed  over  entirely,  and  is  covered  by  healthy 
skin.  There  are  no  raw  surfaces  to  be  found  anywhere.  We  find 
a  circular  opening  at  the  upper  part  of  the  wound  about  three- 
quarters  of  an  inch  in  diameter,  through  which  because  of  the  absence 
of  abdominal  fascia,  the  posterior  bladder  wall  which  appears  to  be 
perfectly  healthy,  protrudes  slightly  on  exertion,  showing  that  we 
were  successful  in  closing  the  greater  part  of  the  original  space  which 
was  caused  by  the  absence  of  fascia. 

There  is  a  canal  between  the  bladder  and  the  vagina  over  one- 
quarter  of  an  inch  in  diameter  which  is  lined  throughout  with  what 
seems  to  be  healthy  mucous  membrane.  Most  of  the  urine  passes 
through  this  canal  but  there  is  still  a  small  amount  which  escapes 
through  the  abdominal  opening. 

The  finger  can  be  passed  through  the  abdominal  wall  into  the 
bladder  to  the  extent  of  over  2  inches  ^\^thout  causing  pain,  show- 
ing that  we  have  formed  a  substantial  bladder-sac,  capable  of  hold- 
ing more  than  2  ounces  of  urine,  without  distention  or  an  attempt 
at  dilatation. 

I  believe  it  is  reasonable  to  assume  that  the  bladder  can  be  dis- 
sected from  the  margin  of  the  abdominal  wound  and  fascia,  and  its 
edges  sutured  together  successfully,  since  we  have  established  a 
permanent  opening  from  below  which  will  drain  off  the  urine  as  it 
flows  into  the  bladder.  The  fascia  and  skin  could  then  be  cut  in 
such  a  way  as  to  relieve  tension  and  then  be  closed  in  the  median 
line.  In  this  way  the  entire  bladder  might  be  buried  beneath  the 
fascia  and  the  tendency  to  ventral  hernia  overcome. 

Although  we  realize  that  much  has  yet  to  be  done  in  the  way  of 
establishing  a  reservoir  for  the  urine  and  possibly  something  in  the 
line  of  a  sphincter  muscle  for  control  of  the  urine  developed,  still 
we  feel  that  we  have  accomplished  something  in  this  case,  if  for  no 
other  reason  than  that  we  have  replaced  the  raw  excoriated  mucous 
membrane  on  the  abdomen  by  good  healthy  skin,  formed  a  bladder 
which  will  hold  more  than  2  ounces  of  urine,  established  a  perma- 
nent tubular  opening  between  the  bladder  and  the  vagina  and  re- 
duced the  ventral  hernia  from  one  the  size  of  a  man's  fist  to  a  slight 
bulging  on  exertion  the  size  of  a  thimble. 

1339  Connecticut  Avenue. 
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HOW  MAY  WE  MAKE  LABOR  MORE  COMFORTABLE?* 

BY 
GREER  BAUGHMAN,  M.  D., 

Professor  of  Obstetrics,  Medical  College  of  Virginia;  Visiting  Obstetrician  to  Stuart  Circle 

Hospital;  Member  of  the  American  Obstetrical  and  Gynecological  Association;  the 

Southern  Svirgical  and  Gynecological  Association,  Etc., 

Richmond,  Virginia. 

If  the  discussion  of  Twilight  Sleep  in  the  public  press  has  done 
nothing  more,  it  has  brought  to  the  attention  of  doctors  the  necessity 
of  treating  women  during  delivery  as  human  beings. 

If  pain  were  eliminated  from  the  world  the  medical  profession 
would  pass  with  it,  because  it  is  pain  in  its  broadest  sense  that  makes 
our  patients  come  to  us — either  the  pain  they  are  then  suffering  or 
the  pain  they  are  afraid  they  will  suffer. 

Pain,  according  to  Crile,  is  a  phenomenon  of  motor  stimulation, 
the  principal  role  of  which  is  protection  of  the  individual  against 
the  gross  and  microscopic  enemies  of  his  environment. 

The  site  of  pain  is  most  probably  the  brain  cells  and  is  produced 
by  the  rapid  discharge  of  energy  in  those  cells.  Pain  receptors  are 
scattered  around  the  body  in  various  places  principally  in  the  skin 
and  the  hollow  organs. 

The  reason  why  the  aged,  the  very  young  and  the  subjects  of 
general  paresis  show  but  few  symptoms  of  disease  and  pain  is  that 
in  senility  and  general  paresis  the  brain  is  deteriorated,  while  in 
infancy  the  brain  is  so  undeveloped  that  the  mechanism  of  the  asso- 
ciation is  inactive. 

Crile  has  shown  experimentally  that  such  things  as  emotion,  pain, 
fright,  etc.,  cause  a  very  definite  and  similar  change  in  the  ganglion 
cells  of  the  brain.  He  has  further  demonstrated  that  even  under 
inhalation  anesthesia  we  are  sensitive  to  pain  in  spite  of  the  fact 
that  we  may  be  unconscious. 

Every  impression  that  one  receives  in  pain,  shock,  etc.,  makes  a 
permanent  impression  upon  the  brain.  If  this  were  not  true  we 
would  not  be  inclined  to  protect  ourselves  against  a  similar  occur- 
rence in  the  future. 

*  Read  before  the  Medical  Society  of  Virginia,  October  26-29,  iQ^S.  Rich- 
mond, Virginia. 
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The  pregnant  woman  who  is  doing  well  has  an  increased  thyroid 
secretion.  The  presence  of  this  mild  physiological  hyperthyroidism 
makes  her  more  sensitive  to  pain  than  when  not  pregnant. 

In  primiparae  we  are  dealing  with  women  who  are  hypersensi- 
tized  to  pain  and  who  are  approaching  twenty -four  hours  of  the  most 
severe  suffering  they  have  ever  known  in  their  lives.  Further  than 
that,  they  have  had  nine  months'  time  in  which  to  learn  from  their 
fellow  sufferers  the  horrors  of  child-bearing.  They  have  had  three 
or  four  months  of  nausea  and  three  or  four  months  of  embarrassment 
and  separation  from  their  usual  avocation  because  of  their  condition. 

The  first  method  of  making  the  woman  more  comfortable  is  to 
have  her  perfect  confidence.  This  can  be  gained  only  by  first  being 
an  intelligent  and  scientific  accoucheur  and  then  by  transmitting 
this  knowledge  of  ability  in  a  pleasant  way  to  the  patient. 

Frequent  visits  to  the  office  are  advisable.  During  these  visits 
a  careful  and  painstaking  inquiry  as  to  the  patient's  health,  correc- 
tion of  her  ailments,  however  small  they  may  be,  careful  analysis 
of  her  urine,  observation  of  her  weight,  arterial  tension,  etc.,  and 
encouragement  is  the  best  way  to  build  up  confidence. 

A  sympathetic,  but  firm  handling  of  the  case  at  the  time  of  deliv- 
ery will  cause  a  continuation  of  this  confidence,  which  to  my  mind 
is  one  of  the  most  important  things  in  making  these  women  more 
comfortable.  There  are  some  men  that  depend  upon  this  method 
entirely.  While  it  will  act  in  a  few  cases  and  while  it  helps  im- 
mensely in  all  cases,  I  do  not  believe  that  we  should  limit  our 
endeavors  to  this  plan  alone. 

The  drugs  that  experience  has  taught  me  to  depend  upon  in  help- 
ing to  alleviate  suffering  are  chloral,  morphine,  sodium  bromide ;  and 
'twilight  sleep"  in  the  first  stage  and  chloroform  and  ether  in  the 
second  stage. 

Let  us  first  differentiate  the  patients  into  those  who  in  the  first 
stage  need  chloral,  morphine,  sodium  bromide  or  a  combination  of 
these  and  those  who  would  need  "twilight  sleep." 

The  selection  of  the  cases  for  "twilight  sleep"  is  differentiated  from 
the  chloral,  morphine,  sodium  bromide  method  by  several  points. 
I  use  twilight  sleep  only  in  those  cases  where  both  the  woman  and  her 
husband  have  weighed  the  advantages  and  disadvantages  and  have 
decided  that  they  want  "twilight  sleep"  tried. 

I  make  the  suggestion  of  "twilight  sleep"  only  to  those  women  who 
are  extremely  nervous  and  who  are  approaching  their  delivery  with 
an  abnormal  amount  of  apprehension.  Even  in  these  cases  I  will 
not  give  "twilight  sleep"  where  I  believe  that  the  delay  of  two  hours 
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will  make  a  serious  difference  in  the  chance  of  the  baby  or  the 
mother. 

In  the  class  of  cases  in  which  we  use  chloral,  morphine,  or  sodium 
bromide-morphine,  we  wait  until  the  cases  are  well  in  labor. 

It  is  advisable  not  to  use  any  sort  of  quieter  except  moral  suasion 
until  the  cervix  has  begun  to  thin  out  well  and  is  about  the  size  of  a 
silver  quarter. 

After  an  effectual  soapsuds  enema  we  give  20  grains  of  chloral 
hydrate  in  solution  by  bowel. 

Chloral  is  contraindicated  where  chloroform  would  be  contraindi- 
cated  as  in  the  cases  of  toxemia  where  the  chloral  or  chloroform 
poisoning  might  produce  a  condition  similar  to  acute  yellow  atrophy 
of  the  liver.  I  find,  however,  that  patients  quiet  down  better  with 
chloral  than  with  sodium  bromide.  I  repeat  10  or  20  grains  of 
chloral  in  four  to  six  hours  by  bowel  as  it  is  indicated. 

When  chloral  is  not  indicated  on  account  of  threatened  eclampsia 
I  use  sodium  bromide  20  grains  in  solution  by  bowel. 

Both  chloral  and  bromide  act  more  efficiently  by  bowel  than  by 
mouth. 

Where  I  want  a  more  quieting  effect  I  give  an  eighth  of  a  grain  of 
morphia  in  addition  to  either  the  chloral  or  bromide. 

Chloral,  bromide  or  morphia  should  not  be  given  within  an  hour 
before  the  baby  is  born. 

It  is  distinctly  not  a  second-stage  treatment. 

The  women  usually  suffer  very  acute  pain  when  the  head  is  passing 
through  the  cervix.  At  this  time  I  usually  give  them  a  few  whiffs  of 
ether  or  chloroform.  I  use  ether  and  chloroform  interchangeably  in 
the  second  stage,  but  in  all  cases  of  threatened  eclampsia  I  believe 
ether  is  indicated. 

These  patients  respond  more  promptly  to  chloroform  and  the 
nausea  is  certainly  less  than  from  ether,  and  in  cases  where  the  liver 
and  kidneys  are  in  good  condition  I  see  no  reason  why  chloroform 
may  not  be  used. 

When  the  head  is  passing  over  the  perineum  I  always  give  ether 
or  chloroform,  according  to  its  indication,  unless  there  is  an  absolute 
contraindication  on  the  part  of  the  mother. 

As  the  baby  is  about  to  be  born  I  push  the  anesthetic  from 
obstetrical  anesthesia  to  operative  anesthesia. 

Summary. — First,  some  method  of  obtunding  pain  should  be  used 
during  delivery,  because  the  experiencing  of  severe  pain  is  not  neces- 
sary to  a  safe  delivery  and  because  severe  pain  makes  a  pathological 
change  in  the  brain  cells. 
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Second,  implicit  confidence  in  the  physician  is  the  most  important 
comforter  of  all. 

Third,  do  not  begin  treatment  too  soon.  Wait  until  the  cervk 
has  dilated  to  at  least  the  size  of  a  quarter  and  well  thinned  out. 

Fourth,  chloral  alone  or  combined  with  morphia  or  sodium  brom- 
ide alone  or  combined  with  morphia  makes  an  efficient  comforter  in 
a  large  number  of  cases.  There  are  certain  cases,  however,  that 
demand  "twilight  sleep"  when  a  hospital  is  available  in  which  it  can 
be  administered. 

Fifth,  during  the  acute  pain  of  passing  of  the  presenting  part 
through  the  cervix  and  the  passing  of  the  presenting  part  over  the 
perineum,  chloroform  and  ether  gas  or  anesthesia  is  indicated. 
Twenty-six  North  Laurel  Street. 
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Meeting  of  December  14,  1915,  the  President,  Dougal  Bissell,  M.  D., 

in  the  Chair. 

Dr.    Frederick    Montgomery   (by  invitation)    presented   his 

etherometer,  an  apparatus  for  the  mechanical  administra- 
tion OF  an  anesthetic. 

Dr.  Hermann  Grad,  in  opening  the  discussion,  said:  "I  wish 
to  say  that  I  have  seen  this  method  used  by  the  doctor  at  the 
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hospital  and  it  does  everything  he  says.  It  is  clean  and  certainly 
measures  the  drops  accurately  and  is  a  very  admirable  apparatus." 

Dr.  John  O.  Polak,  said:  "We  have  been  using  this  apparatus 
for  about  three  months  and  find  that  it  does  practically  everything 
Dr.  Montgomery  said. 

"On  first  using  the  open  mask  we  thought  we  used  more  ether 
than  by  the  straight  drop  method,  but  since  using  the  closed  mask 
with  the  rubber  rebreathing  bag  it  has  diminished  the  amount  of 
ether,  and  the  anesthesia  has  been  very  much  better. 

"I  think  in  using  that  that  a  stronger  advocacy  should  be  placed 
on  the  rebreathing  proposition  with  that  very  accurate  control  of 
the  amount  of  ether  used." 

Dr.  LeRoy  Broun,  said:  "I  also  wish  to  heartily  endorse  this 
apparatus  of  Dr.  Montgomery's.  I  w^atched  him  using  it  at  the 
Woman's  Hospital  for  a  good  many  months  and  I  think  it  is  ad- 
mirable. It  is  most  useful  to  the  man  who  is  not  accustomed  to 
giving  anesthesia  and  it  looks  to  me  as  though  it  is  one  of  the  best 
additions  that  we  have  to  anesthetic  paraphernalia,  especially 
in  the  outlying  districts  and  small  towns  where  men  are  not  ac- 
customed to  giving  anesthesia  and  the  operator  has  to  call  in 
someone  who  is  not  trained  in  this  line  and  patients  have  doubt 
as  to  the  anesthetic.  I  know  of  several  instances  where  men  who 
have  come  to  my  operations  and  have  seen  it  and  watched  it  and 
other  men  in  their  towns  have  seen  it  and  sent  for  it  and  are  very 
much  pleased  indeed,  and  they  made  the  statement  to  me  that  they 
now  feel  they  can  operate  in  comfort  where  before  they  had  no 
assurance  as  to  the  condition  of  their  patients." 

Dr.  Herman  Grad  presented  a  specimen  showing 

uterine  fibroids  complicated  by  pregnancy. 

Mrs.  T.,  aged  forty-four,  presented  herself  with  the  following 
symptoms.  For  the  past  two  months  she  has  noticed  an  enlarge- 
ment in  her  abdomen  of  which  she  was  not  conscious  before.  Her 
last  menstruation  was  two  months  ago  but  she  had  been  some- 
what irregular  for  the  past  three  months. 

Examination  of  chest  was  negative  and  on  palpating  the  abdomen, 
a  neoplastic  mass  was  palpable  on  her  left  side,  reaching  up  to  the 
umbilicus.  It  was  elongated,  smooth,  somewhat  firm  and  sensitive 
to  the  touch.  Bimanually  this  mass  appeared  to  be  a  greatly 
enlarged  uterus  which  was  somewhat  tender  to  the  touch.  The 
cervix  was  lacerated  and  on  inspection,  it  was  found  bluish  in  color. 
The  patient  had  some  nausea  but  not  to  an  excessive  degree.  She 
was,  however,  conscious  of  a  distress  in  her  abdomen  and  some  pelvic 
pain.  Considering  the  fact  that  her  last  menstruation  was  only 
two  months  ago,  it  was  quite  evident  that  this  mass  in  the  uterus 
must  be  a  neoplastic  and  not  a  pregnant  uterus  alone. 

In  view  of  the  fact  that  she  had  no  pregnancies  in  nine  years, 
that  there  was  a  large  fibered  tumor  present  and  that  this  was 
complicated  by  a  two  months'  pregnancy,  the  patient  was  advised 
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to  submit  to  an  operation  for  the  removal  of  the  tumor  and  the 
product  of  conception. 

The  specimen  shown  was  opened  immediately  after  operation. 
The  amniotic  sac  was  unopened,  and  the  fetus  floated  freely  in  it. 

Clinically,  the  cases  of  pregnancy  and  fibroids  of  the  uterus 
divide  themselves  into  two  main  groups.  First,  cases  of  pregnancy 
with  large  fibroids,  like  the  specimen  and  cases  of  pregnancy  with 
neoplasms  few  in  number,  the  tumors  being  mostly  subserous  or 
pedunculated.  For  the  purpose  of  therapeutic  application  I  have  des- 
ignated these  cases  as  follows.  Thfe  first  group  I  call  fibroids  of 
the  uterus  complicated  by  pregnancy,  while  the  second  group  I  con- 
trast by  the  designation  of  pregnancy  complicated  by  fibroids.  This 
latter  group  does  not  have  the  seriousness  of  the  former  as  far  as  the 
health  and  life  of  the  patient  is  concerned.  The  first  group  I  con- 
sider very  serious  in  nature  because  in  this  class  of  cases  the  tumor 
is  an  important  consideration,  the  pregnancy  inaugurates  a  harmful 
factor  and  complicates  a  comparatively  benign  condition.  The 
uterus,  which  has  been  the  seat  of  neoplasms  for  a  long  time,  as  it  were, 
accommodated  itself  to  the  benign  growths.  Its  function  as  an  or- 
gan of  reproduction,  however,  seems  to  have  been  lost.  Pregnancy 
in  an  organ  greatly  damaged  by  fibroids,  never  goes  to  a  full  term. 
The  patient's  health  is  undermined  early  in  pregnancy  in  many  cases, 
and  life  is  jeopardized  by  the  gestation. 

Susserot  shows  a  mortality  of  55  per  cent,  in  147  cases  in  this 
class  of  patients  and  Pozzi  shows  as  high  a  mortality  as  53  per  cent. 
The  seriousness  of  this  class  of  cases  does  not  arise  from  the  fact  that 
the  pregnancy  is  terminated  early,  but  because  the  pregnancy 
brings  about  pathological  changes  in  the  neoplasm.  These  patho- 
logical changes  in  the  growths  are  mostly  of  the  nature  of  gangrene. 
The  tissue  changes  are  not  only  microscopic  but  macroscopic  and 
the  gangrenous  process  may  not  be  confined  to  the  neoplasms  them- 
selves, but  involve  also  the  endometrium.  It  is  not  unusual  for 
the  gross  specimen  to  show  large  tracts  of  necrosis  in  the  endo- 
metrium as  well  as  serious  circulatory  changes  in  the  neoplasms 
themselves.  The  case  reported  here  illustrates  the  clinical  history 
of  this  class  of  cases.  This  class  of  cases  occur  usually  in  women 
advanced  in  life,  who  have  been  sterile  for  many  years,  finding 
themselves  missing  one  or  two  menstrual  periods.  A  bimanual 
examination  discloses  a  large  uterus,  multiple  fibroids  and  a  preg- 
nancy. The  question  arises  now,  whether  the  case  is  one  of  fibroids 
complicated  by  pregnancy  or  whether  it  is  a  pregnancy  complicated 
by  fibroids.  If  it  is  the  latter  condition,  the  treatment  is  nonsurgical, 
but  if  it  is  the  former,  the  treatment  is  surgical  entirely.  A  case 
of  this  type  calls  for  clean  surgical  extirpation  of  the  uterus  and  the 
product  of  conception.  It  is  the  safest  therapeutic  procedure  for 
the  patient,  safer  than  procrastination  or  palHative  measures, 
safer  than  the  induction  of  abortion  or  waiting  for  a  spontaneous 
miscarriage;  it  is  as  safe  a  surgical  procedure  in  these  cases  as 
any  case  of  hysterectomy  for  fibroids  of  the  uterus. 
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Dr.  Hermann  Grad  presented  a  specimen  of 

FIBROID  OF  UTERUS  COMPLICATED  BY  PREGNANCY. 

Dr.  Robert  T,  Frank,  in  opening  the  discussion,  said:  "In 
Dr.  Grad's  case  the  conditions  to  be  dealt  with  were  quite  clear  and 
the  choice  between  noninterference  and  interference  was  clear  cut 
because  of  the  age  and  other  factors.  There  is,  however,  a  certain 
class  of  cases  in  which  the  question  as  to  whether  this  is  a  pregnancy 
complicated  with  fibroids  or  fibroids  complicating  pregnancy  is  not 
so  easily  settled,  and  in  those  cases  some  surgeons  are  led  to  do  a 
radical  operation  in  order  to  safeguard  the  patient.  I  think,  how- 
ever, that  in  many  such  instances  it  is  perfectly  permissible  to  simply 
empty  the  uterus  and  allow  involution  to  take  place.  I  know  that 
some  gynecologists  would  object  to  this  teaching  because  they  con- 
sider the  hazard  of  necrosis  or  infection  of  the  fibroid  during  the 
puerperium  (even  in  the  early  months).  I  have  done  it  repeatedly 
under  the  most  aseptic  precautions  and  have  not  regretted  it;  in 
fact,  I  did  it  because  involution  has  reduced  the  size  of  the  fibroid 
to  such  an  extent  that  no  further  procedure  was  necessary." 

Dr.  John  O.  Polak,  said:  "I  do  not  know  of  any  more  dangerous 
procedure  of  emptying  the  uterus  than  that  suggested  by  Dr. 
Frank  in  the  presence  of  fibroids.  If  I  understand  the  proposition, 
Dr.  Grad  is  discussing  fibroids  complicated  by  pregnancy,  because 
there  is  a  point  we  all  must  agree  on,  and  that  is  that  the  process  of 
uterine  drainage  is  interfered  with  by  the  presence  of  fibroids  if 
they  really  interfere  with  the  progress  of  the  particular  pregnancy. 
Our  experience  has  been  entirely  different  from  that  of  Dr.  Frank's. 
We  have  found  a  number  of  these  cases  that  have  been  emptied 
brought  into  our  clinic,  in  which  the  women  were  septic  as  a  result 
of  this  interference.  Evacuation  is  difficult  in  a  tortuous  uterus 
and  I  would  not  like  to  have  such  teaching  go  out  from  here  without 
a  word  of  warning.  I  believe  it  is  far  better  in  the  type  of  case 
referred  to  by  Dr.  Grad  to  do  an  operation  such  as  he  has  suggested. 
On  the  other  hand,  I  want  to  say  that  there  are  a  very  large  number 
of  pregnancies  complicated  by  fibroids  situated  above  the  internal 
OS  which  take  care  of  themselves  and  these  cases  are  the  ones  we 
allow  to  go  as  far  as  we  can.  Most  of  them  will  deliver  spontane- 
ously. Those  that  do  not  can  be  operated  on  at  the  time  of  delivery 
by  Cesarean  or  Porro  operation. 

Dr.  J.  N.  West,  said:  "Every  one  of  these  cases  has,  I  think,  to 
be  considered  individually  and  it  is  very  difficult  to  put  them  into 
two  or  even  three  classes. 

"A  case  that  came  under  my  observation  a  few  years  ago  was 
reported  by  me  before  the  American  Association  of  Obstetricians 
and  Gynecologists  and  was  sent  into  the  hospital  for  suppression 
of  urine.  The  patient  came  from  a  small  town  in  Connecticut  and 
the  doctor  had  passed  a  catheter  on  this  patient  as  long  as  he  could 
and  then  she  was  sent  into  the  Post-Graduate  Hospital  where  she 
came  under  my  observation.     I  found  a  pregnancy  complicated  by 
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fibroid.  The  fibroid  was  a  large  one,  from  the  pars  intermedia  to 
the  cervix,  and  completely  occupied  the  lower  part  of  the  pelvis, 
pressing  the  cervix  against  the  pubes  so  as  to  block  the  urethra,  and 
it  was  no  longer  possible  to  catheterize  the  patient.  On  opening 
the  abdomen  I  thought  it  would  be  feasible  to  empty  the  uterus  of 
the  fetus  (it  was  about  five  months)  and  then  to  remove  the  tumor 
and  thought  that  probably  I  would  have  to  remove  the  whole 
uterus.  As  I  proceeded  I  found  it  quite  feasible  to  remove  the 
fetus  and  then  the  tumor.  I  did  this,  shelled  the  tumor  out  from 
the  pars  intermedia  and  from  the  pelvis  where  it  formed  almost  a 
complete  mold  of  the  pelvis,  removed  the  fetus  and  cleaned  out 
the  uterus,  carefully  sewing  it  up  as  in  a  Cesarean  section,  closed 
up  the  opening  where  the  fibroid  had  been  shelled  out  and  the 
patient  made  an  uneventful  recovery  and  went  home  with  the 
uterus  and  ovaries  and  tubes  and  in  this  particular  case  it  was 
quite  an  advantage  to  retain  the  uterus. 

"I  only  mention  this  to  show  that  sometimes  even  large  tumors 
can  be  dealt  with  in  this  way  without  necessarily  removing  the 
pregnant  uterus,  and  that  each  case  must  be  a  study  in  itself  and 
a  study  at  the  time  of  operation." 

Dr.  Asa  B.  Davis  said:  "We  in  the  Lying-in  Hospital,  from  time 
to  time,  see  cases  of  pregnancy  complicated  by  fibroids  and,  of 
course,  as  has  been  stated  here,  quite  a  number  of  them  deliver  them- 
selves without  assistance.  There  is,  however,  quite  a  number  which 
require  Cesarean  section.  It  has  been  our  custom  (I  think  I  may 
speak  for  most  of  the  men  there)  to  leave  those  fibroids  alone.  I 
know  that  in  my  own  hands  quite  a  number  of  cases  have  had  their 
Cesarean  section  at  or  near  full  term  because  of  a  fibroid  obstructing 
the  birth  canal,  and  I  know  of  quite  a  number  of  those  cases  who  are 
going  about  without  any  trouble  and  still  have  the  uterus  and  still 
have  their  fibroids.  I  speak  of  that  because  a  good  many  do  the 
Porro  operation  at  the  time.  I  believe  that  it  is  undesirable  to  do 
that  because  involution  takes  place,  the  vascularity  become  much 
less  and  the  Cesarean  operation  is  quite  enough  for  these  patients. 
"I  would  also  like  to  speak  of  another  type  of  case.  We  have  a 
primipara,  who  had  a  normal  labor,  and  for  several  days  I  watched 
her  and  pointed  her  out  as  an  unusual  case  because  of  the  severe 
after-pains  which  she  had,  which  is  unusual  in  a  primipara.  I 
think  it  went  along  about  three  days.  The  uterus  was  not  much 
larger  than  it  should  be.  It  was  intensely  hard,  smooth  and  even 
in  outline  and  about  the  third  day  she  shot  up  a  high  temperature 
and  then  upon  investigation  we  found  a  fibroid  taking  up  a  large  part 
of  the  anterior  wall.  I  did  a  hysterectomy  and  she  ran  a  rather  septic 
course,  but  eventually  recovered.  That  was  the  evil  influence,  if 
you  please,  of  a  pregnancy  on  a  fibroid  where  it  was  breaking  through 
into  the  endometrium." 

Dr.  Albert  M.  Judd  said:  "I  had  a  woman  under  observation 
at  the  Kings  County  Hospital  very  recently  and  she  is  still  in  the 
service,  who  was  delivered  by  a  midwife  twenty-six  days  previous 
to  her  admission  to  the  hospital,  and  there  had  been  a  tumor  project- 


NEW   YORK   OBSTETRICAL   SOCIETY  693 

ing  from  the  introitus  from  the  time  of  delivery  up  to  her  admission 
to  the  hospital,  which  was  a  gangrenous  fibroid.  The  gangrene  was 
rather  deep  on  its  surface.  The  woman  did  not  look  septic;  in  fact, 
the  entire  septic  process  in  this  tumor  was  local.  I  simply  cut  off 
the  tumor  through  its  stem  as  high  in  the  uterus  as  I  could  get  and 
packed  the  uterus  with  iodoform  gauze,  leaving  it  in  twenty-four 
hours.  That  woman  has  been  well  with  the  exception  that  she  has 
a  phlebitis  on  one  side,  in  the  femoral  vein.  It  was  rather  interest- 
ing to  me.  This  is  one  of  those  cases  of  a  fibroid  complicating  a 
pregnancy,  I  think  Dr.  Grad  would  term  it." 

Dr.  O.  p.  Humpstone  said:  "Recognizing  this  subdivision  of 
cases;  in  the  class  of  cases  of  fibroids  complicated  by  pregnancy; 
when  abortions  occur  and  labor  pains  and  undue  bleeding  continue 
thereafter,  one  should  not  wait  for  sepsis  to  be  produced  in  these 
fibroids,  but  should  operate  promptly  by  total  hysterectomy.  I 
recently  had  such  an  experience.  The  patient  continued  to  have 
pain  and  bleeding  in  spite  of  the  passage  of  the  unruptured  gestation 
sac  of  two  and  a  half  months'  pregnancy  and  the  temperature  began 
to  go  up  a  little  bit.  On  taking  out  the  uterus  examination  of  the 
specimen  showed  beginning  degeneration  of  the  fibroid  in  the  form 
of  so-called  red  degeneration  with  areas  of  beginning  necrosis. 

Dr.  R.  H.  Wylie  said:  "I  want  to  speak  of  a  case  that  I  had  in 
Bellevue,  I  think  it  must  be  fifteen  years  ago,  a  woman  came  from  a 
neighboring  county  in  New  York  and  was  then  about  six  months 
pregnant.  She  had  multiple  fibroids,  one  away  down  in  the  pelvis 
and  a  number  over  the  uterus,  and  as  I  remember  the  case,  it  would 
have  been  a  very  difficult  thing  to  have  done  a  Cesarean  section; 
that  is,  much  more  difficult  than  a  hysterectomy  and  also  very  much 
more  dangerous  to  the  woman.  I  did  a  hysterectomy  and  when  the 
uterus  was  cut  open  the  child  was  still  living.  It  was  a  charity  case 
and  therefore  could  not  wait  in  the  city,  but  I  believe  that  she  might 
have  been  allowed  to  go  on  till  the  child  was  viable  and  then  had  a 
hysterectomy  and  saved  the  child.  The  hysterectomy  was  inevitable 
but  I  believe  the  viable  child  could  have  been  saved  by  a  hysterec- 
tomy with  the  child  in  utero,  in  this  way  saving  the  hemorrhage  of 
cutting  into  the  uterus  before  the  blood  supply  had  been  cut  off 
from  it." 

Dr.  Robert  T.  Frank  said:  "I  want  to  make  myself  plain  as 
to  the  class  of  cases  in  which  I  advocated  emptying  the  uterus  in 
preference  to  laparotomy,  and  that  is  in  early  pregnancy  where  it 
is  absolutely  determined  that  the  pregnancy  must  cease  on  account 
of  the  fibroid  or  other  conditions.  In  the  second  place,  I  would  like 
to  say  that  if  Dr.  Polak  in  his  whole  experience  has  seen  only  eight 
septic  cases  following  fibroids  and  pregnancy  it  speaks  very  well 
indeed  for  induction,  because  I  am  sure  that  he  has  seen  very  many 
more  cases  where  pregnancy  was  interrupted  (without  fibroids)  where 
sepsis  occurred." 

Dr.  Grad,  in  closing  the  discussion,  said:  "I  simply  wish  to 
say  that  we  should  try  to  distinguish  in  these  cases  of  fibroids  and 
pregnancy  between  a  pregnancy  complicated  by  a  fibroid  and  a 
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fibroid  complicated  by  pregnancy.  If  we  can  establish  the  diagnosis 
definitely  then  the  therapeutic  indications  are  clear.  In  the  other 
class  of  cases  where  one  cannot  make  the  diagnosis,  the  case  becomes 
one  for  nonsurgical  interference  or  medical  treatment,  but  if  we  can 
positively  make  the  diagnosis  then  the  therapeutic  indications  are 
quite  clear,  namely,  for  doing  a  clean-cut  hysterectomy," 
Dr.  Robert  T.  Frank  reported  a  case  of 


ADENOCARCINOMA  OF   UTERUS,   CURETTAGE,   HYSTERECTOMY,  MACRO- 
SCOPIC ABSENCE  OF  TUMOR. 

Mrs.  F.  was  referred  to  me  on  November  lo,  191 5,  with  the  fol- 
lowing history. 

Aged  fifty,  widowed,  mother  of  two  children.  For  one  year  menor- 
rhagia  and  metrorrhagia,  at  first  relieved  by  styptol.  Steady 
bleeding  for  last  three  months.  Curetted  on  Nov.  6.  Curettings 
reported  "adenocarcinoma." 

The  patient  was  seen  by  me  on  Nov.  10,  and  operated  upon 
on  Nov.  22,  1915.  Because  of  the  fact  that  the  carcinoma  was 
evidently  corporeal,  and  the  patient  very  obese,  I  decided  upon 
vaginal  hysterectomy,  in  spite  of  technical  objections  (rigid  para- 
metria). During  the  operation  it  was  necessary  to  change  from  the 
vaginal  to  the  abdominal  route.  Hemostasis  prov^ed  very  difficult, 
and  the  patient  left  the  table  in  poor  condition.  Her  early  convales- 
cence was  stormy  (shock,  oozing,  vesicovaginal  leakage,  phlebitis), 
but  now  her  condition  is  good,  and  the  leakage  has  ceased. 

Upon  opening  the  uterus,  after  this  dangerous  and  lengthy  opera- 
tion, my  surprise  was  great  to  find  a  normal,  thin  mucosa,  a  small 
fibroid,  but  no  trace  of  carcinoma.  Only  upon  careful  microscopic 
examination  was  a  small  area,  showing  carcinomatous  uterine  glands, 
discovered. 

This  case  almost  falls  in  the  category  of  so-called  uterine  cancers 
"cured"  by  curettage,  a  subject  fully  discussed  in  Ladinski's  recent 
article. 

Dr.  Albert  M.  Judd  said:  "I  wish  to  say  that  I  have  had  the 
same  experience  as  Dr.  Frank  has  had  in  a  case  of  deciduoma  ma- 
lignum.  In  that  case  we  did  not  find  it  either  macroscopically  or 
microscopically  in  the  uterus  which  was  removed,  although  the 
curettings  had  taught  us  that  we  should  do  a  hysterectomy  in  that 
case,  and  I  would  say  it  would  not  influence  me  in  the  future  against 
doing  a  hysterectomy  should  my  curettings  show  the  indication." 

Dr.  John  H.  Telfair  read  a  paper  on 

rupture   of  the  uterus  during  labor.* 

discussion. 

Dr.  Asa  B.  Davis,  in  opening  the  discussion,  said:  "Among  the 
causes  of  rupture  of  the  uterus  as  stated,  I  missed  one  which  I  think 
*For  original  article  see  page  655. 
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is  important.  One  of  the  reasons  why  rupture  of  the  uterus  occurs 
in  a  larger  proportion  of  multiparous  women  is  that  the  uterine 
muscles  are  more  or  less  degenerated.  We  see  that  in  Cesarean  opera- 
tions. In  multiparae  we  have  more  trouble  in  suturing  the  muscles, 
the  sutures  cutting  through,  than  we  are  apt  to  have  in  the  primi- 
parse,  and  I  think  that  in  cases  of  abortion  where  curettage  is  done 
there  is  a  proportion  of  cases  where  it  is  very  easy  to  pass  a  curet 
through  the  uterine  wall,  perhaps  more  so  than  in  the  primiparous 
women." 

Dr.  George  W.  Kosmak  said:  "I  want  to  dilate  on  what  Dr. 
Davis  has  said.  I  think  that  in  many  instances  you  can  almost  spot 
these  women  in  whom  a  spontaneous  rupture  is  found.  A  great 
many  of  them  are  large  women  with  flabby  musculature  and  a 
myocarditis  is  oftentimes  present,  and  it  always  seems  to  me  that 
the  same  process  which  involves  the  heart  muscle  has  also  extended 
to  other  muscles  in  the  body,  particularly  the  uterus,  and  these 
women,  as  I  say,  are  large,  flabby-looking  women  in  whom  even  a 
comparatively  brief  labor  will  possibly  bring  about  a  rupture  of  this 
pregnant  organ." 

Dr.  Geo.  I.  Brodhead,  said:  "In  our  service  at  the  Harlem 
Hospital  we  have  had  during  the  last  two  years  three  interesting 
cases  of  uterine  rupture.  One  of  these  was  a  spontaneous  rupture 
giving  the  following  history:  Aged  thirty-five,  para-vi.  Previous 
pregnancies  and  deliveries  normal.  Last  menstrual  period  was 
November  i6,  1914,  making  her  in  her  eighth  month  of  gestation. 
The  day  before  admission  to  the  hospital  it  was  ascertained  that  she 
began  to  have  cramp-like  pains  in  the  lower  abdomen.  Spontane- 
ous rupture  of  the  bag  of  waters  occurred  at  the  same  time.  Think- 
ing she  was  beginning  labor  prematurely  a  midwife  was  called 
who  on  examination  said  the  patient  was  in  false  labor.  The  pains, 
however,  continued  intermittently  and  irregularly  with  the  addi- 
tion of  further  symptoms  of  dyspnea  on  lying  down.  A  physician 
was  called  who  confirmed  the  midwife's  diagnosis.  This  condition 
continued  for  twenty-four  hours  without  changing,  and  the  patient 
was  sent  to  the  hospital.  A  history  was  obtained  that  no  fetal 
movements  had  been  felt  for  one  week  previously.  When  the 
patient  was  first  seen  she  was  in  a  reclining  posture  and  presented 
a  picture  of  moderate  dyspnea  with  slight  cyanosis  of  the  lips  and 
face.  Respirations  were  increased  in  rate  and  the  pulse  elevated  to 
no,  of  good  quality,  the  temperature  was  normal.  Examination  of 
the  abdomen  showed  a  fat  relaxed  wall,  and  the  apparent  height  of 
the  uterus  seemed  to  indicate  about  eight  months  pregnancy. 
The  fetus  seemed  to  present  by  the  breech  as  a  large  irregular  mass 
was  palpated  above  the  brim  of  the  pelvis.  The  head  could  not  be 
felt  in  the  upper  abdomen.  The  small  parts  were  readily  palpated 
through  the  abdominal  parietes.  No  fetal  heart  was  heard.  Vag- 
inal examination  showed  a  closed  cervix  and  a  rounded  irregular 
soft  mass  was  movable  above  the  brim  of  the  pelvis  and  which  was 
thought  to  be  the  presenting  part.  There  was  slight  tenderness 
on  her  lower  abdomen,  no  rigidity  was  present.     Her  chief  com- 
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plaint  was  dyspnea  on  lying  down ;  when  sitting  upright  the  cyanosis 
disappeared  and  the  shortness  of  breath  was  markedly  improved. 
Examination  of  the  heart  and  lungs  disclosed  no  lesions.  As  the 
case  presented  symptoms  pointing  more  to  the  chest  than  to  the 
abdomen,  it  was  thought  advisable  to  insert  a  modified  Champetier 
de  Ribes  bag  through  the  cervix  so  that  if  it  should  be  necessary 
to  terminate  labor  rapidly  there  would  be  sufficient  dilatation  of 
the  cervix  to  finish  the  delivery  per  vagina.  A  No.  4  modified 
Champetier  de  Ribes  bag  was  inserted  at  10  p.  m.  On  the  following 
day  as  labor  pains  did  not  occur,  with  no  dilatation  of  the  cervix 
and  as  the  patient's  condition  was  unchanged  it  was  decided  that 
the  best  way  to  dehver  her  was  by  Cesarean  section.  Upon  opening 
the  abdomen  a  moderate  amount  of  old  blood  was  seen  lying  free 
in  the  peritoneal  cavity  with  the  fetus  and  placenta  among  the 
intestines.  These  were  removed  through  the  abdominal  incision. 
The  fetus  was  a  dead  anencephalic  monster.  On  further  investiga- 
tion the  uterus  was  seen  well  contracted  with  a  longitudinal  tear  on 
its  anterior  and  lateral  walls,  extending  to  the  vesicouterine  peri- 
oneal  fold  and  laterally  into  the  right  broad  ligament.  No  active 
bleeding  was  present  until  manipulation  of  the  pelvic  structures 
caused  fresh  hemorrhage  from  the  laceration  in  the  base  of  the 
broad  ligament  of  the  right  side.  On  account  of  this  hemorrhage 
the  uterus  was  removed  supravaginally. 

The  patient  made  an  uneventful  recovery  and  was  discharged 
from  the  hospital  on  the  sixteenth  day.  Unfortunately,  the  uterine 
specimen  was  mislaid  so  that  pathological  sections  of  the  uterine 
wall  were  not  made,  and  we  were  unable  to  ascertain  whether  any 
degenerative  process  existed  in  the  uterine  muscle.  However,  we 
must  infer  this  to  be  the  cause  of  the  rupture,  as  there  was  no  history 
of  trauma,  nor  did  the  pelvic  structures  show  any  inflammatory 
conditions  such  as  adhesions  or  cicatrices.  Although  the  symptoms 
presented  by  this  patient  were  due  entirely  to  the  conditions  originat- 
ing in  the  uterus  the  local  manifestations  were  so  sHght  and  her 
pulmonary  and  cardiac  symptoms  were  so  marked  that  our  atten- 
tion was  called  merely  to  the  latter. 

The  other  two  cases  were  traumatic  in  origin,  the  histories  being 
as  follows: 

Case  I. — M.  K.,  para-ii,  was  admitted  to  the  hospital,  with 
shoulder  presentation.  The  patient  was  very  weak,  and  ver- 
sion was  quickly  performed,  the  child  being  extracted  without 
difl&culty.  Examination  revealed  uterine  rupture,  the  cervix 
being  intact,  but  the  laceration  extended  from  the  internal  os  up 
into  the  right  side  of  the  uterus,  involving  the  entire  right  side. 
Loops  of  intestine  were  found  in  the  uterine  cavity.  The  patient 
was  pulseless,  suffering  from  air  hunger  and  operation  was  out  of 
the  question.  The  intestine  was  replaced,  and  the  area  of  rupture 
tightly  packed  with  plain  gauze.  The  woman  was  freely  stimulated 
and  slowly  recovered  from  the  shock.  The  gauze  was  finally  removed 
on  the  seveiith  day  when  a  small  intestinal  fistula  was  discovered. 
This  soon  closed  and  the  patient  left  the  hospital  on  the  seventeenth 
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day.  The  uterus  was  anteflexed  and  movable,  the  cervix  slightly 
torn  on  the  right  side  and  the  right  parametrium  was  somewhat 
infiltrated.     Conservative  treatment  saved  the  life  of  the  woman. 

Case  II. — M.  Z.,  para-v,  came  into  the  hospital  with  the  uterus 
ruptured  by  version  and  extraction  of  the  after-coming  head  with 
forceps.  Omentum  was  found  in  the  vagina  and  laparotomy  was 
decided  upon  by  Dr.  Stein  who  had  charge  of  the  case.  The  whole 
left  side  of  the  cervix  was  torn,  the  tear  involving  the  left  broad 
ligament,  which  was  edematous  and  showed  several  small  hemor- 
rhages. It  was  also  discovered  that  the  bladder  was  ruptured. 
Total  hysterectomy  was  performed  and  the  bladder  repaired.  The 
woman  was  in  such  poor  condition  that  it  was  thought  she  would 
die  on  the  table,  but  she  slowly  recovered,  living  for  twelve  days, 
finally  dying  of  double  pneumonia  which  had  developed  during  the 
first  week  postpartum. 

The  last  two  cases  show  clearly  the  danger  of  rupture  in  the  per- 
formance of  version  and  the  extraction  of  the  after-coming  head, 
especially  after  a  protracted  labor,  and  with  a  cervix  only  partially 
dilated. 

Dr.  J.  Milton  Mabbott  said:  "Not  doing  any  major  surgery  and 
not  opening  the  abdominal  cavity,  I  probably  have  a  great  deal  more 
faith  in  the  good  results  to  be  secured  from  that  work  and  from  major 
surgical  procedures  than  if  I  were  doing  it  myself.  For  that  reason 
I  feel  like  raising  the  question  as  to  whether  the  best  possible  judg- 
ment was  used  in  the  case  reported  by  Dr.  Telfair  in  not  opening  the 
abdominal  cavity  and  trying  to  control  the  hemorrhage  from  the 
site  of  the  uterine  rupture  in  the  case  which  went  on  and  died,  al- 
though there  seems  to  have  been  an  interval  of  some  hours  between 
the  time  it  was  decided  not  to  do  a  laparotomy  and  the  hour  of  death 
and  although  there  was  so  free  a  hemorrhage  that  packing  was  re- 
sorted to.  It  seems  to  me  that  unless  the  patient  were  really  pulse- 
less at  the  wrist  or  unconscious,  or  both,  I  would  prefer  that  such 
a  patient,  if  she  were  my  patient,  should  die  in  the  course  of  a 
laparotomy,  or  after  it,  rather  than  in  a  case  in  which  the  laparotomy 
had  been  omitted.  That  is  only  a  personal  opinion,  but  I  feel  it  is 
proper  to  inject  it  into  the  discussion  of  this  case." 

Dr.  William  P.  Healy  said:  "In  regard  to  the  case  which  Dr. 
Telfair  reported,  I  think  that  probably  I  was  to  blame  for  his  not 
doing  an  immediate  abdominal  operation.  I  was  operating  at  the 
time  and  he  asked  me  to  see  the  case  and  I  stepped  from  the  operating 
room  and  examined  the  patient  rather  hurriedly  and  told  him  I 
thought  there  would  not  be  any  difi&culty  in  controlling  the  hemor- 
rhage by  vaginal  packing,  and  apparently  there  wasn't  because  the 
hemorrhage  was  readily  controlled  and  the  patient  operated  on 
twenty-four  hours  later  and  a  hysterectomy  done.  The  patient 
survived  the  operation  but  died  seven  hours  later.  It  is  quite  evi- 
dent that  it  would  have  been  wiser  to  have  done  an  immediate  opera- 
tion at  the  time  the  rupture  took  place,  because  I  am  quite  sure  that 
with  the  help  of  an  intravenous  infusion  she  would  have  survived 
the  hysterectomy  if  done  at  that  time,  or  to  have  postponed  the 
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operation  longer  than  was  done  in  order  to  permit  of  further  improve- 
ment in  the  condition  of  the  patient." 

Dr.  John  O.  Polak  said:  "We  must  distinguish  between  com- 
plete and  incomplete  rupture.  All  of  us  with  active  hospital  ser- 
vices see  a  very  large  number  of  ruptures  of  the  lower  segment  of 
the  uterus  extending  well  up  into  the  broad  ligaments  which  cause 
considerable  hemorrhage  and  shock,  which  can  be  controlled  by  the 
pack.  On  the  other  hand,  in  the  complete  ruptures  hysterectomy 
gives  us  the  best  results.  In  looking  over  our  records  of  complete 
ruptures  before  coming  here  to-night,  I  found  there  had  been  twelve 
in  our  service,  all  of  which  w^ere  produced  by  trauma  induced  by 
attempts  at  version  or  in  the  performance  of  version,  save  one,  and 
that  was  a  spontaneous  rupture  during  pregnancy  where  the  child 
was  partially  extruded  from  the  uterus.  In  this  case  the  woman  was 
young  and  had  been  curetted  about  three  years  before  and  had  had 
a  perforation  of  the  uterus  with  the  curet.  This  specimen  we  have 
and  it  is  a  very  beautiful  one,  shows  the  breech  and  trunk  extruding 
through  the  uterus  without  any  tear  in  the  rim  that  the  child  had 
been  extruded  through,  showing  that  the  original  injury  had  simply 
gone  through  a  process  of  dilatation  and  erosion,  allowing  the  es- 
cape of  the  child  to  take  place.  A  preoperative  diagnosis  was  made 
in  this  case  of  ectopic  pregnancy  and  it  was  not  confirmed  except  in 
the  sense  that  the  baby  was  partially  out." 

Dr.  John  H.  Telfair,  in  closing  the  discussion,  said:  "I  agree 
with  Dr.  Davis  that  anatomical  defects  in  the  uterine  muscle  are 
more  likely  in  multiparas  than  in  primiparae  and  have  a  decided 
effect  upon  the  greater  frequency  of  rupture  in  multiparae,  but  I 
feel  that  the  age  of  the  woman  must  be  considered  an  important 
factor.  Then  too,  a  multipara  is  less  likely  to  have  skilled  attention, 
and  in  the  hands  of  midwives,  is  allowed  to  endure  dystocia  for  a 
relatively  longer  time  than  a  primipara. 

In  the  early  days  of  Cesarean  section,  before  the  modern  opera- 
tion, those  women  upon  whom  section  was  done,  and  who  subse- 
quently became  pregnant,  were  in  grave  danger  of  uterine  rupture. 
It  has  been  stated  that  it  occurred  in  50  per  cent,  of  the  cases.  At 
the  present  time  it  is  one  of  the  least  common  causes. 

The  reason  why  an  immediate  laparotomy  was  not  done  in  the 
first  case  I  described,  was  the  fact  that  the  patient  was  practically 
dead  at  the  time.  There  was  no  radial  pulse.  Possibly  her  general 
condition  of  exsanguination  might  have  accounted  for  the  fact  that 
the  tamponade  controlled  the  hemorrhage.  In  the  next  few  suc- 
ceeding hours,  under  Murphy  drip  and  other  methods  of  stimula- 
tion, she  improved  to  an  extent  where  laparotomy  could  have  been 
done  and  was  done  successfully  at  the  time.  In  other  words,  it 
was  the  type  of  laceration  where  we  felt  that  the  hemorrhage  was 
temporarily  stopped  until  laparotomy  could  be  done  safely. 

I  think  that  the  more  cases  of  complete  rupture  that  are  laparoto- 
mized  the  better  will  be  the  statistics.  The  incomplete  type  of 
rupture  such  as  Dr.  Polak  describes,  is  of  common  occurrence — 
a  rupture  of  the  lower  uterine  segment  beginning  at  the  cervix  and 
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extending  upward.  Probably  a  large  number  of  these  are  not 
thought  of  as  ruptured  uteri,  but  when  the  tear  involves  the  broad 
ligament  to  the  extent  where  one  can  reach  the  top  and  feel  nothing 
but  blood  clots,  even  though  that  is  an  incomplete  rupture,  lap- 
arotomy, I  believe  should  be  done." 

Dr.  William  A.  Morgan  read  a  paper  on 

FRACTURE    OF    THE    PELVIS    DURING    LABOR.* 
DISCUSSION. 

Dr.  C.  F.  Jellinghaus,  in  opening  the  discussion,  said:  "If  I 
may  be  permitted  to  do  so,  I  should  like  to  describe  a  case.  The 
patient  was  in  labor  five  hours  when  the  doctor  found  her  cervix  two 
fingers  dilated,  para-i;  an  hour  later  she  had  a  precipitate  birth. 
Several  hours  after  that  she  could  not  move  her  legs  or  body  and  had 
the  usual  pains  in  the  legs,  etc.  The  following  day  I  saw  her  and 
found  a  half  inch  separation  of  the  symphysis.  Dr.  Lambert  also 
saw  her  and  substantiated  the  diagnosis.  With  a  great  deal  of 
difficulty  we  got  a  chance  to  get  her  to  spread  her  legs  and  examined 
the  vagina,  there  was  no  tear  of  the  soft  parts  whatsoever.  On  the 
seventh  day  she  began  to  run  a  temperature  and  three  weeks  after- 
ward Dr.  Blake 'not  only  opened  an  abscess  above  the  symphysis 
but  also  took  out  some  dead  bone.  About  four  months  after  that 
she  was  able  to  walk  just  as  any  other  person  and  has  since  been 
pregnant  and  went  through  the  pregnancy  and  labor  without  any 
trouble.     The  first  child  weighed  7  pounds  at  birth." 

Dr.  Asa  B.  Davis  said:  "It  is  my  belief  that  this  condition  or 
accident  occurs  more  frequently  than  is  reported.  A  number  of 
years  ago,  a  physician  doing  a  large  obstetric  practice  on  the  lower 
East  Side  reported  having  seen  six  of  these  cases.  I  had  one  case 
about  twelve  years  ago  in  the  wife  of  a  physician,  a  very  small  woman, 
whom  we  were  attempting  to  deliver  by  median  forceps.  The  child 
was  large.  There  were  three  of  us  brother  physicians  trying  to 
help  out  in  this  case  and  I  was  in  charge  of  the  case,  but  not  using 
the  forceps  at  the  time.  My  back  was  turned  for  a  moment  and 
one  of  the  other  men  was  making  traction  on  the  forceps.  There 
was  a  distinct  report,  but  not  so  loud  as,  but  similar  in  character 
to  the  backfire  from  an  automobile,  I  then  found  that  there  was  a 
separation  of  the  symphysis.  There  were  distinct  points  on  one  side 
and  sockets  on  the  other.  There  was  no  bleeding  at  the  separation 
of  the  joint,  and  one  side  of  the  vestibule  was  drawn  down.  The 
vagina  was  stripped  ofif  on  the  right  side  for  a  considerable  distance. 
We  continued  and  delivered  a  living  child  and  the  mother  was 
treated  very  much  as  a  case  of  symphysiotomy.  There  was  moder- 
ate sepsis.  Catheterization  was  necessary  for  a  considerable  time 
and  for  months  after  that  the  patient  could  hardly  walk.  For 
several  months  after  she  could  walk  at  all  it  was  only  on  a  level. 
On  attempting  to  go  upstairs  or  walk  on  any  uneven  surface  she 
could  not  make  any  progress.  Finally  she  made  a  complete  recovery 
and  has  since  borne  one  or  more  children." 

*  For  original  article  see  page  606. 
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Meeting  of  January  6,  1916. 
The  President,  Daniel  Longaker,  M.  D.,  in  the  Chair. 
Dr.  T.  Turner  Thomas  read  (by  invitation)  a  paper  on 


obstetrical  or  brachial  birth  palsy;  with  exhibition  of 
lantern  slide  cases.* 

Dr.  Charles  S.  Potts. — Dr.  Thomas  is  certainly  to  be  congratu- 
lated upon  his  results.  The  fact  that  he  has  achieved  them  shows  that 
there  must  be  merit  in  his  methods.  I  think,  however,  that  possibly 
in  his  enthusiasm  he  has  neglected  too  much  the  neurological  side  of 
this  question.  There  may  possibly  be  cases  due  purely  to  injury  of 
the  shoulder-joint,  but  there  certainly  are  cases  due  to  injury  of  the 
brachial  plexus.  We  all  know  that  the  stretching  of  nerves  in  adults 
causes  paralysis  of  these  nerves.  This  is  seen,  for  example,  in  par- 
alysis of  the  serratus  magnus  muscle  caused  by  lifting  heavy  weights. 
There  is  the  so-called  ether  or  narcosis  paralysis  resulting  from  the 
long-continued  holding  of  the  arm  upward  and  backward.  This  was 
especially  seen  after  the  Trendelenburg  posture  first  came  into  use. 
Violently  raising  the  arm  and  twisting  it  backward  has  ruptured  the 
roots  of  the  brachial  plexus.  If  these  injuries  can  occur  in  the  adult 
they  can  more  readily  occur  in  infants  when  the  delicate  nerves  are 
unduly  stretched.  It  seems  to  me  that  we  cannot  neglect  the  ob- 
servations of  Clark,  Taylor  and  Prout  of  New  York,  who  made 
experiments  upon  infant  cadavers.  They  showed  that  the  nerve 
trunks  and  roots  could  be  put  violently  on  the  stretch  when  there 
was  arrest  of  the  shoulder  at  the  pelvic  brim  with  pulling  down  of 
the  head,  or  in  breech  presentation  with  pulling  upon  the  shoulders 
to  deliver  the  head.  They  showed  that  the  roots  gave  way  if  the 
force  was  violent  enough.  The  fifth  root  invariably  gave  way 
first,  then  the  sixth  and  so  on  down  if  enough  force  was  used.  They 
have  found  in  almost  all  of  their  operations  a  thickening  and  cica- 
tricial condition  usually  at  the  junction  of  the  fifth  and  sixth  roots. 
It  will  be  found  that  in  the  early  stages  of  this  trouble  all  the  muscles 
supplied  by  the  plexus  are  more  or  less  involved.  The  fifth  and 
sixth,  however,  receive  the  brunt  of  the  injury  and  here  recovery  is 

*See  original  article  page  577. 
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less  prompt  than  in  the  others.  They  found  the  thickened  mass 
to  be  due  to  exudation  of  blood  and  rupture  of  the  nerve  fibers  and 
in  some  cases  a  tearing  away  of  the  nerve  roots  from  the  cord. 
By  resecting  the  mass  and  bringing  the  cut  ends  of  the  nerves  to- 
gether they  have  had  fairly  good  results.  In  one  such  case  operated 
upon  for  me  by  Dr.  DaCosta  we  found  this  condition  and  obtained 
fair  results  from  resection  of  the  nerve. 

Dr.  Thomas  lays  much  stress  upon  the  fact  that  there  is  rarely 
sensory  loss.  This  does  not  signify  anything  positive,  nor  prove 
that  there  is  not  nerve  injury.  We  all  know  that  the  sensory  nerves 
will  stand  much  more  than  the  motor  and  that  when  there  is  pressure 
on  a  mixed  nerve,  complete  motor  paralysis  may  result  without 
loss  of  sensation  and  if  it  is  lost,  it  recovers  first.  We  often  have 
motor  paralysis  from  neuritis  when  sensation  is  perfectly  normal. 
If  we  assume  that  the  cicatricial  tissue  causes  the  trouble  by  making 
pressure  it  is  easily  explained  why  there  may  be  motor  paralysis 
without  sensory  paralysis.  The  area  of  the  skin  supplied  by  the 
nerves  most  involved  is  not  great  and  loss  of  sensation  is  hard  to 
demonstrate  in  the  young  infant.  I  saw  a  case  of  a  baby  about 
eight  weeks  of  age  in  which  I  thought  there  was  sensory  paralysis 
but  of  which  we  had  to  judge  by  the  crying  of  the  child  when  stuck 
with  a  pin.  On  the  side  supplied  by  certain  nerves  of  the  plexus 
the  child  gave  no  evidence  of  pain  which  would  indicate  that  there 
was  sensory  loss.  Evidences  of  pain  were  shown  when  the  other 
side  was  stuck. 

I  do  not  deny  that  there  may  be  a  luxation  due  to  traumatism  at 
delivery.  Yet  we  know  that  with  paralysis  of  the  muscles  about  a 
joint  there  is  always  relaxation  and  subluxation  of  the  joint,  if  the 
paralysis  is  sufficiently  severe.  We  see  this  in  cases  of  poliomyelitis 
for  example.  Dr.  Thomas  said  that  in  the  cases  which  recovered 
without  operation  luxation  was  not  present.  This  indicates  that 
the  paralysis  was  mild,  and  such  cases  are  likely  to  recover  with 
ordinary  methods  of  treatment  or  none  at  all.  This  luxation,  it 
seems  to  me  in  many  cases  must  be  secondary.  That  is  the  view 
taken  by  Taylor  of  New  York  who  has  operated  in  many  of  these 
cases.  The  overaction  of  unantagonized  muscles  might  also  be  a 
factor  in  causing  this  dislocation,  and  I  believe  it  is  a  considerable 
factor  in  causing  the  inward  rotation  spoken  of.  If  you  have  paral- 
ysis of  the  muscles  that  rotate  the  arm  outward  and  the  muscles 
rotating  it  inward  are  intact  the  arm  naturally  will  assume  a 
position  of  inward  rotation.  Such  a  condition  always  causes  de- 
formity as  for  instance  the  contractures  seen  in  hemiplegia.  The 
same  is  true  of  anchylosis  which  if  it  occurs  late  we  would  attribute 
to  nerve  injury.  It  is  not  unusual  to  have  anchylosis  occur  in  the 
shoulder-joint  from  disuse  or  trophic  disturbance.  We  know  that 
in  lesions  of  the  peripheral  nerves  we  may  have  such  trouble  with  the 
joints  and  it  is  secondary.  From  the  experiments  of  Clark,  Taylor 
and  Prout  we  know  that  there  are  injuries  of  the  nerves  of  the 
brachial  plexus.  A  couple  of  the  pictures  shown  by  Dr.  Thomas 
seemed  to  show  evidence  of  paralysis  of  the  serratus  magnus. 
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The  long  thoracic  nerve  which  supplies  this  muscle  is  given  off 
from  the  fifth  and  sixth  roots  posterior  to  the  junction  and  usually 
does  not  suffer.  It  may,  however.  It  seems  to  me  possible  that 
there  may  be  a  vicious  circle  in  many  of  these  cases.  From  what  I 
have  seen  Dr.  Thomas  does  not  get  perfect  results,  but  improve- 
ment. Taylor  did  not,  as  a  rule,  get  perfect  results  but  he  did  get 
improvement.  I  believe  it  possible  that  in  cases  of  nerve  injury 
with  marked  weakness  of  the  muscles  and  dragging  down  of  the 
shoulder  there  is  pulling  on  the  brachial  plexus,  which  might  inter- 
fere with  a  tendency  to  recovery,  even  after  the  nerve  lesion  had 
been  removed;  therefore  if  the  joint  is  put  into  place  and  the  tension 
removed  greater  opportunity  is  given  for  restoration  of  function. 
It  would  seem,  therefore,  from  what  I  have  heard  to-night  that  it 
may  be  advisable  in  some  cases  to  perform  two  operations.  First, 
that  of  exposing  the  plexus  and  relieving  the  trouble  there  and  if 
the  trouble  in  the  shoulder-joint  continues  operate  later  for  its 
relief. 

I  want  to  repeat  again,  that  in  most  of  these  cases  there  is  injury 
to  the  nerve  trunks  and  it  does  not  do  to  ignore  it  when  considering 
them.  In  poliomyelitis  and  other  similar  conditions  we  often  have 
to  operate  on  the  joints  and  relieve  other  deformities  in  addition 
to  using  measures  to  improve  nutrition  of  the  muscles. 

Dr.  W.  Wayne  B.abcock.- — This  is  a  subject  of  wide,  almost 
international  importance.  It  is  nearly  fifty-eight  years  ago  that  an 
EngHsh  obstetrician  delivered  in  Germany  an  English  woman  of  a 
child  who  since  that  time  is  said  to  have  hated  England  on  account 
of  the  deformity  of  the  arm  that  followed  that  delivery.  It  is  not 
improbable  that  this  feeling  of  hate  kept  alive  by  the  crippled  arm 
he  has  carried  through  life,  may  in  part  at  least  be  responsible  for  the 
present  terrific  upheaval  in  Europe. 

We  are  indebted  to  Dr.  Thomas  for  the  attention  that  he  has  given 
to  the  articular  defects  in  birth  palsy,  just  as  we  are  also  indebted 
to  him  for  other  things.  A  few  years  ago  he  showed  us  how  to 
recognize  fractures  of  the  neck  of  the  radius.  Now  he  has  by  his 
emphasis  shown  us  the  importance  of  certain  associated  joint  con- 
ditions in  these  obstetric  palsies.  He  has  also  revealed  to  us  the 
benefit  that  may  be  obtained  by  operation  upon  the  joint  alone. 
After  observing  his  results  we  think  it  unfortunate  that  Dr.  Thomas 
was  not  available  after  the  noteworthy  confinement  case  previously 
mentioned. 

I  think  Dr.  Thomas'  methods  of  treatment  are  proper  in  the  cases 
in  which  he  has  carried  them  out  and  that  the  results  are  praise- 
worthy. I  feel,  however,  with  Dr.  Potts  that  the  basis  of  his  theory 
is  not  the  correct  one.  After  all  it  is  somewhat  like  the  old  discussion 
as  to  the  priority  of  the  owl  or  the  owl's  egg;  the  condition  that  is 
ultimately  present  is  the  one  to  be  treated,  no  matter  whether  the 
primal  injury  was  a  dislocation  or  a  nerve  injury.  As  Dr.  Potts 
has  said  the  Duchenne  paralysis  is  of  a  type  not  infrequently  seen 
in  adults,  and  I  think  many  of  us  have  seen  it  as  a  result  of  keeping 
the  forearms  above  the  head  during  anesthesia.     If  the  arms  are 


OBSTETRICAL    SOCIETY   OF    PHILADELPHIA  703 

extended  above  the  shoulders  during  an  operation  under  local  or 
spinal  anesthesia,  the  patient  soon  complains  of  pain,  and  by  rais- 
ing the  arms  there  is  relief.  If  the  patient,  however,  is  unconscious, 
on  awakening  after  such  a  faulty  position  of  the  arms  in  many 
instances  there  will  be  a  restriction  of  movement  due  to  paralysis, 
usually  temporary  in  character,  of  the  shoulder  girdle.  In  the 
new-born  child  the  etiology  is  very  similar.  Birth  palsy  results 
from  hyperextension  or  traction  upon  the  arm  or  shoulder.  In 
shoulder  positions  the  arm  having  been  born,  traction  is  made  upon 
it;  or,  with  the  head  delivered,  the  obstetrician  places  his  fingers 
in  the  axilla  and  makes  traction.  Again  the  injury  occurs  with 
the  after-coming  head  and  the  arms  extended  beside  the  head.  As 
indicating  that  the  traction  on  the  nerve  trunks  does  the  harm,  is 
the  characteristic  paralysis  of  the  fifth  and  sixth  cervical  nerve 
roots.  Observing  the  anatomy  we  would  a  priori  decide  that 
these  would  be  the  nerve  roots  involved.  From  their  emergence  at 
the  vertebral  foramina,  we  find  that  the  fifth  and  sixth  roots  run 
toward  the  clavicle  forming  an  acute  angle  with  the  spine.  The 
seventh  runs  more  nearly  at  right  angles  with  the  spine,  while  the 
lower  cervical  nerves  form  an  obtuse  angle  with  the  spine  before 
passing  under  the  clavicle.  If  we  hyperextend  or  make  traction 
upon  the  arm,  or  pull  upon  the  shoulder  while  pushing  the  head 
and  neck  away  from  the  shoulder,  the  tension  comes  upon  the 
shortest  nerve  trunks,  the  tautest  cords  of  the  bow,  that  is  the  fifth 
and  sixth.  If  the  force  is  sufficient  rupture  of  nerve  fibers  begins  in 
the  fifth  root  and  spreads  to  the  sixth,  while  traction  rarely  injures 
the  other  cervical  roots.  As  further  proof  that  this  occurs,  in 
children  operated  upon  after  Duchenne-Erb  palsy  with  exposure 
of  the  brachial  plexus,  a  rupture  of  the  nerve  roots  with  hem- 
orrhagic extravasation  has  been  found.  Even  in  the  paper  of  Dr. 
Thomas  which  he  was  kind  enough  to  submit  to  me,  he  describes  in 
one  of  his  cases  how  the  child's  mother  called  his  attention  to  the 
mass  which  was  present  along  the  sternomastoid  muscle  on  the 
affected  side  shortly  after  birth,  a  mass,  I  believe,  due  to  the  rupture 
of  nerve  fibers  and  to  blood  extravasation.  In  the  operations 
performed  later  in  life  in  these  palsies,  there  is  evidence  of  the  ancient 
injury  in  the  adhesions  and  fixation  of  the  cords  of  the  plexus  in  a 
mass  of  cicatricial  tissue  indicating  an  old  rupture  of  the  nerve 
fibers.     This  I  have  personally  observed. 

With  the  nerve  injury  there  is  associated  very  early,  as  Dr. 
Thomas  has  so  well  said,  a  certain  deformity  of  the  shoulder,  chiefly 
a  posterior  luxation.  According  to  Dr.  Thomas  this  is  the  primary 
and  predominant  lesion.  This  view  we  cannot  accept,  first,  be- 
cause posterior  luxations  would  not  produce  brachial  palsy,  which 
all  must  admit  occurs  in  these  cases;  and  second,  because  posterior 
dislocations  of  the  shoulder  are  practically  unknown  as  a  result 
of  traumatism  without  paralysis.  After  birth,  the  luxations  of  the 
shoulder  are  almost  invariably  anterior,  and  especially  subcoracoid. 
Is  it  not  anomalous  that  traumatism  during  birth  would  almost 
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invariably  produce  posterior  dislocation,  while  traumatism  after 
birth  almost  invariably  causes  an  anterior  dislocation? 

The  surgeon  deals  with  anterior  dislocations,  because  the 
posterior  dislocation  is  a  difficult  anatomical  possibiUty  without 
paralysis  or  injury  to  the  posterior  scapular  muscles.  Elaborating 
what  Dr.  Potts  has  already  referred  to,  we  find  that  the  head  of  the 
humerus  is  balanced  upon  a  nearly  flat  surface,  the  glenoid  cavity, 
by  two  opposing  sets  of  muscles.  From  behind  the  scapula  there 
run  forward  two  muscles,  the  infraspinatus  and  the  teres  minor 
which  pass  to  the  outer  side  of  the  humerus  and  produce  outward 
rotation  of  the  arms.  From  in  front  of  the  scapula  runs  the  sub- 
scapularis  which  winds  about  the  inner  surface  of  the  humerus  to  the 
lesser  tuberosity  and  produces  internal  rotation.  All  these  muscles 
are  inervated  through  the  fifth  and  sixth  cervical  roots.  In  brachial 
birth  palsy  we  find  a  predominant  effect  upon  the  posterior  muscles. 
The  unopposed  action  of  the  anterior  muscle,  the  subscapularis, 
rotates  the  arm  inward  and  holds  it  there,  and  relaxed  paralyzed 
posterior  muscles  permit  the  head  of  the  humerus  to  luxate  backward. 
To  some  degree  the  head  may  fall,  from  loss  of  power  in  the  supra- 
spinatus  and  deltoid,  which  elevate  and  abduct  the  arm.  From  the 
internal  rotation,  what  results?  If  you  will  but  rotate  your  own 
arm  well  inward,  and  then  attempt  to  bring  it  away  from  the  body 
you  will  find  it  fixed,  while  flexion  of  the  forearm  is  restricted  by 
impingement  against  the  body.  In  the  new-born  child  internal 
rotation  of  the  arm  so  restricts  the  movements  as  to  prevent  the 
education  of  many  muscles  of  the  arm,  and  the  child  may  in  a 
large  degree,  have  loss  of  power  simply  because  it  has  not  learned  to 
make  its  muscle  movements  effective.  From  disuse  there  follows 
atrophy,  and  in  the  joint  the  secondary  deformity  of  disuse.  With 
congenital  dislocation  of  the  hip  we  find  a  flat  acetabulum.  In 
the  shoulder  the  glenoid  cavity  becomes  convex  or  deformed,  and 
as  the  head  of  the  humerus  is  not  rotated  or  held  up  in  proper 
position,  the  head  loses  its  rotundity  and  the  acromion  tilts  down- 
ward. Thus  I  believe  that  the  tilting  down  of  the  acromion  is 
simply  one  of  the  secondary  changes  foUomng  the  displacement  of 
the  head  of  the  humerus.  Dr.  Thomas  would  have  us  believe  that 
the  acromion  is  tilted  downward  by  the  birth  injury,  apparently 
overlooking  the  fact  that  the  direction  of  force  would  tend  to  tilt 
the  acromion  upward. 

To  illustrate  the  unimportance  of  the  downward  tilted  acromial 
tip,  I  exhibit  this  girl  of  eight  years  upon  whom  I  did  a  posterior 
Kocher  arthrotomy  of  the  shoulder-joint  about  three  months  ago. 
The  downward  tilt  of  the  acromion  persists,  but,  whereas  the  child 
formally  had  little  abduction  of  the  arm,  or  flexion  of  the  forearm, 
and  could  not  hold  articles  in  the  hand,  due  to  the  fixed  internal 
rotation  of  the  arm,  now  she  can  pick  up  and  hold  objects,  can  raise 
the  hand  vertically  above  the  head  and  has  good  flexion  of  the 
elbow  while  the  arm  has  internal  rotation,  and  as  you  see  a  greatly 
increased  usefulness. 

I  think  we  must  recognize  that  in  these  cases  we  have  to  deal 
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with  a  primary  nerve  palsy,  and  with  secondary  joint  changes 
and  muscle  weakness  and  contractures  resulting  from  the  palsy. 
This  has  an  important  bearing  upon  the  treatment.  In  club-foot 
from  partial  paralysis,  the  best  results  may  be  obtained  by  operating 
on  the  foot  and  not  on  the  nerves  that  are  at  fault.  So  in  these 
children,  the  arm  should  be  put  into  proper  position  to  enable  the 
fullest  possible  use.  By  giving  external  rotation  you  bring  into 
play  the  anterior  fibers  of  the  deltoid.  If  the  deltoid  is  entirely 
paralyzed  the  trapezius  can  be  brought  down  and  anastomosed  to 
give  the  deltoid  power.  I  think  the  posterior  operation  of  Kocher 
which  does  not  divide  the  already  weakened  deltoid  an  advantage. 
If  the  muscles  do  not  hold  the  head  of  the  humerus  properly  against 
the  glenoid  cavity,  they  can  be  reenforced  by  the  operation.  If, 
as  in  the  case  here  presented,  the  glenoid  cavity  and  the  head 
of  the  humerus  have  lost  their  shape  they  can  be  properly  contoured. 
In  this  case  the  head  of  the  humerus  was  so  flattened  that  it  was 
hard  to  rotate,  but  we  have  depended  upon  the  use  of  the  joint  to 
bring  it  back  to  rotundity. 

In  the  very  early  cases,  and  in  those  cases  in  which  the  paralysis 
is  the  predominant  feature,  the  important  point  is  the  operation 
upon  the  damaged  nerves.  The  obstetrician's  advice  to  the  family 
is  important  because  he  can  recognize  the  condition  early  when  the 
operation  gives  the  very  best  results.  If  soon  after  birth  the 
brachial  plexus  is  aseptically  exposed,  the  effused  blood  permitted 
to  escape,  and  the  nerve  fibers  placed  in  apposition  and  the  arm 
fixed  in  abduction  and  external  rotation  the  final  result  will  be  best. 
In  the  late  palsies  there  is  a  question  as  to  whether  we  should  resect 
the  nerve  fibers  and  do  an  anastomosis  with  catgut.  Personally 
I  consider  this  an  undesirable  procedure.  Nerves  do  not  regenerate 
well  along  an  artificial  trellis  work  of  catgut,  while  the  excision  may 
remove  sections  of  nerve  filaments  that  cannot  well  be  spared.  In 
such  cases  we  do  what  I  described  nearly  ten  years  ago  as  a  nerve 
disassociation.  The  mixture  of  nerve  filaments  and  scar  tissue  is 
carefully  fibrillated  by  a  fine  knife  so  that  the  ends  of  the  affected 
nerves  are  left  with  a  connection  by  a  multitude  of  fine  fibers,  which 
are  then  insulated  by  strips  of  transplanted  fat.  This  operation 
sets  free  imprisoned  nerve  fibers  and  leaves  a  trellis  work  along 
which  regeneration  of  nerves  may  occur.  In  several  instances 
there  has  been  very  early  immediate  improvement  after  such  an 
operation.  In  one  instance  of  a  palsy  of  the  arm  from  a  polio- 
myelitis an  anastomosis  across  the  neck  from  a  slip  split  off  from 
the  opposite  plexus  seemed  of  value.  In  a  majority  of  the  cases 
especially  those  seen  later  the  restoration  of  the  shoulder  move- 
ments as  emphasized  by  Dr.  Thomas  will  be  of  more  advantage 
than  a  plexus  operation  alone. 

Dr.  Charles  P.  Noble. — In  the  first  five  years  of  my  pro- 
fessional work  I  was  connected  with  the  old  Lying-in  Charity, 
and  if  my  memory  is  not  at  fault,  in  2500  patients,  I  do  not  recall  a 
single  birth  palsy.  This  indicates  the  comparative  rarity  of  the 
condition  even  though  the  attendants  were  not  especially  skilful. 
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the  out-patient  service  being  done  by  students.  In  my  private 
work  I  remember  only  one  difficult  case.  This  was  due  to  pressure 
from  the  Tarnier  forceps  in  a  difficult  forceps  delivery.  The 
patient  made  a  perfect  recovery  spontaneously.  When  the  Trendel- 
enburg posture  came  into  use  we  all  saw  these  palsies.  I  have  one 
case  in  mind,  that  of  the  wife  of  a  physician,  in  which  paralysis  was 
present  but  in  which  spontaneous  recovery  took  place.  In  my 
own  work  and  in  consultations  I  have  seen  in  all  twenty  cases  all  of 
which  recovered  spontaneously. 

Dr.  Thomas,  closing. — I  knew  five  years  ago  when  I  took  my 
present  position  on  this  subject  that  I  was  walking  into  trouble, 
but  I  am  glad  to  see  that  favorable  opinion  has  turned  from  opera- 
tion upon  the  nerves  to  the  treatment  of  the  shoulder- joint  condition. 
A  recent  English  writer,  Piatt,  although  still  favoring  the  theory 
of  a  plexus  injury  for  a  majority  of  six  cases,  believes  that  in  practically 
all  cases  the  treatment  should  be  directed,  not  to  the  plexus  but  to 
the  shoulder-joint.  If  this  treatment  were  to  become  general  I 
should  feel  that  I  had  accomplished  something.  I  am  particularly 
anxious  to  have  some  influence  in  stopping  the  operations  on  the 
brachial  plexus.  The  results  which  I  and  some  others  have  obtained 
without  operation  on  the  brachial  plexus  compared  with  those  from 
operations  on  the  plexus,  will  settle  the  question  in  favor  of  the 
shoulder- joint  treatment.  The  chief  trouble  is  to  get  a  chance  to 
compare  them.  Reference  has  been  made  to  Clark,  Taylor  and 
Prout.  Taylor  is  the  surgeon  of  this  group  and  has  operated  on 
between  thirty  and  forty  cases,  to  the  best  of  my  recollection,  in 
many  of  which  he  excised  portions  of  the  brachial  plexus,  in  some  he 
took  out  a  section  so  long  that  he  could  not  bring  the  ends  together 
and  had  to  unite  them  by  means  of  strands  of  catgut.  In  view  of 
the  results  I  have  shown  I  think  we  should  go  slow  about  suggesting 
operation.  I  recall  one  case  which  had  been  seen  soon  after  birth 
by  a  physician  w^ho  urged  the  parents  to  permit  the  plexus  operation 
to  be  done.  I  saw  the  child  some  six  or  eight  months  later  under 
great  difficulty.  The  parents  were  Italian,  and  the  father  forbade 
the  mother  to  allow  any  doctor  to  look  at  the  child  in  view  of  the 
improvement  that  had  taken  place  without  any  treatment.  In 
all  probability  there  is  not  a  case  on  record  in  which  in  a  birth  palsy 
a  frank,  recent  rupture  has  been  found.  Adhesions  and  thickening 
are,  however,  found  months  or  years  after  the  rupture.  I  do  not 
think  we  should  rely  greatly  upon  that  kind  of  evidence  in  face  of 
the  fact  that  the  plexus  is  very  close  to  the  shoulder-joint  which  I 
believe  was  injured,  opened,  and  gave  rise  to  extravasation  of  blood 
which  needed  to  extravasate  only  a  few  inches  upward  to  reach 
the  plexus.  There  is  little  doubt  about  the  findings  but  there  is 
much  doubt  concerning  the  interpretation  of  the  findings.  Fairbank 
operated  upon  one  case  in  which  he  said  the  operation  showed 
complete  rupture,  but  electrical  examination  before  operation  did 
not  show  com.plete  rupture.  The  finding  of  the  majority  of  com- 
petent writers  is  that  sensory  symptoms  are  practically  absent. 
I  would  expect  sensory  disturbance  in  some  but  in  a  great  majority 
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of  cases  they  are  absent.  The  point  I  make  is  that  there  cannot  be 
a  very  extensive  rupture  of  the  brachial  plexus  without  some 
sensory  disturbance  because  all  of  the  cords  of  the  brachial  plexus 
are  mixed  motor  and  sensory  nerves.  I  should  like  to  go  into  some 
of  the  other  questions  that  have  been  raised  in  the  discussion,  but 
time  will  not  permit.  Duchenne  first  attached  most  importance 
to  the  shoulder  luxations  and  suggested  rupture  of  the  brachial 
plexus,  almost  as  an  after-thought.  He  was  clearly  in  doubt  as  to 
whether  the  dislocation  of  the  shoulder-joint  was  the  cause  of  the 
paralysis  or  not.  Later  Erb  found  the  same  paralysis  in  adults  and 
he  said  it  was  due  to  the  same  cause;  an  injury  of  the  brachial  plexus. 
The  same  lesion  producing  the  same  paralysis  in  the  children,  is 
said  to  be  followed  by  a  secondary  luxation  of  the  shoulder-joint. 
Yet  in  the  adult  the  same  lesion  and  the  same  paralysis  are  never 
followed  by  the  secondary  luxation  of  the  shoulder.  Why  not  the 
same  result  from  the  same  paralysis  in  both?  In  adults,  dislo- 
cations frequently  precede  the  paralysis;  they  never  follow.  I  am 
trying  to  show  that  the  dislocation  or  an  equivalent  injury  to  the 
joint  precedes  the  paralysis  in  the  child. 

I  have  had  electrical  examinations  made  in  a  number  of  my  cases 
and  have  never  had  the  neurologist  report  back  to  me  that  he  found 
paralysis  in  any.  In  the  literature  there  are  found  exceedingly  few 
reports  of  electrical  examinations  in  these  cases  and  these  few  are 
very  unsatisfactory.  The  examinations  reported  by  Duchenne 
and  Erb  are  not  very  complete. 

In  the  operative  treatment  of  paralytic  club-foot  the  principle  is 
not,  as  suggested  by  Dr.  Babcock,  the  same  as  in  the  treatment 
of  the  shoulder-joint  in  obstetrical  palsy.  In  the  latter  you  put 
the  joint  into  as  good  position  as  possible  and  do  nothing  to  the 
muscles.  In  the  treatment  of  club-foot  you  splice  good  muscle  over 
to  the  paralyzed  side.  After  the  shoulder-joint  operation  for  ob- 
stetrical palsy  you  wait  for  good  results  from  the  improved  use  of 
the  joint  and  my  results  so  far  have  been  exceedingly  satisfactory. 

Regarding  Dr.  Noble's  remarks  upon  the  frequency  of  the  palsies, 
I  do  not  think  any  one  has  yet  decided  what  the  frequency  is.  I 
believe  that  many  cases  are  overlooked.  I  am  afraid  obstetricians 
lose  sight  of  most  of  the  cases  soon  after  birth  and  do  not  know  the 
ultimate  result.  Because  the  paralysis  rapidly  improves  they,  usu- 
ally, give  a  good  prognosis.  This  is  a  grievous  offense,  because  in 
most  cases  the  shoulder-joint  and  consequently  the  whole  limb 
becomes  permanently  crippled.  I  have  seen  twenty-four  palsied 
arms  or  affected  arms  in  twenty-three  patients  within  a  period  of 
four  or  five  years. 

(l)    SPECIMEN  OF  CONGENITAL  ABSENCE  OF  THE  ITRETER  AND  A  HUGE 
HYDRONEPHROSIS    COMPLICATING   PREGNANCY. 

(2)    PHOTOGRAPHS    OF   AN   UNUSUAL   CASE   OF   HYDROCEPHALUS. 

Dr.  Barton  Cooke  Hirst. — The  specimen  exhibited  was  taken 
from  a  woman  who  had  had  one  child  before.     I  saw  her  in  the 
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sixth  month  of  her  second  pregnancy.  There  was  great  distention 
of  the  abdomen  and  she  suffered  much  pain.  I  thought  the  case 
was  one  of  hydramnios  and  that  the  physician  who  had  seen  the 
patient  a  few  days  before  I  did  in  attempting  to  relieve  her  had 
tapped  one  sac  of  a  twin  pregnancy  and  not  the  other.  I  recom- 
mended anterior  vaginal  hysterotomy.  I  was  surprised  to  find  the 
uterus  when  emptied  no  larger  than  normal,  that  there  was  one  baby 
and  no  hydramnios.  I  then  realized  that  there  was  a  large  tumor 
in  addition  to  the  pregnant  uterus,  which  I  naturally  thought  was 
an  ovarian  cyst,  opened  the  abdomen  and  found  this  extraordinary 
tumor,  lo  to  12  inches  long  and  from  6  to  8  inches  wnde.  Dr. 
Allen  J.  Smith  who  is  making  a  careful  study  of  it  has  found  kidney 
substance  in  the  thin  wall  of  the  cyst.  There  was  no  evidence  of  a 
ureter  attached  to  it,  but  the  left  ureter  could  be  catheterized  its 
whole  length. 

Instead  of  there  being  a  congenital  absence  of  the  ureter  in 
this  case  there  is  obviously  atresia  near  the  pelvis  of  the  kidney. 
We  shall  study  the  case  further  by  the  x-rsLy  and  the  use  of  lead- 
coated  catheters.  I  can  recall  no  record  of  a  case  with  such  a  huge 
hydronephrosis  existing  for  so  long  a  time. 

The  photograph  is  one  of  hydrocephalus  diagnosticated  by  one 
of  the  students  on  the  Southeastern  Dispensary  service,  the  head 
being  evacuated  by  puncture  in  the  occipital  region.  It  is  an 
unusually  large  hydrocephalus  with  deformity  of  the  mouth  and 
nose. 

NITROUS    OXID-OXYGEN   ANALGESIA   IN    OBSTETRICS,    A    PRELIMINARY 

REPORT. 

Dr.  Edward  A.  Schumann. — The  recent  magazine  propaganda 
in  the  interests  of  twilight  sleep,  has  served  as  a  valuable  stimulus 
to  obstetricians,  to  awaken  in  them  a  more  acute  sense  of  their 
responsibilities  in  so  far  as  concerned  the  alleviation  of  the  suf- 
ferings of  women  in  labor.  Many  of  us  have  cast  about  for  some 
better  plan  of  nullifying  the  agonies  of  travail  than  that  offered  by 
the  hypodermic  administration  of  certain  drugs,  and  among  the 
plans  suggested  I  was  much  impressed  by  the  use  of  nitrous  oxid- 
oxygen  in  combination,  given  to  a  point  of  analgesia,  which  I  heard 
discussed  by  Drs.  Heaney  and  Lynch  of  Chicago. 

Having  determined  upon  the  trial  of  this  method  I  searched  the 
catalogues  of  instrument  makers  for  the  most  suitable  apparatus, 
finally  deciding  upon  the  one  here  presented  (the  Teter  apparatus). 

The  requirements  of  obstetric  analgesia  appear  to  me  to  be  about 
as  follows: 

Complete  analgesia  must  invariably  be  secured.  The  method 
must  be  safe  for  mother  and  child.  It  must  be  applicable  in  all 
stages  of  labor.  It  must  be  reasonably  easy  of  administration,  the 
apparatus  must  be  portable  and  the  method  should  not  be  expensive. 

Nitrous  oxid-oxygen  analgesia  seems  to  fit  all  of  these  require- 
ments except  the  last,  the  expense,  unfortunately,  being  from  $3  to 
$10  per  administration. 
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My  own  experience  with  this  technic  is  still  limited  and  I  wish 
especially  to  emphasize  the  fact  that  the  results  reported  here  are 
those  which  I  have  myself  seen  in  a  small  series  of  cases  and  that 
they  are  not  offered  as  conclusive  or  as  having  any  statistical  value 
whatever.  It  may  be  that  broader  experience  will  disclose  con- 
traindications to  the  use  of  this  anesthetic,  but  I  am  convinced  that 
such  will  not  be  the  case.  The  method  of  administration  is  sim- 
plicity itself  as  will  be  demonstrated.  The  results  in  my  experience 
may  be  epitomized  as  follows: 

Absolute  analgesia,  with  no  case  of  complete  loss  of  consciousness. 

No  cyanosis  whatever,  at  any  time,  either  of  mother  or  child. 

No  difficulty,  on  the  part  of  the  patient,  of  procuring  complete 
analgesia. 

No  diminution  in  the  force  or  frequency  of  the  uterine  contractions. 

A  slight  elevation  of  maternal  blood  pressure  occasionally. 

No  change  noted  in  fetal  heart  sounds,  either  in  rate  or  character. 

A  shortening,  I  think,  of  the  time  required  for  placental  separa- 
tion, although  I  cannot  state  this  as  a  definite  fact. 

No  alarming  or  indeed  untoward  efi'ect  of  any  sort  has  as  yet  been 
noted. 

The  President  Dr.  Daniel  Longaker  then  delivered  the  Annual 
Address.* 
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Meeting  of  December  3,  191 5. 
The  President,  O.  Paul  Humpstone,  M.  D.,  in  the  Chair. 

cesarean  section  after  the  death  of  the  mother. 

Dr.  Pfeiffer. — The  following  case  is  reported  from  the  service 
of  Dr.  V.  L.  Zimmermann  at  the  Hospital  of  the  Holy  Family. 
Mrs.  S.  P.  was  admitted  to  the  hospital  on  the  afternoon  of  May  3, 
1915,  in  convulsions,  with  the  bare  history  of  pregnancy  at  term  and 
of  feeling  perfectly  well  in  the  morning  and  until  the  first  seizure; 
she  had  not  consulted  a  physician  at  any  time  in  her  pregnancy. 
The  house  obstetrician  reported  the  cervix  not  efifaced,  os  undilated 
and  patient  not  conscious  between  convulsions,  of  which  there  were 
several  after  admission;  urine  contained  a  large  amount  of  albumin 
with  granular  casts.  Orders  were  given  for  preparation  for  opera- 
tive delivery,  and  a  Cesarean  section  was  contemplated.  On  arrival 
at  the  hospital,  within  an  hour  of  notification,  the  author  was  in- 
formed that  the  patient  had  apparently  just  died,  and  this  was 
confirmed  by  him  less  than  five  minutes  later.     A  fetal  heart  being 

*  See  original  article  page  641. 
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heard,  the  uterus  was  rapidly  opened  and  a  hving  child  was  delivered, 
which  was  resuscitated  without  much  difficulty.  It  succumbed, 
however,  three  days  later,  probably  from  the  toxemia  producing 
the  eclampsia.  The  subsequent  death  of  the  child  should  not  deter 
one  in  the  management  of  similar  cases.  A  patient  of  the  author, 
dying  of  an  acute  cardiac  dilatation  a  day  or  two  before  her  expected 
confinement,  was  delivered  in  the  King's  County  Hospital  by  the 
interne.  The  baby  was  in  good  condition  when  heard  from  a  year 
later.  If  delivered  with  reasonable  promptness,  the  chances  of  the 
child  should  be  good  unless  there  has  been  some  severe  or  prolonged 
maternal  illness. 

ATRESIA   OF   THE   CERVIX. 

Dr.  Pfeiffer. — Mrs.  M.,  aged  thirty-one,  prima  gravida,  seen 
first  when  six  months  pregnant,  at  which  time  cervix  was  small  and 
OS  did  not  admit  tip  of  finger.  Examined  in  labor  November  14, 
1 91 5,  after  a  few  hours'  pain,  and  found  no  distinct  cervix  and  no  os, 
there  being  merely  an  indefinite  ring  at  the  region  of  the  cervix,  and 
a  tough  membrane  closing  what  should  have  been  the  os;  head  en- 
gaged in  R.  O.  P.  position,  fetal  heart  148.  Thinking  there  must  be 
a  small  opening  nothing  was  done.  Six  hours  later  the  region  of  the 
cervix  was  edematous  and  bulging,  but  still  no  os  palpable,  fetal 
heart  now  132,  but  dropped  suddenly  to  88  and  returned  to  120 
within  a  short  time,  an  excursion  too  great  compatible  with  safety 
for  the  child.  Section  was  considered,  but  abandoned  when  it  was 
found  that  the  heart  did  not  show  any  irregularity.  The  site  of  the 
cervix  was  punctured  under  anesthesia,  then  dilated  with  bags,  and 
the  membranes  ruptured.  It  was  found  that  the  occipital  bone  was 
depressed  beneath  the  parietals,  the  position  being  now  R.  O.  T. 
Manual  rotation  after  the  method  of  Pomeroy  was  done  and  an 
easy  forceps  delivery  performed.  Fetal  heart  strong  but  slow,  and 
artificial  respiration  was  necessary  for  forty-five  minutes  before 
breathing  was  satisfactory;  no  breathing  at  all  for  the  first  twenty 
minutes,  mouth-to-mout'h  insufflation  keeping  the  heart  going. 
Tracheal  catheter  for  aspiration  of  mucus  gave  a  decided  taste  of 
ether,  and  this  was  probably  partly  responsible  for  the  difficult 
resuscitation.  There  were  slight  general  convulsions  within  a  few 
hours,  the  child  remaining  in  a  position  of  opisthotonos  for  the 
greater  part  of  three  days,  and  fed  with  difficulty  by  a  dropper.  A 
neurologist  pronounced  the  hemorrhage  subtentorial  in  location  and 
beyond  the  reach  of  surgery.  Opisthotonos  disappeared  gradually, 
and  the  baby  to-day  is  able  to  nurse  from  a  bottle  and  is  gaining. 
Cervix  presents  stellate  laceration  as  if  torn  by  forceps,  though  the 
head  was  out  of  the  cervix  when  forceps  were  applied,  and  these 
were  believed  to  be  due  to  the  bags  tearing  through  tissue  that 
was  more  fibrous  than  muscular.  It  would  be  interesting  to  know 
the  size  of  the  os  before  pregnancy  occurred.  Atresia  of  the  cervix 
is  not  uncommon,  but  the  mechanism  of  its  occurrence  is  not  easily 
understood.  A  Wassermann  has  not  been  taken,  but  will  be  before 
the  laceration  of  the  cervix  is  repaired. 
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Dr.  Humpstone. — -Regarding  the  second  case  narrated  by  Dr. 
Pfeiffer,  I  had  a  similar  experience  with  a  neurologist  in  a  case  which 
he  defined  as  a  cranial  hemorrhage,  but  which  cleared  up  later. 
There  was  a  similar  case  in  the  daughter  of  a  physician  in  Brooklyn 
who  was  given  up  on  the  diagnosis  of  cranial  hemorrhage — she  was 
eight  years  of  age — -but  which  also  cleared  up.  We  get  pressure 
from  edema  of  the  meninges  which  simulates  hemorrhage,  and  it  is 
better  not  to  be  too  positive  in  making  a  diagnosis  of  internal 
hemorrhage. 

Dr.  Polak. — -I  should  like  to  ask  why  was  the  case  not  operated  on 
by  vaginal  Cesarean  rather  than  by  puncture  and  the  use  of  bags, 
and  also  as  to  the  necessity  for  rapid  delivery. 

Dr.  Pool. — I  had  a  case  similar  to  the  one  recited  by  Dr.  Pfeiffer 
some  two  years  ago;  I  think  Dr.  Polak  saw  the  case  with  me.  It  was 
a  woman  upon  whom  I  had  done  a  plastic  operation  for  procidentia, 
which  included  amputation  of  the  cervix  and  building  up  of  the  walls 
of  the  vagina.  She  became  pregnant  and  the  physician  in  charge 
of  the  case  could  not  find  an  os.  We  did  find  a  cicatricial  dimple. 
We  decided  to  do  a  Cesarean  rather  than  undo  the  work  that  had 
been  accomplished  in  the  vagina. 

Dr.  Holden. — In  the  service  of  Dr.  Polak  at  the  Methodist 
Hospital  we  had  a  woman  who  had  been  in  labor  several  days.  All 
that  could  be  felt  was  a  smooth  convex  dome.  Finally  we  were  able 
to  find  a  small  opening  and  to  introduce  a  small  sound.  Apparently 
the  child  was  dead.  We  did  a  Cesarean  and  delivered  a  macerated 
child.  The  woman  became  pregnant  later  and  we  did  a  vaginal 
Cesarean.     The  previous  history  showed  no  indications  of  trouble. 

Dr.  Pfeiffer. — Answering  Dr.  Polak's  question  why  a  vaginal 
Cesarean  section  was  not  done,  it  seemed  to  me  that  with  a  woman 
at  term  with  a  babe  estimated  to  weigh  about  8  pounds  I  could  more 
easily  deliver  by  the  slower  and  safer  method  selected. 

MULTIPLE  fibroids;  TWIN  PREGNANCY. 

Dr.  Jewett. — The  patient  from  whom  this  specimen  was  removed 
was  a  colored  woman,  thirty  years  of  age,  whose  mother  died  of 
"inflammation  of  the  womb,"  and  whose  paternal  grandmother  had 
cancer  of  the  womb.  Family  and  previous  personal  history  negative. 
She  began  to  menstruate  at  twelve,  established  at  once,  thirty-day 
type,  habit  four  days,  profuse  flow  from  onset.  Has  always  had 
comenstrual  pain  in  the  lower  abdomen  which  required  medication 
for  reUef.  Has  had  leukorrhea  for  many  years.  Though  not 
married,  patient  admits  having  had  frequent  intercourse,  dating 
from  a  year  or  more  before  puberty;  no  children  or  miscarriages; 
bowels  regular;  no  urinary  symptoms  except  frequency — has  to  get 
up  once  at  night.  First  seen  January  27,  191 5,  when  she  complained 
of  menorrhagia,  severe  dorsal  backache,  headache  and  vertigo. 
Her  last  period  was  January  5,  191 5.  Examination  at  that  time 
showed  heart  and  lungs  normal,  abdomen  negative,  pelvis,  external 
genitals  and  vagina  normal,  cervix  normal  and  in  good  position,  not 
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enlarged.  Low  on  the  posterior  wall  of  the  uterus  was  a  fibroid  the 
size  of  a  small  egg,  and  there  was  a  mass  in  the  left  side  of  the  pelvis 
which  was  diagnosed  as  chronic  adnexal  disease.  An  operation  was 
advised.  She  was  not  seen  again  until  Alay  lo,  191 5,  when  she  gave 
this  menstrual  history :  Her  last  regular  period  began  on  February 
18,  1915,  and  was  profuse,  as  usual.  She  flowed  one  day  about  the 
middle  of  March  and  had  spotting  for  a  few  days  the  first  week  in 
April.  The  backache  had  increased  in  severity  and  there  was  con- 
stant pain  in  the  left  lower  abdomen.  Nausea  and  vomiting  were 
present,  and  she  had  noted  the  increased  size  of  the  abdomen. 
Examination  at  this  time  showed  some  of  the  breast  signs  of  pregnancy, 
an  abdominal  tumor  that  extended  from  the  pelvis  to  about  2  inches 
above  the  umbilicus,  somewhat  soft  on  the  right  side  but  hard  and 


Fig.  I. — Jewett. 

nodular  on  the  left.  The  pelvis  was  almost  completely  filled  by  a 
fibroid  which  pushed  the  cervix  forward  and  to  the  right,  evidently 
the  mass  that  had  been  previously  diagnosed  as  adnexal  disease. 
The  question  then  arose  as  to  whether  it  were  a  case  of  pregnancy 
compHcated  by  fibroid  or  a  case  of  fibroid  complicated  by  preg- 
nancy. It  was  evident  that  there  could  be  no  delivery  by  the 
natural  passages.  She  must  have  an  immediate  hysterectomy  or 
be  allowed  to  go  to  term  and  be  delivered  by  Cesarean.  It 
seemed  to  me  that  because  of  the  very  rapid  increase  in  size 
of  the  tumors,  and  the  high  mortality  to  both  mother  and  child 
in  such  cases  when  allowed  to  go  to  term,  that  the  former  procedure 
was  indicated.     She  was  therefore  referred  to  the  Swedish  Hospital 
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for  operation,  which  was  performed  May  12,  191 5,  and  this  specimen 
removed. 

The  uterus  has  been  split  in  the  median  line  anteriorly  and  the 
lateral  portions  opened  outward,  exposing  the  contents.  This 
consists  of  a  twin  pregnancy,  the  fetuses  lying  one  above  the  other, 
each  in  its  amniotic  sac.  There  is  apparently  but  one  placenta 
attached  to  the  posterior  wall  of  the  uterus,  the  chorionic  villi 
showing  very  clearly  at  the  upper  part  of  the  picture.  The  large 
fibroid  that  occupied  the  pelvis  is  seen  behind  the  lower  fetus  on  the 
left,  and  another  somewhat  smaller  on  the  right  side  below.  The 
two  cut  surfaces  of  an  interstitial  fibroid  of  the  anterior  wall  are 
shown  one  on  either  side,  and  a  very  large  subperitoneal  fibroid 
may  be  seen  above  and  to  the  left. 

Dr.  Hussey. — I  did  not  gather  from  the  doctor's  remarks  the 
exact  state  of  urgency  of  the  patient:  what  symptoms  called  for  an 
operation  at  the  time?  I  can  conceive  of  such  a  pathological  con- 
dition causing  symptoms  necessitating  immediate  operation. 
Unless  such  symptoms  were  present,  I  should  deem  it  unwise  to  sacri- 
fice the  Hfe  of  the  baby.  I  should  personally  prefer  to  let  the  case 
go  to  term  in  the  hope  of  saving  the  child  and  securing  for  the  parents 
one  child  before  removing  the  uterus.  That,  however,  must  be 
decided  by  the  man  on  the  case  and  can  hardly  be  questioned  by  us. 

Dr.  Polak. — This  case  brings  up  for  discussion  the  subject  of 
fibroids  compHcating  pregnancy.  Chnical  experience  has  taught 
us  one  or  two  things  about  fibroids  and  their  influence  on  pregnancy 
and  labor.  Nature  is  capable  of  taking  care  of  a  large  number  of 
these  growths;  under  the  influence  of  pregnancy,  fibroids  often  grow 
with  extreme  rapidity,  and  they  are  apt  to  complicate  premature  more 
than  term  deliveries.  It  depends  upon  the  location,  size  and  con- 
dition of  the  growth  whether  we  are  justified  in  interfering.  Those 
in  the  upper  segment  of  the  uterus  are  usually  taken  care  of  by 
nature,  but  those  in  the  cervix  and  below  may  act  as  the  cause  of 
serious  dystocia.  An  abortion  occurring  in  such  conditions  is  invari- 
ably complicated  by  infection  because  of  the  tortuous  canal  and 
absence  of  drainage. 

Dr.  Humpstone. — I  want  to  report  a  case  which  is  in  some  respects 
similar  to  the  one  presented  by  Dr.  Jewett,  and  it  brings  out  some 
points  mentioned  by  Dr.  Polak  in  his  discussion. 

The  patient  at  the  Methodist  Episcopal  Hospital,  the  mother  of 
three  children,  aged  forty-two,  was  first  seen  by  me  four  days  before 
her  admission  to  the  hospital.  She  had  aborted  a  two  and  a  half 
months'  pregnancy  complete,  but  continued  to  bleed  and  during  the 
next  three  days  continued  to  have  pain  in  the  lower  abdomen,  cramp 
like  in  character  similar  to  the  pains  of  her  abortion,  and  her  bleed- 
ing increased. 

Abdominal  examination  showed  a  tumor  extending  7  centimeters 
above  the  pubis  into  the  abdomen  in  the  median  line  behind  the 
scar  of  a  previous  operation.  Her  past  history  was  irrelevant,  save 
for  an  operation  for  pelvic  repair  and  retroversion  with  removal  of 
right  ovary,  ten  years  before.     Bimanual  examination  showed  the  os 
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Still  patulous  in  spite  of  the  complete  unruptured  sac  of  the  abortion. 
The  uterus  was  the  size  of  a  cocoanut  and  evidently  a  fibroid  uterus. 

She  was  given  codein  to  control  the  uterine  contractions,  but  in 
spite  of  this  the  pains  kept  up  and  she  developed  a  temperature  of 
I00.2.  She  was  removed  to  the  hospital  and  a  panhysterectomy  done, 
after  packing  the  uterine  cavity  with  iodine  gauze  and  swabbing  out 
the  dried  vagina  with  tincture  of  iodine.  She  made  an  uninterrupted 
recovery. 

Examination  of  the  specimen  showed  a  submucous  fibroid  the  size 
of  an  orange  undergoing  the  so-called  red  degeneration,  and  several 
small  intramural  fibroids. 

The  case  is  reported  as  bearing  distinct  evidence  on  the  following 
facts  concerning  fibroids  and  pregnancy: 

1.  Submucous  fibroids  predispose  more  than  any  other  fibroids  to 
abortion. 

2.  Submucous  fibroids  are  the  most  likely  to  cause  complications 
after  abortion,  becoming  strangulated,  degenerating,  or  infected. 

3.  Curettage  in  such  a  case  is  always  contraindicated. 

4.  Undue  watchful  waiting  is  contraindicated,  and  hysterectomy 
should  be  done  promptly  if  the  growth  is  of  considerable  size  and 
symptoms  continue  after  the  abortion  is  over,  before  infection  occurs 
with  its  concurrent  sepsis  and  jeopardy  of  the  life  of  the  patient. 

Dr.  Jewett  (closing). — I  am  glad  the  discussion  has  brought  out 
the  differences  of  opinion  in  the  treatment  of  such  a  case.  From  the 
history  it  seemed  to  me  that  we  had  a  pregnancy  of  about  two  and 
one-half  months,  and  I  knew  from  my  previous  examination  in  Jan- 
uary exactly  the  amount  of  growth  there  had  been  in  three  and  one- 
half  months.  I  did  consider  the  two  questions  of  immediate  termi- 
nation of  the  pregnancy  or  waiting  till  term  for  a  Cesarean  section. 
The  lower  fibroid  completely  filled  the  pelvis,  although  there  were  no 
adhesions  and  we  had  no  great  difficulty  in  getting  it  out,  but  it  was 
practically  incarcerated  in  the  pelvis.  She  had  had  two  periods  with 
a  little  spotting,  and  from  my  previous  experience  with  two  cases 
of  pregnancy  complicated  by  a  fibroid  located  near  the  isthmus, 
which  had  terminated  in  abortion,  it  seemed  to  me  that  the  method 
adopted  of  removing  the  whole  mass  early  was  the  better  one. 

TWO   CASES    OF   ATRESIA    OF    THE   CERVIX. 

Dr.  Mills. — An  Italian  girl  of  nineteen,  married,  was  admitted 
to  the  Kings  County  Hospital  in  August,  191 5.  She  could  not  speak 
English,  and  her  history,  obtained  through  an  interpreter,  was 
unsatisfactory.  She  had  been  delivered  one  year  ago  of  a  stillborn 
child  at  term.  One  week  after  delivery  she  went  to  a  near-by 
hospital  and  had  some  vaginal  operation  performed.  Her  chief 
complaint  on  admission  was  a  periodic  pain  in  lower  abdomen,  in 
midline,  and  no  menstruation.  Upon  examination  the  uterus  was 
found  slightly  enlarged.  The  cervix  was  short,  with  a  dimple  marking 
the  site  of  the  cervical  canal,  which  was  occluded.  With  a  finger  in 
the  rectum  to  mark  the  direction  of  the  uterus,  a  trocar  and  cannula 
were  introduced  through  the  cervix  and  about  4  ounces  of  dark,  tarry, 
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altered  blood  was  evacuated  from  the  uterus.  The  opening  was 
widely  dilated.     The  patient  has  since  reported  normal  menstruation. 

The  second  case,  a  partial  atresia,  occurred  in  a  woman  of  thirty- 
one  years  of  age,  who  had  had  two  labors — one  instrumental — no  mis- 
carriages. Previous  history:  had  an  operation  three  years  ago  in 
which  one  ovary  and  the  appendix  were  removed,  the  uterus  was 
suspended  and  the  cervix  repaired.  Present  history:  complains  of  a 
dark,  tarry  discharge  between  menstruation,  especially  upon 
exertion.  Examination:  cervix  soft  and  fluctuating,  external  os 
barely  admits  end  of  probe;  dark,  tarry,  altered  blood  escapes  upon 
pressure.  Advised  amputation  of  cervix.  When  the  cervix  was 
incised  it  was  found  to  be  a  retention  cyst  from  menstrual  blood;  the 
walls  were  ballooned  out  and  thin.  The  cervix  was  amputated  just 
below  the  internal  os. 

Dr.  Leo  J.  J.  Commiskey  then  read  a  paper  entitled 

A   PRELIMINARY  REPORT   OF   WASSERMANN  REACTIONS   IN   HOSPITAL 

OBSTETRICS.* 

DISCUSSION. 

Dr.  Pfeiffer. — Dr.  Judd  continued  Dr.  Commiskey's  work  and 
some  of  the  cases  referred  to  in  the  paper  are  from  the  service  of  Dr. 
Judd.  Our  conclusions  are  in  the  main  about  the  same  as  those  of 
Dr.  Commiskey.  On  the  service  we  secured  as  high  as  lo  per  cent, 
positives  in  those  who  did  not  show  lesions.  The  percentage  in  fetal 
blood  I  do  not  recall.  The  negative  fetal  blood  has  never  seemed  to 
exclude  syphilis  in  the  child.  One  case  stands  out  prominently.  A 
woman  brought  to  the  hospital  postpartum  with  a  history  of  one 
child  five  years  before  and  four  subsequent  dead  and  macerated 
babies,  each  at  seven  months.  On  examination  she  showed  a  four 
plus  reaction.  I  advised  her  to  return  but  she  did  not  do  so.  She 
turned  up  at  my  office  six  months  pregnant  but  declined  to  enter 
the  hospital.  I  gave  her  salicylate  of  mercury.  She  was  delivered 
at  term  of  a  living  child,  and  the  Wassermann  test  on  the  baby 
was  negative.  Within  three  months  she  brought  the  child  to  the 
hospital  and  examination  then  showed  syphilis  and  the  spinal  fluid 
disclosed  the  presence  of  the  disease.  Later  on  she  was  again  ad- 
mitted to  the  hospital  and  delivered  of  a  living  child,  and  at  last 
accounts  the  last  child  was  alive.  What  the  result  would  be  in 
private  practice  if  the  tests  could  be  carried  out,  if  not  by  Wasser- 
mann then  by  the  luetin  test,  would  be  interesting  to  determine. 
At  the  Boston  Lying-in  Hospital  they  claim  as  high  as  30  per  cent, 
positive  Wassermann  in  their  examinations,  but  we  question  their 
report.  Dr.  Commiskey  reports  8  per  cent.,  we  brought  our  per- 
centage up  to  10. 

Dr.  Mayne. — -I  recall  a  case  that  is  of  interest.  This  family  has 
been  under  my  observation  for  about  twenty  years,  and  during  that 
time  the  wife  has  had  nine  or  ten  miscarriages.  The  husband  denied 
syphilis.     About  three  years  ago  after  all  these  miscarriages  the 

*  See  original  article,  page  676. 
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mother  acquired  syphilis,  developing  a  sore  throat  with  a  typical 
sore  on  the  tonsil  and  later  gave  a  positive  Wassermann.  The 
husband  refused  to  allow  the  test.  About  a  year  ago  the  husband 
admitted  that  he  had  had  syphilis  before  marriage  and  a  Wasser- 
mann made  on  him  was  positive.  Now  were  her  miscarriages  due 
to  the  husband's  syphilis?     She  was  anxious  to  have  a  living  child. 

Dr.  Polak. — For  nearly  six  months  we  have  been  taking  Wasser- 
mann tests  in  the  out-patient  department  of  the  Long  Island  College 
Hospital.  We  have  had  1 1  per  cent,  positive,  but  only  a  very  small 
percentage  of  four  plus,  perhaps  2  per  cent,  of  that  degree.  Those 
cases  we  send  into  the  hospital.  So  far  we  have  been  unable  to  ob- 
tain a  syphilitic  placenta,  and  I  should  like  to  ask  if  this  is  in  line  with 
Dr.  Commiskey's  experience? 

Dr.  Commiskey. — I  think  it  is  undoubted  that  syphilis  is  trans- 
missible from  the  father  to  the  infant,  though  it  would  seem  that  the 
mother  must  have  been  infected.  Regarding  syphilitic  placenta,  I 
have  looked  over  a  couple  of  hundred  specimens  and  have  failed  to 
find  the  clumps  of  cellulor  villi  that  are  supposed  to  represent 
syphilis.  Occasionally  I  find  this  element  in  kidney  disease.  I 
have  really  thought  seriously  whether  I  would  not  ask  my  own 
patients  to  be  tested  by  a  Wassermann.  Inherited  syphiHs  is  not 
uncommon  and  I  think  it  would  be  for  the  benefit  of  the  patients 
and  of  the  unborn  that  the  patients  should  receive  proper  treatment. 

Dr.  Gordon  Gibson  then  read  the  second  paper  of  the  evening: 

THE  RELATIONSHIP   BETWEEN   PELVIC  DISEASE  AND  NEURASTHENIA.* 

DISCUSSION. 

Dr.  Robertson. — There  is  no  doubt  that  many  gynecological 
neurotics  such  as  Dr.  Gibson  has  described  in  his  paper  may  be  found; 
but  to  claim  there  is  such  a  definite  clinical  entity  as  pelvic  neuras- 
thenia seems  to  me  an  impossibility.  How  can  the  average  clinician 
differentiate  the  condition  described  from  a  general  neurasthenic  or 
hysterical  state? 

Undoubtedly  there  are  many  women  who  lay  undue  emphasis  on 
the  discomfort  due  to  minor  pathological  conditions  in  the  pelvis. 
Does  not  the  average  wom.an  in  the  higher  social  circles  possess  less 
fortitude  than  her  less  fortunately  placed  sister  in  enduring  pain? 
It  is  largely  a  matter  of  temperament  and  heredity  and  perhaps  in 
addition  too  sympathetic  an  environment.  When  an  unstable  or 
easily  disturbed  mentality  exists  in  an  individual,  ^vith  a  neuropathic 
heredity  and  with  an  environment  of  sympathetic  friends,  or 
family,  exaggerations  of  symptoms  resting  upon  a  slight  physical 
basis  may  occur. 

This  is  peculiarly  true  in  women.  In  King's  Park  where  Dr. 
Gibson  sees  so  many  psycopathic  cases  it  might  not  be  so  difficult  to 
make  the  distinction  of  pelvic  neurasthenia  from  other  morbid  nerv- 
ous states.  I  remember  a  paper  by  the  late  Dr.  Skene  years  ago 
describing  the  gynecological  conditions  in  the  insane  women  at  the 
Kings  County  Insane  Asylum,  and  my  impression  is  that  he  was 

*For  original  article  see  page  637. 
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surprised  to  find  how  few  lesions  were  present  that  might  be  in  any 
way  accountable  for  their  mental  impairment. 

Dr.  Hussey. — I  should  like  to  ask  Dr.  Gibson  if  he  believes  that 
the  neurasthenic  symptoms  are  never  caused  by  the  pelvic  lesions. 
Is  the  neurasthenia  always  present  originally  and  are  the  pelvic 
lesions  to  which  we  sometimes  attribute  the  symptoms  merely  trau- 
matic? I  have  seen  many  women  who  have  become  neurasthenic 
after  pelvic  injuries,  and  they  have  a  more  stable  nervous  system 
after  the  lesions  were  repaired,  even  where  pain  was  not  a  symptom. 
I  agree  with  him  that  we  ought  to  be  careful  about  operating  for 
slight  pelvic  lesions  conditions.  One  point  to  bear  in  mind  is  that 
the  woman  with  an  unstable  nervous  system  is  affected  by  slight 
lesions  which  might  not  cause  any  symptoms  in  a  woman  with  a 
strong  nervous  system. 

Dr.  Holden. — Some  of  the  cases  that  come  to  us  are  not  gyne- 
cological cases  and  it  would  be  difficult  to  determine  just  what 
proportion  are  due  to  the  pelvic  pathology  and  what  to  the  nervous 
system.  Where  there  are  small  pelvic  lesions  it  would  be  better  to 
have  the  patient  looked  over  by  a  competent  internist  to  ascertain 
what  is  the  relation  between  the  pelvic  pathology  and  the  symptoms. 
I  have  seen  a  number  of  instances  where  there  was  little  pelvic 
pathological  tissue  and  a  lot  of  nervous  symptoms.  We  might 
operate  and  make  them  better,  but  whether  the  improvement  is  from 
the  hygienic  care,  the  three  weeks  in  bed  with  the  bowels  clear,  and 
some  other  matter  which  helped  to  make  them  well,  is  not  easily 
defined.     Each  individual  case  requires  time  and  consideration. 

Dr.  Rose. — The  treatment  of  these  cases  brings  in  the  question, 
not  only  of  gynecology  but  of  every  other  matter  about  which  the 
patient  may  consult  the  physician.  If  after  a  thorough  examination 
the  gynecologist  cannot  find  much  trouble,  if  he  pin  the  woman's 
mind  down  to  one  special  point,  emphasize  this  tender  point  and  then 
give  rehef  by  treatment  even  if  it  is  nothing  more  than  the  use  of  a 
tampon  to  relieve  the  tenderness  behind  the  cervix,  he  is  going  to  get 
results.  In  all  of  these  cases  the  nervous  system  is  impressionable. 
That  woman  could  go  to  a  Christian  science  healer  and  be  cured 
probably  quicker  than  by  a  regular  physician.  The  crux  of  the 
matter  is  that  she  is  going  to  be  better  and  that  with  the  treatment, 
whether  it  be  hygienic  or  dietetic  or  other  methods,  there  are  going 
to  be  results.  In  a  large  proportion  of  cases  these  results  are 
markedly  augmented  by  mental  suggestion. 

Dr.  Gibson. — The  paper  does  not  claim  that  this  is  a  clinical 
entity  but  is  simply  a  plea  for  a  more  careful  consideration  of  the 
nervous  system  of  a  woman  who  has,  or  thinks  she  has,  a  minor  pehdc 
lesion.  In  reply  to  Dr.  Hussey's  question  I  would  say  that  I  believe 
that  there  is  an  underlying  tendency  toward  neurasthenia  which 
becomes  evident  when  the  irritation  of  these  minor  lesions  becomes 
more  than  the  handicapped  nervous  system  can  stand.  In  other 
words  the  woman  has  exhausted  her  reserve  nervous  force.  Certainly 
many  of  these  women  are  better  when  the  lesions  are  repaired  but 
many  of  them  are  made  worse  by  operation,  and  it  is  just  this  point 
that  we  must  be  watching  for. 
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Meeting  of  November  12,  1 9 1 5 . 
The  President,  Dr.  G.  Brown  Miller,  M.  D.,  in  the  Chair. 
Dr.  Robert  Y.  Sullr'an  reported  a  case  of 


rltture  of  the  uterus. 

The  patient  was  a  colored  woman  of  thirty-six,  seen  during  her 
fifth  labor.  Her  history  was  as  follows:  Her  first  and  second  labors 
were  long  and  tedious  being  terminated  by  instruments  with  children 
dying  during  or  immediately  after  delivery.  The  third  labor  was 
tedious  but  a  6-pound  fetus  was  born  spontaneously.  This  child 
is  still  living  and  well.  A  fourth  labor  was  tedious  lasting  eighteen 
hours,  was  attended  with  inertia  and  was  terminated  by  instrumental 
delivery  by  the  vaginal  route.  The  infant  was  dead  when  deUvered. 
There  were  two  miscarriages  in  early  months  from  which  there  were 
uneventful  recoveries. 

When  called  to  see  her  in  her  fifth  labor  she  had  been  in  labor  for 
a  period  approximately  twenty-four  hours.  Labor  had  been  severe, 
pains  had  been  astonishingly  hard  and  of  expulsive  nature,  but  uterine 
inertia  was  evident  at  this  point.  Examination  revealed  the  follow- 
ing: Rather  small  but  thickset  negress  apparently  approaching  forty 
years.  Abdom.en  large,  prominent,  symmetrical  but  pendulous  and 
very  tense.  By  examination  the  back  seemed  to  be  to  the  right  and 
posterior,  small  parts  to  the  left  and  anterior.  Fetal  heart  heard  in 
each  lower  quadrant.  Heart  sounds  fair  in  intensity  and  equal  as  to 
point  of  greatest  intensity.     The  rate  was  130  per  minute. 

Vaginal  examination  revealed  a  relaxed  perineum,  cervix  nearly 
completely  dilated,  membranes  ruptured  for  a  period  of  four  hours, 
head  firmly  engaged  in  the  brim  of  the  pelvis,  not  easily  dislocated  and 
thought  to  be  in  the  R.  O.  T.  position.  Pelvic  measurements  were 
as  follows:  Interspinous,  22  cm.;  intercristal,  27  cm.;  trochanteric, 
33  cm.;  oblique,  20  cm.;  external  conjugate,  18  cm.;  diagonal  conju- 
gate, 9  cm. 

The  temperature  was  99.8°  F.,  pulse  was  of  good  volume  and  80 
in  rate.  Blood  pressure  was  140.  Ten  vaginal  examinations  had 
been  made  and  also  an  attempt  to  deliver  by  forceps.     Pituitrin  had 
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been  given  twice  in  3^-^  c.c.  doses  within  the  last  four  hours  of  labor, 
i.e.,  in  the  second  stage. 

She  was  allowed  to  rest  and  pains  shortly  reappeared  but  after  two 
hours'  trial  had  accomplished  nothing. 

It  was  thought  that  she  should  be  delivered  at  this  point  and  it  was 
elected  to  attempt  forceps,  since  she  had  been  rather  long  in  labor 
and  that  there  had  been  some  exposure  to  vaginal  contamination  as 
she  had  been  frequently  examined  bi;t  with  great  care. 

After  being  deeply  anesthetized  the  position  was  made  out  to  be 
R.  O.  T.  This  was  made  an  anterior  position  by  manual  restitution 
and  axis  traction  forceps  applied.  Great  difficulty  was  experienced 
in  rotating  the  body,  since  the  uterus  firmly  held  the  same.  Efforts 
at  extraction  appeared  rather  to  eviscerate  the  patient  than  to  deliver 
the  baby.  Forceps  were  applied  in  R.  O.  A.,  L.  O.  A.  and  finally  in 
the  posterior  position  to  which  the  head  readily  returned,  but  without 
success. 

At  this  point  the  patient  seemed  to  be  suffering  decidedly  from 
shock.  Podalic  version  was  considered  and  decided  upon  as  the 
safest  way  out  of  the  difficulty  under  the  circumstances.  A  hand 
was  passed  in  over  the  head  and  chest  of  the  baby  with  unusual  difl5- 
culty;  the  head  was  not  impacted,  however,  and  in  passing  over  the 
chest  a  marked  ring  of  contraction  was  felt  and  passed  with  unusual 
effort.  The  extremities  were  grasped  singly  and  brought  down, 
marked  obstructions  being  encountered  at  the  above-mentioned  ring 
The  head  receded  and  extraction  was  completed  finally,  the  reward 
being  a  dead  infant  that  weighed  7  pounds  and  10  ounces.  The 
infant's  head  was  large,  rachitic  looking,  the  bones  very  heavy  and 
fontanelles  nearly  closed.  Unfortunately,  the  events  that  followed 
prevented  the  measurement  of  fetal  diameters. 

Having  felt  this  contraction  ring  I  prophesied  that  the  placenta 
would  not  be  expelled  spontaneously.  This  happened  to  be  the  case 
after  waiting  an  hour  and  then  applying  the  Crede  method.  Noticing 
that  the  uterus  toppled  over  to  one  side  more  than  usually  and  that 
the  patient's  condition  was  one  of  extreme  shock  I  introduced  my 
hand  to  deliver  the  placenta.  I  received  the  greatest  surprise  imagin- 
able when  I  realized  that  it  passed  out  into  the  abdominal  cavity  and 
grasped  intestine,  etc.  The  placenta  was  delivered  and  on  withdraw- 
ing the  hand  omentum  appeared  in  the  vagina.  This  was  tied  with 
catgut  and  left  in  the  rent  of  the  uterus.  The  vagina  was  packed 
and  patient  was  hurried  to  the  Sibley  Hospital  where  a  hysterectomy 
was  done. 

The  uterus  was  found  torn  well  up  into  the  upper  segment,  the 
rent  being  4  inches  long.  Very  little  blood  was  found  and  the 
uterus  which  had  fallen  over  to  the  sound  side  was  well  contracted. 
The  usual  supravaginal  hysterectomy  was  done,  leaving  vaginal  gauze 
drainage  in  the  stump  of  cervix  and  tube  drainage  from  the  abdominal 
wound  to  the  culdesac.  A  portion  of  the  omentum  was  again  ligated 
and  the  part  below  that  had  protruded  was  cut  off.  With  exception 
of  slight  ileus  during  the  first  twenty-four  hours  an  uneventful  re- 
covery followed. 
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This  case  illustrates  several  points  of  obstetric  interest: 

1.  The  necessity  of  determining  the  ability  of  the  patient  to  deliver 
herself  spontaneously,  and  the  di\asion  of  cases  into  two  classes,  viz., 
those  that  can  be  easily  aided  in  delivery  by  the  vaginal  route  after 
the  head  has  descended  and  those  that  should  be  deUvered  after  a 
slight  test  labor  by  Cesarean  section  should  descent  be  impossible. 

2.  The  necessity  of  careful  consideration  of  the  history  of  the 
patient's  previous  labors  and  pelvic  measurement,  especially  internal 
pelvimetry  before  the  onset  of  labor. 

3.  The  reduction  of  vaginal  examination  in  all  cases  to  a  minimum 
and  no  vaginal  examinations  if  possible  in  doubtful  cases  during  labor. 

4.  If  pituitrin  is  to  be  used  it  would  best  be  used  as  a  competitor 
for  low  forceps;  but  if  it  is  to  be  used  to  test  accommodations,  which 
I  doubt  is  good  practice,  then  always  under  conditions  where  section 
could  be  done  should  the  head  fail  to  descend  and  that  without  too 
long  trial  and  too  repeated  examination.  (It  would  probably  be  best 
to  use  pituitrin  only  when  the  head  is  on  the  perineum  or  even  at 
the  vulva.) 

5.  In  such  instances  as  this  case,  unless  it  is  admitted  that  hysterec- 
tomy may  be  done  after  Cesarean  section;  pubiotomy,  as  the  operation 
of  emergency,  would  better  answer  the  conditions  and  offer  a  larger 
birth  canal  for  future  pregnancies. 

6.  It  is  probable  that  with  iodine  technic  even  under  the  circum- 
stances that  surrounded  the  patient  as  to  examination  and  attempts 
to  deUver  Cesarean  would  have  been  a  happier  and  safer  solution 
with  hysterectomy  as  an  elective  operation. 


DISCUSSION. 

Dr.  Moran  said  this  case  showed  the  danger  of  giving  pituitrin. 
The  rupture  of  the  uterus  might  have  been  averted  by  a  pubiotomy 
at  an  earlier  stage  of  labor. 

Dr.  Sprigg  thought  pituitrin  should  be  used  only  when  the  head 
was  low  in  the  pelvis.  Here  it  had  increased  the  difficulties  of  the 
intrauterine  manipulations.  It  might  also  be  used  in  very  small 
dose  perhaps  one-fifth  of  an  ampoule  to  test  the  accommodation  of 
the  head  to  the  pelvis.  But  such  a  procedure  was  permissible  only 
when  the  patient  was  prepared  for  the  alternative  Cesarean  section 
so  that  the  same  could  be  made  within  an  hour  if  the  head  failed  to 
advance. 

Dr.  Bovee  asked  what  the  time  had  been  between  the  giving  of 
the  pituitrin  and  the  version.  If  that  were  known  some  definite  idea 
as  to  the  time  necessary  for  the  action  of  the  pituitrin  would  be  learned. 

Dr.  Abbe  called  attention  to  the  absence  of  hemorrhage  either  ex- 
ternal or  internal  which  was  commonly  considered  the  chief  indication 
for  hysterectomy  in  rupture  of  the  uterus.  He  also  commented  on 
the  absence  of  infection  after  the  Cesarean  section  in  spite  of  the 
previous  intrauterine  manipulations. 

Dr.  Hume  attributed  the  absence  of  hemorrhage  to  the  pituitrin 
and  suggested  that  it  be  used  in  all  cases  of  ruptured  uterus  to  con- 
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trol  hemorrhage  prior  to  operation.  He  thought  the  hysterectomy 
was  indicated  to  prevent  infection. 

Dr.  Lawson  in  answer  to  Dr.  Bovee's  query  as  to  the  time  required 
for  the  action  of  pituitrin  repHed  that  three  minutes  after  giving  one- 
quarter  of  an  ampoule  he  had  seen  the  effect  begin  and  last  three- 
quarters  of  an  hour. 

Dr.  Riggles  mentioned  a  case  of  ruptured  uterus  upon  which  he 
had  operated  finding  no  blood  in  the  peritoneal  cavity,  hence  he  did 
not  think  that  feature  could  be  attributed  to  the  pituitrin. 

Dr.  Mundell  thought  that  the  pituitrin  should  not  have  been 
used  in  this  case  but  that  it  did  have  certain  very  definite  indications. 

Dr.  Moulden  asked  if  the  pituitrin  had  been  given  by  Dr.  Sullivan 
and  what  had  been  considered  the  indications  therefor. 

Dr.  Wall  asked  if  the  Cesarean  section  could  not  have  been  done 
before  the  version  and  the  life  of  the  child  saved. 

Dr.  Stone  quoted  the  reports  of  Dr.  Davis  of  over  seventy  cases 
of  Cesarean  section  after  multiple  examinations  per  vaginam  with 
excellent  results.  Examinations  with  proper  care  should  cause  no 
trouble  from  infection.  He  said  that  ruptures  in  the  lower  third  of 
the  uterus  had  frequently  been  overlooked.  The  death  was  due  to 
shock  rather  than  to  hemorrhage.  He  had  seen  one  specimen  of 
rupture  through  the  placental  site  with  sudden  death.  He  congratu- 
lated Dr.  SuUivan  on  the  prompt  hysterectomy  in  spite  of  the  absence 
of  hemorrhage. 

Dr.  Sprigg  reported  a  case  of  rupture  of  the  uterus  recognized 
from  abdominal  bleeding  three  days  after  labor. 

Dr.  Willson  said  that  under  ideal  conditions  a  primary  Cesarean 
or  a  pubiotomy  would  have  been  the  choice  here.  As  to  vaginal  ex- 
aminations they  should  be  very  few.  Abdominal  palpation  and  rectal 
examinations  gave  sufficient  information  for  most  cases  of  trial  labor. 

Dr.  Hume  asked  if  pubiotomy  was  now  being  done. 

Dr.  Miller  said  that  in  spite  of  every  effort  at  cleanUness  vaginal 
examinations  carried  infection  and  that  in  private  cases  of  his  own 
no  vaginal  examination  gave  a  quieter  convalescence  than  multiple 
examinations.     Pituitrin  gave  terrific  repeated  contractions. 

Dr.  Sulliv.\n  in  closing  said  that  he  had  had  another  case  -with 
similar  measurements  cared  for  by  a  most  careful  man  who  had  made 
four  examinations  in  thirty-six  hours  had  put  on  forceps  and  then 
done  Cesarean  section  to  be  followed  by  sepsis.  He  had  seen  the 
case  reported  in  this  paper  only  in  the  second  stage  of  labor  and  the 
pituitrin  had  already  been  given  so  that  he  could  not  tell  the  period 
for  its  action.  The  hysterectomy  had  been  indicated  by  the  extensive 
rent  through  which  the  hand  had  been  put.  He  thought  that  in  the 
first  twelve  hours  of  labor  and  with  a  Umited  number  of  vaginal  exami- 
nations Cesarean  section  was  permissible  but  that  after  twenty-four 
hours  of  labor  and  many  examinations  Cesarean  section  should  be 
done  only  when  the  uterus  was  also  removed.  Pubiotomy  was  done 
to  provide  a  larger  birth  canal  for  the  present  and  future  pregnancies. 
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Dr.  Bovee  read  the  essay  of  the  evening 

A  CRITIQUE  ON  INEFFICIENCY  AND  NEGLECT  OF  SURGERY  OF  THE  CERVIX 

UTERI.* 

DISCUSSION. 

Dr.  Stone  said  that  the  gynecologist  like  many  other  persons  often 
overlooked  small  things  such  as  the  small  end  of  the  uterus.  Dr. 
Emmett  had  emphasized  the  importance  of  distended  cervical  glands, 
punctured  the  cervical  cysts  and  sewed  up  cervical  tears  and  had 
done  a  great  deal  toward  developing  the  appreciation  of  the  impor- 
tance of  the  cervix.  A  careful  study  of  the  cervical  conditions  would 
lead  to  the  finding  of  more  cases  of  cervical  carcinoma  in  the  early 
stages.  America  seemed  to  be  behind  Europe  in  the  early  diagnosis 
of  cancer  of  the  uterus. 

Dr.  Abbe  had  seen  the  case  that  had  served  as  the  te.xt  for  Dr. 
Bovee's  talk  and  the  splitting  of  the  cervix  prior  to  the  cervical  curet- 
tage had  laid  bare  a  condition  that  could  scarcely  have  been  appre- 
ciated otherwise  as  there  had  been  a  tear  from  the  cervical  canal  at 
about  the  middle  of  its  length  which  extended  down  almost  to  the 
vaginal  mucosa.  And  yet  the  external  os  had  shown  no  indication 
of  such  an  extensive  tear. 

Dr.  Miller  raised  the  question  as  to  the  effect  of  cervical  opera- 
tions on  dystocia  and  when  amputation  was  to  be  preferred  to  trache- 
lorrhaphy. 

Dr.  Bovee  said  that  he  would  do  a  trachelorrhaphy  if  there  was  no 
marked  infiltration  or  cystic  degeneration.  If  there  was  infiltration 
he  would  do  an  amputation.  If  the  amputation  was  done  well  there 
should  be  no  cicatricial  tissue  to  cause  dystocia.  He  had  recently, 
however,  seen  a  case  of  Cesarean  section  done  for  dystocia  following 
a  trachelorrhaphy.  The  man  that  was  doing  the  Cesarean  section  had 
also  previously  done  the  trachelorrhaphy.  He  did  not  now  do  a  curet- 
tage in  one-tenth  of  the  number  of  cases  in  which  he  did  it  five  years 
ago. 

Meeting  of  December  ii,  191 5. 

Dr.  Miller  in  the  Chair. 

Dr.  Martel  reported  a  case  of 

extrophy   of    the   BL.A.DDER.t 

discussion. 

Dr.  Sprigg  spoke  of  the  rarity  of  the  condition  and  the  usually 
unsatisfactory  results  of  operation.  Here  the  cleaning  up  of  the 
abdominal  skin  was  already  a  distinct  gain  to  the  patient.     He  had 

*  For  original  article  see  page  645. 
t  For  original  article  see  page  681. 
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had  a  similar  case  in  a  man  who  refused  operation  since  a  previous 
operation  twenty-five  years  ago  had  not  been  satisfactory.  He  con- 
sidered it  necessary  to  do  any  bladder  restoration  in  several  stages. 
His  patient  had  developed  an  epithelioma  of  the  bladder  blocking 
the  ureter  and  causing  death  from  its  rupture. 

Dr.  Sullivan  thought  Dr.  Martel  should  be  congratulated  for 
his  courage  in  operating  on  such  an  unfavorable  case  and  for  getting 
such  a  satisfactory  result.  The  treatment  of  these  cases  was  either 
reparative  or  radical.  The  reparative  was  represented  by  the  closure 
of  the  bladder  by  a  flap  all  of  which  had  been  failures,  except  one  by 
Batchelor  who  dissected  free  the  mucosa  and  united  it  to  the  under- 
side of  the  skin.  The  radical  operation  cut  out  the  trigonum  and 
implanted  it  in  the  aUmentary  canal  and  these  were  not  much  better 
in  their  results. 

Dr.  Stone  called  attention  to  the  lateral  diversion  of  the  ureters 
in  these  cases  and  proposed  putting  the  trigonum  in  the  intestine  or 
of  making  a  vaginal  pouch  in  place  of  the  bladder  to  avoid  ascending 
infections. 

Dr.  Gannon  called  attention  to  the  marked  improvement  of  the 
mental  attitude  of  Dr.  Martel's  patient  which  had  changed  from  one 
where  she  had  been  threatening  suicide  to  one  at  present  of  great 
hopefulness. 

Dr.  Martel  said  that  now  the  girl  retained  from  4  to  6  ounces 
of  urine.  Where  it  remained  he  did  not  know  but  it  was  not  in  the 
bladder. 

Dr.  Foote  presented  the  essay  of  the  evening  on 


CONGENITAL   OCCLUSION   OF   THE  BILE   DUCTS. 

Dr.  Lowe  said  that  four  years  ago  he  had  reported  a  case  of  per- 
sistent jaundice  appearing  at  birth  and  persisting  during  the  two 
and  a  half  months  of  the  patient's  life.  There  had  been  no  autopsy 
so  that  it  had  not  been  possible  to  exclude  cord  infection.  He 
would  suggest  in  this  case  as  a  possible  explanation  of  the  jaundice 
an  infection  of  the  biliary  tract  with  compression  of  the  bile  ducts 
by  inflammatory  products. 

Dr.  Sullivan  asked  whether  prolonged  labor  caused  the  ordi- 
nary icterus  neonatorum. 

Dr.  Mundell  said  that  the  mother  of  the  case  described  by  Dr. 
Foote  during  the  pregnancy  had  bordered  on  eclampsia  for  several 
months.  The  infant  had  been  delivered  by  high  forceps  from  the 
R.  O.  P.  position.  Jaundice  had  appeared  four  or  five  days  after 
birth. 

Dr.  Miller  said  he  had  seen  one  case  of  persistent  jaundice  in  a 
child  two  and  a  half  years  old.  The  infant  at  birth  had  weighed 
about  8  pounds  and  had  had  a  very  large  abdomen  with  a  girth 
of  22  inches  at  delivery.  The  child  had  developed  normally. 
The  stool  remained  clay  colored  through  life  and  there  had  been 
no  digestive  disturbances.  There  was  a  tumor  under  the  ribs 
filling  the  abdomen.     At  operation  there  was  found  a  cyst  of  the 
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dilated  gall-bladder  and  bile  ducts.  The  round  ligament  ran  over 
its  center.  The  cyst  was  stitched  to  the  abdominal  wall  and  later 
opened,  draining  bile  for  two  or  three  months.  At  last  the  dis- 
charge became  shmy  and  muddy  and  then  bile  appeared  in  the  stools 
and  the  sinus  closed.  Since  then  the  child  had  been  well.  A  few 
similar  cases  have  appeared  in  the  Hterature.  He  considered  it  a 
congenital  anomaly  of  the  bile  ducts. 


TRANSACTIONS  OF  THE  NEW  YORK 
ACADEMY  OF  MEDICINE. 


Section  on  Obstetrics  and  Gynecology. 
Stated  Meeting,  November  23,  191 5. 
Dr.  LeRoy  Broun  in  the  Chair. 
Dr.  H.  J.  BoLDT  presented  the  following  specimens: 

FIBROMA  OF  LEFT  OVARY  SHOWING  A  DISTINCT  CAPSULE. 

This  may  be  considered  an  unusual  case  inasmuch  as  such  ovarian 
tumors  merge  into  an  indistinct  tumor  which  destroys  all  evidence 
of  ovarian  tissue.  Quite  frequently,  too,  it  is  found  on  micro- 
scopical examination  that  a  malignant  change  has  taken  place,  or 
rather  that  they  are  of  a  mahgnant  character  primarily.  In  this 
instance  there  is  a  pure  fibromyomatous  condition  only,  and  the 
capsule  is  made  up  of  connective  tissue. 

The  patient,  H.  Z.,  is  twenty-seven  years  old,  had  had  one  child, 
no  menstrual  irregularity.  The  only  symptom  of  which  she  com- 
plained was  a  heavy  sensation  in  the  left  ihac  fossa  with  pain  of 
moderate  severity  upon  physical  exertion. 

Ovarian  cyst  showing  well  the  ovarian  attachment  and  the  line 
of  excision  from  the  gland.  This  method  of  conservatism  should 
always  be  practised  whenever  feasible  in  non-malignant  ovarian 
tumors.  The  patient,  R.  B.,  twenty-eight  years  old,  had  noticed  a 
swelling  in  the  lower  abdomen  for  more  than  a  year. 

Adenocystoma  of  large  size  on  one  side  with  a  tubo-ovarian  cyst 
on  the  opposite  side.  Although  the  latter  was  of  small  size,  it  was 
not  feasible  to  do  conservative  surgery  since  no  vestige  of  normal 
ovarian  stroma  was  evident.  J.  K.,  aged  forty- two  years,  mother  of 
five  children.  The  tumor  had  been  noticed  by  the  patient,  in  the 
way  of  increase  of  size  of  the  abdomen  and  a  hardness  in  the  region 
of  the  enlargement,  but  it  was  supposed  by  her  to  be  due  to  obesity, 
since  there  had  been  neither  menstrual  irregularity  nor  pain. 

Fibromyomatous  uterus  removed  by  abdominal  hysterectomy 
after  six  exposures  to  x-ray  treatment  had  failed  to  diminish  the 
profuse  bleeding. 
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F.  F.,  aged  thirty-two  years,  had  begun  to  have  more  profuse 
menstruation  than  was  normal  for  her  five  years  ago.  During  the 
last  year  before  operation  she  lost  large  quantities  of  blood  for  ten 
days  to  two  weeks.  It  was  hoped  that  x-rsiy  treatment  would 
improve  this,  but  six  exposures  gave  an  entirely  negative  result. 


SEPTIC    UTERUS    REMOVED    BY    ABDOMINAL    HYSTERECTOMY. 

E.  P.,  aged  thirty  years,  was  delivered  six  days  before  by  version. 
A  year  previously  she  had  also  been  delivered  by  version.  For  two 
weeks  after  seeing  the  patient  she  was  kept  under  conservative  ob- 
servation, but  gradually  her  symptoms  became  more  severe  and  she 
was  then  operated  upon.  Her  more  severe  symptoms  became 
marked  after  a  cureting  that  was  done  two  days  before  being  seen 
in  consultation.  The  microscopical  examination  showed  that  micro- 
organisms had  invaded  the  myometrium  nearly  to  the  serosa. 
Cureting  cannot  be  too  severely  condemned  in  such  cases,  especially 
when  done  with  a  sharp  curet.  Death  followed  the  operation  on 
the  second  day. 

MYOMATOUS    UTERUS    REMOVED    BY   VAGINAL    HYSTERECTOMY. 

The  patient,  Y.  R.,  forty-seven  years  old,  had  had  meno-  and 
metrorrhagia  that  could  not  be  controlled  by  non-surgical  measures. 
Because  of  her  age,  vaginal  extirpation  of  the  myomatous  uterus, 
since  the  size  of  the  growth  permitted  this,  was  deemed  preferable 
to  other  methods  of  treatment. 

Carcinoma  of  cervix  sho-^dng  distinct  line  of  demarcation  and 
also  showing  invasion  of  the  lower  segment  of  the  corpus,  thus  show- 
ing the  fallacy  of  high  amputation  of  the  cervix,  still  occasionally 
done  for  cancer  of  the  cervix.  The  specimen  also  shows  the  impos- 
sibility of  determining  the  primary  seat  of  the  disease.  It  was 
removed  from  B.  G.,  forty-five  years  old. 

Adenocarcinoma  of  the  body  of  the  uterus,  of  the  t>^e  that  affects 
the  endometrium  without  extending  deeply  into  the  myometrium. 
The  patient,  forty  years  old,  mother  of  seven  children.  She  had 
had  irregular  bleeding  for  three  months.  The  operation,  after 
having  determined  the  nature  of  the  trouble,  was  done  by  vaginal 
hysterectomy. 

DISCUSSION. 

Dr.  Arthur  Stein  said  that  x-rsiy  treatment  for  myoma  of  the 
uterus  was  not  commendable.  As  a  proof  he  cited  the  case  of  a 
young  woman  twenty-seven  years  old  where  rc-ray  treatment  was 
considered  but  fortunately  not  employed.  A  total  extirpation 
was  done  instead  and  the  microscopical  examination  revealed  the 
tumor  to  be  in  a  condition  of  complete  sarcomatous  degeneration. 

Dr.  Stein  said  that  in  looking  over  the  literature  on  the  subject 
he  had  found  quite  some  cases  where  rc-ray  treatment  had  been 


726  TRANSACTIONS   OF   THE 

employed  and  where  in  spite  of  this  an  operation  had  finally  been 
resorted  to  because  the  symptoms  still  continued.  In  all  these  cases 
malignant  degeneration  was  found.  He  added  that  he  was  pre- 
paring a  paper  of  warning  against  the  use  of  .r-ray  treatment  in 
myoma  cases. 

On  the  other  hand,  a  large  field  of  usefulness  for  a;-ray  treatment 
includes  the  cases  of  hemorrhage  at  the  beginning  of  the  menopause 
where  the  possibility  of  malignant  degeneration  can  be  excluded  by 
the  use  of  the  curet.  In  these  cases  we,  as  a  rule,  see  a  quick  stoppage 
of  the  menorrhagia. 

Dr.  LeRoy  Broun,  discussing  Dr.  Boldt's  case  of  ovarian  cyst 
in  which  he  removed  the  cyst  wall  itself  and  as  much  of  the  ovary 
as  was  possible,  said  that  if  the  tumors  were  small  he  agreed  with 
him,  but  if  the  tumor  was  large  he  did  not  feel  inclined  to  act  in  the 
same  way.  They  of  course  recognized  the  fact  that  the  small 
tumors  were  just  as  likely  to  be  papillomatous  as  were  the  large 
tumors;  still  they  could  not  help  but  feel  that  the  large  tumors  were 
more  Hkely  to  be  papillomatous  than  were  the  small  ones.  Person- 
ally he  preferred  to  remove  the  cyst  intact  with  the  ovary,  and  this 
brought  up  the  problem  of  the  trend  of  the  present  day  as  to  whether 
they  should  remove  the  cyst  wall  intact;  there  was  the  possibility  of 
a  fatal  malignant  condition  being  present.  Of  late  years  instead 
of  evacuating  the  cyst  in  the  ordinary  way,  Dr.  Broun  said  he  had 
gone  back  to  the  old  method  of  using  a  large  aspirating  needle,  2, 
3  or  4  mm.  in  diameter,  and  with  it  withdrawing  the  fluid.  In  that 
way  one  could  evacuate  from  the  cyst  as  much  as  2  gallons,  reducing 
the  size  of  the  tumor  greatly  so  that  when  the  needle  was  withdrawn 
not  a  single  drop  of  fluid  escaped.  Dr.  Broun  asked  Dr.  Boldt  if 
there  was  anything  suggestive  of  a  pure  fibroma  in  this  case. 

Dr.  Boldt  replied  that  a  section  taken  from  the  center  of  the 
capsule  showed  it  to  be  a  pure  fibroma. 

Dr.  LeRoy  Broun  said  that  he  was  much  interested  in  what  had 
been  said  regarding  the  use  of  the  x-rsty  in  cases  of  hemorrhage,  and 
he  felt  that  this  was  a  sheet  anchor  in  the  relief  of  these  hemorrhages 
and  he  always  fell  back  on  its  use. 

With  regard  to  carcinoma  of  the  cervix  Dr.  Broun  said  that  he 
had  a  feeling  some  twenty  or  more  years  ago  that  the  treatment  then 
employed  was  a  thing  of  the  past  and  that  they  should  do  either  a 
hysterectomy  or  some  form  of  cauterization.  He  was  not  aware  that 
operation  had  been  done  for  possible  carcinoma  of  the  cervix.  He 
had  in  mind  one  instance  of  a  large  erosion  of  the  cervix  in  which  an 
ordinary  excision  was  done  with  a  repair  of  the  posterior  wall.  In 
some  unaccountable  way  the  pathological  report  was  not  placed  on 
file  until  the  day  after  the  patient  had  left  the  hospital.  This  was 
a  case  of  carcinoma  of  the  cervix.  He  sent  word  at  once  to  the  family 
physician  stating  that  a  hysterectomy  should  be  done  immediately, 
but  this  operation  was  refused.  This  was  three  years  ago  and  he  had 
been  in  touch  with  the  patient  two  or  three  times.  She  now  informed 
him  that  she  had  recurrences  of  the  growth.  This  he  thought  was 
rather  an  unusual  case  and  well  worth  reporting. 
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In  regard  to  carcinoma  of  the  body  of  the  uterus  he  wished  that 
Dr.  Boldt  had  given  them  the  final  results  of  the  operations  in  these 
cases  and  this  he  asked  for  a  particular  reason.  In  looking  over  the 
records  at  the  Woman's  Hospital  (but  not  the  final  records)  he  found 
that  patients  presented  themselves  for  operation  with  cervical  con- 
ditions, and  about  one-fourth  of  them  had  carcinoma  of  the  cervix 
which  apparently  could  be  permanently  benefited.  In  his  experi- 
ence he  had  shown  that  about  one-half  of  the  cases  with  carcinoma 
of  the  body  of  the  uterus  could  be  placed  as  possibly  permanently 
cured.  The  exact  outcome  of  the  operation  in  these  cases  had  not 
unfortunately  been  traced  up.  This  brought  to  mind  the  question 
whether  carcinoma  of  the  body  of  the  uterus  was  really  curable. 

Dr.  Boldt  referring  to  the  conservative  treatment  of  ovarian 
tumors  said  he  felt  that  the  need  of  surgery  depended  upon  the  actual 
conditions  present.  The  specimen  of  ovarian  cyst  he  presented 
was  not  a  small  one  and  he  thought  it  would  have  been  bad  surgery 
to  take  the  entire  ovary  out;  it  was  better  in  these  cases  to  do  con- 
servative surgery.  As  for  diminishing  the  size  of  the  tumor  by 
tapping  either  with  an  aspirating  needle  or  with  a  trocar,  he  wished 
to  say  that  while  he  formerly  diminished  the  size  of  the  tumor  by 
means  of  a  trocar,  his  experience  showed  undesirable  results.  He, 
therefore,  came  to  the  conclusion  that  a  large  abdominal  incision 
is  better  surgery.  He  preferred  to  make  a  large  incision  and  remove 
the  growth  in  toto.  If  he  found  that  he  was  dealing  with  a  simple 
cyst,  he  felt  justified  in  decreasing  its  size,  but  if  there  is  the  least 
doubt,  then  it  is  always  better  not  to  diminish  the  size  of  the 
tumor. 

With  regard  to  a;-ray  therapy  in  the  treatment  of  myomatous 
tumors.  Dr.  Boldt  thought  that  it  was  about  one  and  a  half  or  two 
years  ago  since  he  presented  to  the  Section  an  interesting  case  of 
a  woman  with  apparently  an  ordinary  myoma.  For  reasons  that  he 
could  not  now  recall  he  came  to  the  conclusion  that  it  was  not  de- 
sirable to  try  x-T3iy  treatment  in  the  case  of  that  patient.  After- 
ward it  was  shown  that  the  tumor  was  carcinomatous.  With  our 
present  ability  and  with  our  technic  he  felt  that  it  was  practically 
as  safe  to  operate,  which  he  did,  unless  there  were  valid  reasons  for 
trying  other  methods.  If  the  various  means  of  treatment  failed, 
he  thought  it  was  far  better  to  subject  the  patient  to  extirpation  of 
the  myomatous  uterus.  With  regard  to  the  high  amputation  of  the 
cervix  for  cancer  of  the  cervix,  it  was  taught  in  former  years — fifty 
years  ago  or  longer — ^that  high  amputation  was  the  operation  to  be 
preferred.  Baker  of  Boston  reported  many  cases  of  high  amputation 
for  carcinoma  of  the  cervix.  Statistics  show  that  the  ultimate  re- 
sults obtained  then  were  just  as  good  as  the  vaginal  hysterectomy 
which  was  done  in  former  years.  This  operation  is  not  done  so 
frequently  now.  One  may  occasionally  get  good  results  from  the 
high  amputation  of  the  cervix,  as  Dr.  Broun  has  stated  about  his 
patient. 

In  regard  to  carcinoma  of  the  body  of  the  uterus  he  said  he  was 
impressed  with  the  fact  that  the  final  results  of  cures  of  adeno- 
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carcinoma  of  the  body  of  the  uterus,  if  not  far  advanced,  showed  not 
less  than  50  per  cent,  permanent  cures. 

In  connection  with  septic  uteri:  Many  of  these  women  might 
have  been  saved  by  an  early  cleaning  out  of  the  uterus.  Personally 
he  felt  that  no  cases  of  foudroyant  bacteremia  was  ever  cured  by 
any  operation.  He  had  come  to  the  conclusion  that  it  was  better 
to  treat  these  patients  in  a  conservative  manner  by  leaving  them 
alone. 

Dr.  H.  D.  Furniss  reported 

A  PECULIAR   CASE    OF   INTRAABDOMINAL   ABSCESS. 

"In  September  of  this  year  there  came  on  my  service  at  the 
Post-Graduate  Hospital  a  woman  of  forty.  She  stated  that  she 
had  had  two  children  and  two  miscarriages,  the  latter  induced. 
Upon  admission  she  stated  that  she  had  missed  two  menstrual 
periods,  that  seven  days  previous  to  admission  to  the  hospital  she 
had  gone  to  a  midwife,  who  had  inserted  a  catheter  into  the  uterus, 
that  no  fetus  had  escaped  or  large  clots  of  blood,  but  only  a  small 
amount  of  blood  had  appeared.  Again  she  went  to  her  a  few  days 
later  and  the  midwife  made  a  second  attempt  to  produce  an  abortion 
in  the  same  way,  but  with  no  other  result  than  a  slight  bleeding  from 
the  uterus.  On  admission  to  the  hospital  seven  days  after  the  first 
attempt  was  made,  she  stated  that  she  had  been  having  much  pain 
in  the  lower  portion  of  the  abdomen,  and  that  she  had  some  tempera- 
ture. Her  temperature  on  admission  was  100°  F.,  pulse  90.  On 
examination  nothing  could  be  determined  at  all,  no  evidence  of  an 
abortion  having  been  done,  no  induration  of  the  right  tube,  but  in 
the  region  of  the  left  tube  was  a  slight  tenderness  but  nothing  definite 
could  be  felt.  For  three  days  her  temperature  ran  from  99.5°  to 
100.5°.  The  next  few  days  it  went  to  101°,  pulse  100,  and  on  the 
day  after  that  her  temperature  was  102.5°  with  a  pulse  of  115.  At 
this  time  she  complained  of  pain  in  the  left  lower  region  of  the 
abdomen.  Leukocyte  count  was  15,000  with  80  per  cent,  poly- 
morphonuclears. 

"Examination  showed  a  mass  about  the  size  of  a  hen's  egg  in 
the  lower  left  portion  of  the  abdomen.  This  seems  rather  superficial 
and  more  anterior  than  one  would  expect  with  a  pus  tube.  She  was 
taken  to  the  operating  room  and  an  incision  made  in  the  median 
line.  The  omentum  was  found  adherent  to  the  abdominal  wall  on 
the  left  side.  In  breaking  this  loose  an  abscess  that  contained  about 
2  ounces  of  pus  was  opened.  After  cleaning  this  up  and  freeing 
the  omentum  from  the  anterior  abdominal  wall  the  left  tube  and 
ovary  were  exposed.  There  was  no  evidence  of  any  involvement  of 
these  structures.  The  uterus,  right  tube  and  ovary  were  also  normal. 
The  wound  was  packed  with  gauze  and  closed  with  silkworm  gut 
and  catgut.     Patient  made  a  slow  but  uneventful  recovery." 

"In  questioning  this  patient  we  learned  that  she  was  using  mor- 
phine and  that  she  had  given  herself  a  number  of  injections  into  the 
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abdominal  wall.  This  had  caused  three  or  four  areas  of  induration. 
How  this  abscess  occurred  I  am  at  a  loss  to  determine,  unless 
possibly  in  giving  herself  a  hypodermic  she  had  injected  into  the 
peritoneal  cavity  between  the  omentum  and  the  anterior  abdominal 
wall.  After  she  had  been  in  the  hospital  for  a  number  of  days  we 
learned  the  amount  of  morphia  that  she  was  using,  1 2  grains  a  day, 
and  she  had  been  using  it  for  two  years.  In  looking  back  over 
her  history,  of  the  midwife  trying  to  produce  an  abortion,  I  am 
inclined  to  believe  her  amenorrhea  was  not  due  to  pregnancy  but  to 
morphine  habituation,  as  I  have  noticed  a  number  of  patients  who 
are  morphine  habitues  and  had  amenorrhea.  During  her  stay 
in  the  hospital  we  reduced  the  amount  that  she  was  getting  to  ^ 
grain  per  day." 

Dr.  Furniss  also  reported 


A    CASE    OF    RELAXED   VESICAL    SPHINCTER    WITH    INCONTINENCE    OF 
URINE  CURED  BY  THE  KELLY  OPERATION. 

The  patient  was  a  woman  forty-one  years  old,  who  had  two 
children,  the  oldest  nineteen,  the  youngest  sixteen.  With  the  last 
child  she  was  torn  and  had  a  postpartum  hemorrhage.  Has  been  a 
widow  for  seven  years.  Her  menstrual  history  was  negative. 
Says  that  she  flowed  for  three  months  following  the  birth  of  her 
last  child,  which  is  the  only  menstrual  abnormality  she  has  had. 
Since  the  birth  of  her  last  child  she  has  had  a  feeling  as  if  the  uterus 
was  prolapsed.  Three  years  ago  she  noticed  that  when  she  was 
walking  she  had  some  incontinence  of  urine.  This  at  first  was  not 
troublesome  but  later  became  more  so  and  she  was  unable  to  hold  her 
urine  at  all  while  she  was  on  her  feet.  She  has  never  been  troubled 
with  escape  of  urine  when  lying  in  bed.  A  year  ago  she  noticed 
a  hard  nodular  swelling  in  the  lower  portion  of  the  abdomen,  this 
mass  being  about  the  size  of  the  closed  adult  fist. 

Examination:  Patient  had  a  first-degree  laceration  of  the  perineum, 
cervix  lacerated  and  somewhat  enlarged.  The  mass  that  she  felt 
in  the  abdomen  was  a  pedunculated  fibroid  of  the  fundus  of  the 
uterus.  Examination  with  the  cystoscope  shows  a  normal  trigonum 
and  ureters.  The  patient  was  then  put  in  the  knee-chest  posture 
and  cystoscoped  ^vith  the  Kelly  endoscope.  Upon  the  withdrawal 
of  the  instrument  it  was  noticed  that  the  sphincter  did  not  close 
over  the  urethra  as  it  should. 

On  May  18  at  the  Post-Graduate  Hospital  Dr.  Furniss  removed 
a  pedunculated  fibroid  and  then  did  the  Kelly  operation  for  in- 
continence of  urine.  This  consisted  in  making  a  median  incision 
from  near  the  urethral  orifice  backward  to  the  cervix.  The  bladder 
was  separated  from  the  vagina  about  ij^  inches  on  either  side.  A 
Pezza  catheter  was  placed  in  the  bladder  and  as  an  attempt  was 
made  to  withdraw  this  it  localized  the  sphincter  of  the  bladder. 
Mattress  sutures  were  so  placed  that  they  infolded  the  urethral 
sphincter  on  its   under  surface  as  they   retracted    the  sphincter. 
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The  wound  was  closed  with  catgut.  While  the  patient  was  in  bed 
twelve  days  she  had  to  be  catheterized.  She  had  the  same  experi- 
ence after  a  previous  operation.  When  the  patient  got  up  she 
found  that  she  had  continence  of  urine,  but  could  hold  her  urine 
only  an  hour  at  a  time.  This  condition  has  improved  so  that  at 
present  she  does  not  leak  at  all  and  she  is  able  to  retain  her  urine 
three  hours  or  more. 

DISCUSSION. 

Dr.  Hermann  J.  Boldt,  speaking  of  the  Kelly  operation,  said 
that  sometimes  it  failed  entirely,  sometimes  the  results  showed 
some  improvement,  and  sometimes  they  were  good.  This  could, 
however,  be  said  of  all  operations.  He  thought  the  operation  was 
one  that  struck  one  theoretically  as  being  the  best  operation,  and 
he  thought  that  he  would  continue  to  use  it. 

As  to  the  case  of  abscess  between  the  omentum  and  parietal 
peritoneum,  he  had  had  one  instance,  but  he  had  not  been  able  to 
learn  just  what  the  cause  was;  the  pus  showed  the  presence  of  the 
colon  bacilli,  and  it  is  likely  that  a  local  inflammatory  area  was 
infected  by  colon  bacilli  and  this  caused  suppuration. 

Dr.  Hiram  N.  Vineberg  asked  if  a  local  infection  in  the  case 
as  reported  by  Dr.  Furniss  might  not  have  been  done  by  an  instru- 
ment. He  recalled  the  case  of  a  woman  who  was  admitted  to  the 
hospital  with  the  omentum  in  her  vagina  caused  by  some  doctor 
trying  to  empty  the  uterus  with  an  instrument  and  who  brought 
down  the  omentum.  She  had  only  a  slight  temperature  and  made  a 
good  recovery.  The  wound  made  was  clean  cut  as  though  with  a 
sharp  instrument.  The  omentum  was  excised,  the  rent  in  the  uterus 
was  repaired  and  an  uneventful  recovery  followed. 

As  to  the  operation  for  incontinence  of  urine  the  Kelly  operation 
gave  the  best  results  but  even  it  failed  quite  often. 

Dr.  LeRoy  Broun  said  that  cases  of  incontinence  of  urine  due 
to  relaxed  vesical  sphincter  were  often  improved  by  operation  for 
a  time  only. 

Dr.  Boldt  gave  a  description  of  an  operation  which  he  had  practised 
and  which  was  described  before  the  American  Gynecological  Society 
and  later  published.  He  dissected  back  i}^  inches  on  each  side, 
exposing  the  urethral  wall.  He  then  picked  up  the  fascial  bands  far 
back,  bringing  them  under  the  uterus  with  two  or  three  separate 
sutures.  Since  this  operation  had  been  described,  he  had  been  using 
it  and  in  each  instance  the  results  had  been  uniforml}^  satisfactory. 
The  patients  who  had  been  unable  to  hold  their  urine  before  the 
operation  could  hold  it  perfectly  well  after  the  operation.  This  was, 
in  his  opinion,  a  thoroughly  scientific  surgical  operation.  It  threw 
out  a  strong  crutch  under  the  urethra. 

Dr.  Furniss  in  closing  the  discussion  said  that  in  the  one  case 
the  omentum  was  not  adherent  to  the  uterus  and  there  were  no 
evidences  of  adhesions  around  the  uterus.  It  was  well  against  the 
abdominal  cavity. 

In  the  cases  of  incontinence  he  thought  there  should  always  be 
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taken  into  consideration  the  amount  of  nerve  damage  that  was 
done.  In  some  the  nerve  innervation  is  so  damaged  that  no  opera- 
tion can  be  successful.  Care  should  be  taken  that  the  sphincter  is 
not  tightened  too  much,  for  this  would  cause  a  condition  analagous 
to  stricture,  and  serious  renal  damage  due  to  back  pressure  would 
ensue. 

Dr.  H.  Aranow  reported  a  case  of 

UTERUS  BICORNIS  UNICOLLIS;  .ABSCESS  IN  RIGHT  CORNU;  AMPUTATION; 
NORMAL   PREGNANCY   IN   LEFT   CORNU. 

Case  referred  for  a  profuse,  purulent,  intractable  leukorrhea  and 
pain  in  right  side. 

Miss  B.,  aged  twenty-seven,  single,  occupation  housework,  native 
of  Austria,  in  U.  S.  nine  years.  Family  and  previous  history  nega- 
tive. Menstrual  history:  Began  at  nineteen,  very  irregular  (five 
to  ten  weeks).    Duration  five  days,  profuse,  painful  at  times. 

Present  History. — For  the  last  five  years  patient  has  been  suffer- 
ing from  a  profuse,  purulent,  leukorrhea  which  has  resisted  all 
efforts  at  improvement.  Was  operated  on  previously  for  this 
condition,  without  relief.  Discharge  is  almost  continuous,  causing 
considerable  irritation  of  the  genitalia.  At  times,  after  a  slight 
exertion,  pus  would  gush  out  of  the  vagina. 

Physical  Examination. — Patient  well  nourished.  Heart,  lungs 
and  abdomen  negative. 

Urethral  and  vaginal  glands  apparently  free  from  infection.  Os 
uteri  discharging  purulent  material  through  an  apparently  normal  os. 
Smear  negative  for  gonococci.  Cervix  small  and  firm.  Apparently 
two  uterine  bodies,  freely  movable,  with  a  deep  depression  between. 
Some  fulness  and  tenderness  in  right  fornix.  Pressure  on  right 
side  produces  a  free  flow  of  pus  from  cervix. 

The  patient  was  admitted  to  the  Lebanon  Hospital  with  the 
diagnosis  of  uterus  bicornis  unicoUis.  Operation.  Median  in- 
cision. Uterus  bicornis  unicollis  found  with  the  two  horns  of  about 
equal  size  and  development.  Right  cornu  amputated  and  the 
opening  at  the  junction  of  the  two  cornua  closed  with  chromic 
catgut.  Part  of  the  canal  of  the  right  cornu  was  left  with  the  cervix. 
Patient  improved,  but  still  had  some  discharge.  She  was  anes- 
thetized again  and,  after  dilating  the  cervix,  curetted  and  the  above- 
mentioned  remains  of  the  canal  of  the  right  cornu  cauterized.  Pa- 
tient made  an  uneventful  recovery.  Shortly  after  this  the  patient 
married,  became  pregnant  within  a  few  months  and  was  delivered 
of  a  normal  baby  at  full  term  on  September  15,  191 1. 

Dr.  x\ranow  also  reported  a  case  of 

ABORTION  WITH  EXPULSION  OF  PLACENTA  AT  THE  THIRD  MONTH.    FULL- 
TERM  BABY  AT  NINE  MONTHS.       (PROBABLE  TW^N  PREGNANCY.) 

Mrs.  T.  D.,  aged  twenty-six,  nativity  Ireland.  Family  and  pre- 
vious history  negative.     Menstrual  history:  began  at  fourteen,  regu- 
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lar,  twenty-eight  days,  four  to  five  days,  normal,  no  pain.  Last 
menstruation  early  part  of  November,  igii. 

The  patient  was  first  seen  on  the  last  day  of  January,  191 2, 
She  was  seized  suddenly  with  severe  abdominal  cramps  and  profuse 
uterine  hemorrhage.  Passed  clots  and  pieces,  but  did  not  know 
whether  or  not  she  passed  a  fetus. 

Vaginal  Examination. — Cervix  soft,  os  patulous,  admitting  one 
finger.  Piece  of  placenta  could  be  felt  presenting  at  the  os.  An 
immediate  curettage  was  advised.  This  was  refused  and  the  cervix 
and  vagina  were  packed.  The  following  day  the  packing  was  re- 
moved and  a  piece  of  placenta  found,  about  2  by  3  inches, 
protruding  from  the  cervix.  By  easy  traction  on  this  mass  Dr. 
Aranow  tried  to  deliver  the  placenta  in  toto,  but  did  not  succeed,  a 
piece  of  placenta  remaining  within  the  uterus.  Cervix  and  vagina 
repacked.  During  the  following  evening  the  patient  complained 
of  inability  to  void  on  account  of  the  tight  vaginal  packing.  The 
nurse  removed  the  packing  and  reported  to  me  the  following  morn- 
ing that  a  piece  of  placenta  came  away  with  the  packing,  that  the 
patient  was  not  bleeding  any  and  was  feeling  perfectly  comfortable. 
Thereupon  the  case  was  dismissed.  The  patient  was  seen  again  in 
May,  four  months  later,  showing  all  the  evidence  of  an  advanced 
pregnancy.  She  said  that  she  was  pregnant  "again"  and  wanted 
to  know  when  she  was  due.  She  was  delivered  of  a  normal  baby 
boy  on  July  5,  191 2. 

Dr.  Aranow  reported  an 

UNUSUAL   CASE    OF   RUPTURED   ECTOPIC. 

Mrs.  B.  F.,  aged  thirty-one,  married,  native  of  U.  S.  Family, 
previous  and  menstrual  history  not  recorded.  Last  menstruation 
June  7,  1915. 

Present  History. — In  the  early  part  of  July,  when  the  patient 
realized  that  she  was  pregnant  she  made  several  attempts  at  abortion 
by  taking  ecbolics,  and  by  attempted  introduction  of  a  catheter,  but 
without  success.  On  August  5,  191 5,  patient  was  suddenly  seized 
with  sharp  pains  in  the  right  side  and  lower  abdomen.  She  fainted, 
went  into  collapse,  and  was  rushed  to  the  Lebanon  Hospital  in  the 
ambulance.     Admitted  to  the  service  of  Dr.  Rongy. 

On  examination  patient  presented  nearly  all  the  symptoms  of  a 
recently  ruptured  ectopic:  extreme  pallor,  cold  clammy  skin,  small 
pulse,  distended  abdomen,  slightly  rigid,  soft  cervix,  fulness  in  the 
cul-de-sac  of  Douglas,  etc. 

There  was  only  one  thing  that  did  not  seem  to  fit  in  with  the 
diagnosis  of  ectopic.  The  size  of  the  uterus  was  that  of  a  two  months' 
pregnancy.  Her  condition,  however,  prompted  immediate  operation. 
On  opening  the  abdomen  there  was  a  gush  of  free  blood  from  the 
peritoneal  cavity.  The  intestines  were  walled  off  with  some  dry 
laparotomy  sponges  and  the  right  tube  delivered,  which  was  ab- 
solutely normal.     The  left  tube  was  likewise  normal.     On  lifting 
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up  the  uterus  a  ragged  hole  was  discovered  on  the  posterior  surface 
of  the  uterus  about  3  cm.  from  the  right  border  and  about  2^^ 
cm.  from  the  upper  surface  or  border.  The  diameter  of  the  opening 
was  about  2  cm.  On  removing  the  clots  from  the  pelvis,  an  ovum 
was  discovered  of  about  six  weeks'  development  lying  free  in  the 
pelvis.  The  wound  in  the  uterus  was  sutured  with  chromic  catgut 
and  the  abdomen  closed  by  usual  method.  Patient  made  an  un- 
eventful recovery. 

DISCUSSION. 

Dr.  John  0.  Polak  asked  if  the  case  reported  of  uterus  bicornis 
unicollis  was  not  a  uterus  unicornis  -^-ith  a  rudimentary  right  horn 
containing  an  abscess.  He  felt  that  unless  this  was  so,  the  uterine 
wall  was  weakened  by  the  extensive  resection.  Dr.  Polak  referred 
to  the  case  of  a  woman,  the  specimen  from  whom  was  brought  in  by 
one  of  his  former  students  for  the  Museum,  who  had  the  follo^^-ing 
history:  She  had  miscarried  at  three  months,  but,  not-^athstanding 
this,  the  abdomen  grew  larger  and  larger  until  what  corresponded  to 
full  term,  when  she  fell  into  labor  and  was  delivered  of  twins,  one 
a  well-developed  child,  the  other  a  fetus  papyracious,  flattened  by 
the  pressure  of  the  living  companion.  A  single  large  placenta  showed 
three  cords. 

Dr.  H.  N.  Vineberg  said  that  these  cases  of  interstitial  pregnancy 
interested  him  ver\-  much.  He  well  understood  the  surprise  the 
doctor  felt  when  he  picked  up  the  tubes  and  found  nothing  in  them, 
and  recalled  a  similar  instance  which  he  thought  might  be  of  interest. 
In  this  case  the  woman  had  an  intraperitoneal  hemorrhage  and  the 
abdomen  was  filled  with  blood.  He  pulled  up  one  tube  and  found 
it  also  to  be  perfectly  normal.  He  then  thought  it  would  be  better 
to  deliver  the  uterus,  and  just  behind  the  insertion  of  the  tube  he 
found  a  small  mass  the  size  of  an  almond  which  caused  the  profuse 
hemorrhage.  This  recalled  to  his  mind  a  case  in  which  a  surgeon 
opened  the  abdomen,  finding  it  full  of  blood,  but  on  inspecting  the 
tubes  and  finding  nothing  wrong  he  closed  the  abdomen.  The 
patient  died  and  it  was  discovered  later  at  the  autopsy  that  she  had 
an  interstitial  pregnancy  that  had  ruptured. 

Dr.  Alfred  M.  Hellman  read  a 

preliminary  report  on  the  use  of  the  ultra-violet  rays  in 

GYrS'ECOLOGY.* 
DISCUSSION. 

Dr.  John  0.  Polak  said  that  this  subject  offered  a  new  field  for 
gynecological  consideration.  In  the  first  place,  what  constituted  a 
cure?  We  all  know  that  a  large  number  of  inflammatory  conditions 
do  clear  up  and  exudates  disappear  absolutely  if  sufficient  time  is 
allowed,  even  w^hen  the  ultra-violet  rays  are  not  employed.  Time 
must  always  be  a  contributing  factor.     In  both  postpartum  and 

*  For  original  article  see  page  662. 
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postabortal  infections  the  condition  was  often  stimulated  by  any 
manipulation.  Many  of  these  patients  went  to  the  dispensaries, 
or  made  the  rounds  of  doctors'  ofl&ces,  and  the  subacute  condition 
was  kept  up  by  these  manipulations  and  by  the  repeated  tampon- 
ing, and  he  believed  that  with  an  entire  absence  of  any  treatment 
whatever  the  conditions  would  frequently  clear  up  of  themselves. 
The  two  points  in  the  paper  which  should  be  emphasized  are:  leave 
the  pelvic  organs  alone,  and  use  the  light  and  heat  as  he  had  done. 
In  the  course  of  time  exudates  which  were  seen  upon  opening  the 
abdomen  and  found  to  be  inoperable  would  have  disappeared. 
Too  much  importance  should  not  be  given  to  the  effect  of  light  in 
these  cases,  until  we  know  more  about  it.  Nature  does  care  for  these 
cases,  and  continued  and  frequent  tamponing  does  excite  the  local 
irritation. 

Dr.  Herman  J.  Boldt  said  that  this  paper  brought  up  a  new  line 
of  thought  and  he  hardly  felt  that  we  were  justified  in  accepting 
what  was  said  about  the  merits  of  the  use  of  ultra-violet  rays  at 
the  present  time  without  further  experience.  He  had  had  no  ex- 
perience with  this  treatment  at  all.  A  large  number  of  these  cases, 
if  left  alone,  would  clear  up  and  do  nicely.  Dr.  Hellman's  contri- 
bution was  stimulating,  and  he  felt  that  the  section  members  were 
indebted  to  him  for  bringing  up  this  subject  for  consideration. 

Dr.  Samuel  W.  Bandler  said  that  there  was  one  thing  that 
ran  through  his  mind  during  the  reading  of  Dr.  Hellman's  paper, 
namely:  "Was  any  other  treatment  given  during  the  apphcation 
of  the  ultra-violet  ray?     Was  anything  else  done?" 

Dr.  Hellman  repHed  that  the  patients  were  told  to  rest  as  much 
as  possible. 

Dr.  Bandler  said  that  all  knew  what  nature  did  for  these 
pelvic  inflammations  and  in  mild  tubal  and  parametritic  exu- 
dates. Nature  did  more  for  them  than  anything  that  we  ourselves 
could  do.  Conservative  treatment  of  any  sort  helps  nature.  The 
giving  of  light  and  the  ultra-violet  ray  only  aided  nature.  The 
cure  of  pelvic  inflammation  of  a  chronic  nature  was  accomplished 
in  much  the  same  way  as  was  that  of  pulmonary  tuberculosis. 
Give  such  tubercular  cases  plenty  of  fresh  air,  good  food,  stimulate 
and  aid  the  pulmonary  circulation,  and  unless  their  immunity  was 
absolutely  gone,  they  would  improve  and  get  better. 

The  same  applied  to  pelvic  inflammation  due  to  other  bacteria. 
The  use  of  hot  douches,  the  use  of  sitz-baths  increased  and  stimu- 
lated the  pelvic  circulation  and  gave  nature  a  chance  to  overcome 
and  absorb  the  exudates. 

Dr.  Bandler  did  not  doubt  that  the  therapeutic  measure  offered 
was  of  value.  We  must  remember  that  the  best  teaching  said  that 
as  little  of  an  irritating  nature  as  possible  should  be  done  in  these 
cases  to  accomplish  the  acme  of  scientific  treatment.  An  obstacle 
to  their  improvement  was  the  fact  that  they  were  overtreated,  as  a 
rule.  If  such  patients  went  to  the  physician  or  to  the  dispensary 
and  tampons  were  introduced  wdth  force,  if  intracervical  and  intra- 
uterine treatments  were  attempted,  if  manipulations  of  a  forceful 
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character  were  tried,  it  was  natural  that  the  inflammation,  if  mild 
or  subacute,  would  not  improve.  This  is  what  happened  in  a 
large  number  of  instances.  Hence  many  of  these  cases  did  better 
if  they  were  not  treated  at  all,  and  never  went  near  a  physician  in 
private  practice  or  in  the  dispensary. 

Hence  this  method  of  Dr.  Hellman  was  valuable  because  it  implied 
the  absence  of  any  local  therapy  which  might  irritate.  The  patient 
was  allowed  to  rest  and  natural  resources  were  used  for  causing  im- 
provement. It  is  quite  possible  that  in  the  violet  rays  themselves 
there  existed  something  which  stimulated  the  circulation  and  in 
that  way  enabled  the  patient  to  overcome  and  pass  off  the  residual 
lymphatic  irritation. 

Dr.  LeRoy  Broun  said  that  he  could  not  fall  in  line  with  those 
who  had  entered  into  the  discussion  so  far  when  it  was  inferred  that 
all  treatment  of  pelvic  inflammations  and  exudates  had  been  done 
away  wdth.  He  did  not  think  that  constant  manipulation  resulted 
in  anything  but  disadvantage  in  such  conditions.  There  was  no 
doubt  but  that  the  old  treatment  helped  greatly  to  clear  up  the  con- 
dition and  placed  these  patients  in  a  more  comfortable  condition. 
The  employment  of  local  applications  at  proper  intervals  was 
without  doubt  all  right.  He  said  he  was  not  disposed  to  disregard 
this  entirely.  Personally,  however,  he  was  in  the  same  position  as 
were  most  of  them — why?  Because  he  had  practically  had  no 
experience  at  all  with  the  ultra-violet  rays.  It  occurred  to  him  that 
possibly  the  treatment  suggested  might  help  by  shortening  the  time 
of  involvement  and  also  aUow  nature  to  care  for  the  exudate,  as  had 
been  suggested  by  Dr.  Hellman.  When  the  ultra-violet  rays  were 
first  brought  to  their  attention  and  used  in  cases  of  tuberculosis. 
Dr.  Broun  said  he  remembered  a  description  of  experiments  where 
the  actinic  properties  of  the  rays  were  of  sufficient  strength  to  pass 
through  the  entire  body.  If  it  was  possible  that  they  could  pass 
through  the  entire  body,  it  seemed  to  him  that  they  might  be  of 
help  in  these  acute  processes  that  were  deeply  seated. 

Dr.  Hiram  N.  Vineberg  said  the  discussion  made  him  feel  we  were 
all  very  poor  observers,  otherwise  how  could  it  be  that  a  therapeutic 
measure  that  experienced  men  had  advocated  very  strongly  would 
later  be  just  as  strongly  condemned.  It  has  been  stated  here  to- 
night that  it  is  very  dangerous  to  employ  any  local  treatment  in 
pelvic  exudates,  and  he  recalled  with  what  enthusiasm  Jeans  and 
Thure  Brandt's  pelvic  massage  had  been  adopted  in  the  treatment 
of  pelvic  exudates,  and  he  believed  it  is  still  a  valuable  procedure  in 
chnical  cases  without  fever.  We  should  be  very  modest  in  our 
claims  with  any  therapeutic  measure  when  the  diagnosis  and  re- 
sults depend  upon  pelvic  and  abdominal  palpation.  This  was  well 
illustrated  in  a  case  in  which  a  diagnosis  of  double  pyosalpinx  was 
made  and  the  operation  disclosed  slightly  congested  tubes.  Any 
therapeutic  measure  that  offers  an  aid  in  the  treatment  of  pelvic 
ailments  in  women  should  be  heartily  welcomed.  Whether  the 
deep  violet  rays  possess  any  such  \drtue  has  still  to  be  proven,  but 
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from  what  had  been  learned  of  the  agent  in  the  hands  of  others  he 
had  grave  doubts  upon  that  point. 

Dr.  Hellman,  in  closing  the  discussion,  said  there  was  absolutely 
no  heat  at  all  connected  with  this  treatment.  The  hand  placed 
under  the  dome  failed  to  experience  any  sensation  of  heat;  the 
treatment  certainly  did  not  produce  results  because  of  heat.  He 
said  he  had  tried  to  be  as  conservative  as  possible  in  the  care  of  thess 
cases  and  in  his  deductions.  In  the  acute  conditions  he  beheved  is 
would  be  suicidal  to  do  more  than  he  had  outlined,  for  here  time  was 
a  factor  that  should  be  more  considered.  He  said  that  he  was 
treating  a  patient  with  a  temperature  of  103°  F.,  general  abdominal 
rigidity  and  pain,  and  a  high  leukocyte  count  and  this,  like  all  cases 
of  this  nature  on  Dr.  Seehgmann's  service  at  Lebanon  Hospital,  is 
left  alone;  but  he  felt  that  exposure  to  ultra-violet  rays  would  hurry 
the  improvement.  If  anyone  would  pick  up  the  volume  recently 
published  by  Rollier  he  would  be  impressed  with  the  remarkable 
results  obtained  on  the  mountain  tops  with  tuberculosis  patients. 
If  we  believed  that  this  treatment  owed  many  of  its  beneficial  effects 
to  the  abundance  of  ultra-violet  rays  in  the  sunlight  on  high  moun- 
tains, we  must  believe  that  there  was  something  in  this  concentrated 
sunlight  treatment.  In  the  slums  those  afflicted  with  tuberculosis 
show  no  such  delightful  results  even  when  other-^dse  cared  for. 
Dr.  Kosmak  told  him  recently  that  he  believed  in  placing  a  patient 
with  postpartum  sepsis  on  the  roof  in  the  fresh  air  and  sun  as 
quickly  as  possible.  If  the  sunlight  helped  these  conditions,  why 
should  not  concentrated  sunlight  (ultra-violet  rays)  be  of  some  value? 
He  believed  that  this  concentrated  sunlight  was  a  very  important 
factor  in  the  treatment  of  these  gynecological  cases.  However,  in 
everyday  work  one  could  not  get  the  advantages  of  open  air  and 
sunlight,  but  one  could  use  this  concentrated  light  treatment.  In 
the  present  war,  exposing  the  wounds  to  the  ultra-violet  rays 
shortened  the  healing  time  and  got  the  men  to  the  front  quicker 
than  when  the  ultra-violet  rays  were  not  used. 

Dr.  Jacob  L.  Btibis  read  a  paper  on 


EMPTYING  THE  UTERUS  IN  THE  EARLY  STAGES  OF  PREGNANCY  BY 
THE   AID   OF   PITUITRIN.* 

DISCUSSION. 

Dr.  Arthur  Stein  said  that  the  pituitrin  treatment  as  an  aid  in 
emptying  the  uterus  in  the  early  months  of  pregnancy  was  a  very 
interesting  topic  and  no  doubt  all  present  were  thankful  to  Dr. 
Bubis  for  bringing  this  subject  up  before  them.  At  the  same  time 
the  question  arose:  "Was  it  always  necessary  to  employ  pituitrin 
injections  in  cases  of  this  type?"  He  did  not  think  that  any  gyne- 
cologist had  ever  seen  a  bad  hemorrhage  following  curettage  if  the 
operation  had  been  done  properly,  and  all  the  uterine  contents  had 
been  removed.     The  use  of  this  agent  he  thought  to  be  a  good  thing 

*  For  original  article  see  page  673. 
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but  it  was  not  absolutely  necessary  in  cases  of  abortion.  At  the 
Harlem  Hospital  where  they  saw  so  many  cases  of  incomplete 
abortion  they  instituted  this  treatment  but  without  cureting. 
They  found  they  could  not  get  along  without  curettage  and  that 
this  mode  of  procedure  was  not  satisfactory  and  he  referred  to 
a  case  he  saw  yesterday.  This  woman  aborted  at  the  fourth 
month  and  the  placenta  was  retained.  The  cervix  was  only  dilated 
so  as  to  admit  two  fingers.  She  was  seen  at  ii  o'clock  a.  m.  and  i 
c.c.  and  later  another  c.c.  were  given  with  the  hope  that  the  pains 
would  start  in,  but  nothing  happened.  The  placenta  was  then 
removed  with  forceps;  it  came  away  easily.  The  use  of  pituitrin, 
therefore,  in  these  cases  of  incomplete  abortion  he  did  not  believe 
to  be  entirely  satisfactory  and  it  certainly  could  not  take  the  place 
of  the  curet.  He  thought  a  very  important  field  in  which  they 
could  use  pituitrin  was  the  following:  Injecting  pituitrin  before 
doing  an  abdominal  or  vaginal  Cesarean  section.  They  had  used  it  in 
twenty-two  cases  with  marvelous  results.  They  coiild  practically 
operate  bloodlessly  and  this  was  a  most  wonderful  thing.  Dr. 
Stein  called  attention  to  the  technic.  When  the  operation  was 
started  i  c.c.  of  the  solution  was  administered  and  then  the  uterus 
woiild  contract  antd  hey  could  proceed  with  a  practically  bloodless 
operation.  The  other  day  he  did  a  vaginal  section  in  the  fifth 
month  of  pregnancy  and,  with  the  use  of  this  agent  he  lost  but  a 
few  drops  of  blood. 

Dr.  John  O.  Polak  said  that  they  had  twenty  cases  of  incom- 
plete abortion  in  which  pituitrin  has  been  employed  without  curet- 
tage; spontaneous  evacuation  had  not  occurred  in  any.  So  far  as 
their  experience  with  the  use  of  this  agent  in  abortion  was  concerned 
he  felt  that  it  was  ineffectual  and  retarded  rather  than  favored  the 
evacuation  of  the  contents. 

Dr.  Samuel  W.  Bandler  said  that  he  had  had  considerable 
experience  with  the  use  of  pituitrin  during  curettage.  Dr.  Bubis 
had  spoken  of  the  use  of  iodoform  gauze  packing  for  the  purpose  of 
softening  the  cervix,  but  Dr.  Bandler  stated  this  was  not  the  reason 
that  iodoform  gauze  packing  was  indicated.  Take  that  class  of 
cases  in  the  third  or  fourth  month  of  pregnancy  who  are  beginning 
to  bleed.  There  was  no  danger  from  great  hemorrhage  and  con- 
servative treatment  was  tried  for  the  purpose  of  avoiding  an  abortion. 
If  it  is  found  that  abortion  is  inevitable,  then  he  advocated  in  order 
to  dilate  the  cervix  the  introduction  of  iodoform  gauze  into  the  cervix 
and  then  packing  the  vagina  thoroughly  with  the  same.  Ergotole 
by  mouth  was  then  administered.  At  the  end  of  forty-eight  or 
seventy-two  hours  when  the  gauze  was  removed,  the  ovum  would 
often  be  found  separated  from  the  uterus  and  could  at  once  be  readily 
removed  with  placental  forceps.  The  more  Dr.  Bandler  saw  of 
these  cases,  especially  such  cases  as  had  been  treated  beforehand 
(no  one  knew  for  what  reason  or  by  what  method),  the  more  he  had 
decided  not  to  attempt  any  dilatation  of  the  cervix  with  instruments. 
He  had  curetted  numerous  cases  and  bleeding  had  never  been  so 
profuse  as  to  cause  him  to  stop.     The  bleeding,  of  course,  was  often 
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profuse  but  tliis  was  to  be  expected  until  the  placental  site  was  thor- 
oughly clean.  When  the  ovum  was  intact,  he  never  used  a  sharp 
curet  but  always  one  blade  of  a  placental  forceps.  If  one  emptied 
the  uterus  and  then  scraped  away  what  was  adherent  to  the  pla- 
cental site,  that  alone  would  make  the  uterus  contract. 

This  contraction  was  not  entirely  the  result  or  the  effect  of  the 
pituitrin,  although  the  pituitrin  itself  was  of  some  service.  Dr. 
Stein  had  referred  to  the  use  of  pituitrin  in  Cesarean  section.  When 
Dr.  Bandler  made  an  abdominal  incision,  the  patient  received  i 
c.c.  of  pituitrin  at  that  very  moment.  The  effect  was  so  rapid,  the 
contraction  of  the  uterus  so  pronounced,  that  after  the  uterus 
was  incised  there  was  often  some  difficulty  in  extracting  the  baby. 
After  the  baby  had  been  removed  the  uterus  would  contract  almost 
miraculously  and  the  woman  would  lose  only  the  smallest  amount  of 
blood.  Sutures  were  passed  through  near  the  mucous  membrane 
and  then  through  the  uterus  before  relaxation  occurred,  so  that 
very  little  bleeding  entered  into  the  wound  surface.  It  was  possible 
that  in  an  abortion,  if  the  ovum  were  completely  separated  from 
the  uterus,  that  the  use  of  pituitrin  might  cause  the  ovum  to  be 
expelled.  In  inevitable  and  incomplete  abortions  ergotole  was  of  the 
greatest  value  taken  by  mouth  or  by  needle  during  the  act  of  empty- 
ing the  uterus. 

Dr.  Bandler  advocated  the  following  procedure:  Place  the  patient 
in  proper  position  on  the  bed  or  better  still  on  a  table.  Wash  ofif 
the  external  genitaha  thoroughly.  Clean  everything  with  lysol 
or  a  3  per  cent,  solution  of  iodine.  Introduce  a  bivalve  speculum. 
Through  this  cleanse  the  vagina  and  the  fornices  thoroughly  with 
lysol  and  then  paint  well  with  a  3  per  cent,  tincture  of  iodine.  The 
doctor's  hands  should  be  thoroughly  sterilized  and  covered  with 
sterile  rubber  gloves.  Iodoform  gauze  should  then  be  packed  into 
the  cervix  and  vagina  from  fornix  to  vulva  in  a  most  thorough 
sterile  manner.  Then  ergotole  in  large  doses  was  given  every  one 
or  two  hours,  and  the  physician  could  go  about  his  business  knowing 
that  such  a  patient  could  not  lose  too  much  blood  and  certainly 
could  not  bleed  to  death. 

Ergotole  causes  the  uterus  to  contract,  the  blood  accumulates 
between  the  ovum  and  the  decidua,  and  gradually  the  ovum  is 
loosened  from  contact  with  the  uterine  lining.  At  the  end  of  forty- 
eight  or  seventy-two  hours,  pain  would  often  cease  which  was  an 
indication  that  the  ovum  had  been  separated.  Now  with  sterile 
precautions,  the  packing  of  the  vagina  and  cervix  should  be  re- 
moved, the  bivalve  speculum  should  be  introduced,  and  often  the 
ovimi  would  be  found  protruding  from  the  cervix.  If  insufficient 
dilatation  of  the  cervix  had  occurred  by  this  method,  the  same 
procedure  could  be  repeated. 

If  such  a  case  were  in  the  hospital,  and  the  cervLx  had  been 
dilated  by  this  conservative  method  and  yet  the  ovum  was  not 
separated,  one  could  go  in  with  the  second  finger  of  the  hand  and 
manually  separate  the  ovum  from  contact  with  the  uterus  and  then 
extract  it  with  the  placental  forceps. 
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What  more  sane,  more  rational  or  more  conservative  treatment  of 
inevitable  abortion  with  an  intact  ovum  could  be  possibly  used? 
If  everything  was  clean  the  patient  was  safe,  the  doctor  was  free  from 
worry  and  no  danger  of  septic  infection  could  occur. 

Dr.  Hiram  Vineberg  said  he  would  not  let  go  such  statements 
unchallenged.  He  did  not  beheve  in  emptying  the  uterus  at  the 
second,  third  or  fourth  month  by  packing  with  iodoform  gauze; 
this  to  him  was  a  very  dangerous  procedure.  He  knew  of  at  least 
two  deaths  where  they  had  temporized  with  gauze  tamponading, 
one  case  at  the  fourth  month,  the  other  at  the  eighth  week.  He 
knew  of  several  other  cases  in  which  severe  infections  followed  and 
he  said  he  knew  of  nothing  more  dangerous  than  the  gauze  in  these 
cases.  In  infectious  cases  what  did  gauze  do?  Simply  dammed 
back  the  discharges  and  proved  to  be  a  very  serious  and  dangerous 
thing  by  providing  a  good  medium  for  the  growth  of  bacteria. 

Dr.  Max  Rosenthal  reported  the  case  of  a  woman  who  entered 
the  hospital  after  the  fetus  had  been  dead  several  days  but  with 
only  slight  pains  and  was  very  anxious  to  return  home  as  soon  as 
possible.  There  was  no  dilatation  of  the  os.  The  house  surgeon  was 
instructed  to  give  her  i  c.c.  of  pituitrin  at  2  p.  m.  and  he  saw  her  at 
3  p.  M.  When  he  arrived  the  stillborn  baby  had  arrived.  The 
woman  was  seven  and  a  half  months  pregnant.  This  was  the  only 
instance  in  which  the  pituitrin  worked  quickly.  In  no  case  of  in- 
complete abortion  had  he  seen  any  result  from  the  administration  of 
pituitrin  in  really  expelling  the  fetus. 

Dr.  Jacob  L.  Bubis  in  closing  the  discussion  said:  "After  the 
abdomen  was  opened  and  before  an  incision  was  made  into  the 
uterus,  the  use  of  pituitrin  did  not  in  any  way  interfere  with  the 
delivery  of  the  child.  It  should  be  born  in  mind,  in  country  practice, 
one  could  not  always  return  and  remove  the  packing.  Therefore 
it  was  best  in  cases  of  retained  placenta  to  remove  it  as  soon  as 
possible.  I  always  use  the  sharp  curet  and  have  never  experienced 
any  trouble.  A  placenta  at  three  or  four  months  will  often  cause 
considerable  bleeding  when  an  attempt  at  removal  is  made.  The 
uterus  then  would  be  found  to  be  quite  flabby  and  if  great  care  was 
not  used  the  instrument  might  penetrate  the  uterus.  With  the 
use  of  pituitrin  there  was  practically  a  firm  wall  on  which  to  work. 
I  have  never  failed  when  I  give  pituitrin  to  get  contraction  of  the 
uterine  wall  thus  enabling  me  to  clean  out  the  uterus  safely  and 
quickly." 
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obstetrics. 


Abderhalden  Serum  Test  for  Cancer. — I.  Levin  and  D.  D.  Van 
Slyke  {Jour.  A.  M.  A.,  1915,  Ixv,  945)  have  employed  the  technic 
of  Van  Slyke  and  Vinograd  and  also  a  modification  of  this  in  their 
study  of  the  sera  of  normal  cases  and  carcinoma  patients.     The 
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analysis  of  their  results  seems  to  indicate  that  the  more  accurate  and 
objective  the  test  employed  for  the  detection  of  the  specific  ferment 
reactions  in  the  blood  serum,  the  less  difference  can  be  detected  be- 
tween the  reactions  obtainable  with  normal  and  supposedly  specific 
serums.  The  diagnostic  value  of  the  Abderhalden  reaction  in  cancer 
is,  therefore,  to  say  the  least,  doubtful,  and  it  must  be  stated  very 
emphatically  that  for  the  present  the  method  belongs  to  the  research 
laboratory  and  not  to  the  clinic. 

Essential  Uterine  Hemorrhage. — S.  H.  Geist's  (Surg.,  Gyn.  and 
Obst.,  191 5,  xxi,  454)  investigations  were  based  on  the  study  of 
twenty-five  uteri,  in  eighteen  instances  with  the  adnexa,  from  pa- 
tients on  whom  the  diagnosis  of  "fibrosis  uteri"  had  been  made. 
The  clinical  pictures  in  these  cases  were  strikingly  uniform.  The 
patients  were  all  about  the  menopause  period,  the  ages  ranging  be- 
tween forty-one  and  fifty-two  years,  there  being  but  two  younger. 
The  chief  complaint  was  that  there  had  been  marked  menorrhagia 
varying  from  eight  to  twelve  days,  in  some  cases  since  the  first 
period,  and  that  this  symptom  in  the  past  year  or  so  had  become 
worse.  An  analysis  of  the  microscopical  findings  results  in  the  con- 
clusion that  a  definite  histological  lesion  cannot  be  found  to  account 
for  the  profuse  bleeding.  Two  lesions  stand  out  as  a  constant  ac- 
companying factor:  one  the  hyperplastic  mucosa  with  its  edematous 
stroma  and  cystic  glands,  and  the  second  the  ovary  with  its  cystic 
follicles  and  degeneration  of  the  epithelium  and  ova.  It  would 
seem  that  there  are  variations  in  the  etiology  of  essential  uterine 
hemorrhage,  and  that  in  some  instances  one  gland  like  the  ovary, 
thyroid,  or  pituitrary  may  be  at  fault,  supplying  a  secretion  that  is 
abnormal  and  so  upsetting  the  balance  of  the  entire  endocrinous 
system. 

Use  of  Hypertonic  Saline  Solution  in  Gynecology. — The  hygro- 
scopic properties  of  glycerine  tampons  and  pessaries  have  long  been 
made  use  of  in  treating  inflammatory  conditions  of  the  pelvis,  but 
the  use  of  strong  saline  solution  as  a  vaginal  douche  has  apparently 
not  come  into  general  use.  C.  White  {Lancet,  Oct.  30,  1915)  has 
used  a  solution  made  of  4  drams  of  sodium  chloride  and  3^  drams 
of  sodium  citrate  to  each  pint  of  water  as  a  vaginal  douche  in  all 
inflammatory  and  septic  cases  where  a  douche  is  required,  and  finds 
their  effect  is  better  than  that  of  the  antiseptic  douches  previously 
employed.  All  forms  of  infected  and  congested  pelvis  respond  well, 
such  as  salpingitis,  cellulitis,  gonorrhea,  vaginitis,  and  erosions  of 
the  cervix.  Among  the  most  striking  results  is  the  way  in  which  a 
carcinomatous  cervix  cleans  up  before  operation.  In  the  cases  where 
drainage  per  abdomen  is  necessary  on  account  of  acute  infection 
{e.g.,  gangrenous  appendix)  the  results  of  saline  irrigation  of  the 
drainage  track  have  been  highly  satisfactory. 

Influence  of  Peptone  on  Tolerance  of  the  Body  for  Homogenous 
Ovarian  Transplants. — Much  work  has  been  done  recently  on  the 
subject  of  the  survival  of  foreign  grafts,  and  interesting  results  have 
been  obtained  concerning  the  nature  of  the  reaction  by  which  the 
host  destroys  the  engrafted  tissue.     Since  Besredka,  Strobel  and 
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Jupille  have  shown  that  the  action  of  complement  on  bacteria  gives 
a  substance  which  is  identical  in  many  of  its  physiologic  actions  to 
the  substance  obtained  by  the  action  of  complement  and  peptone, 
it  does  not  seem  unreasonable  to  suppose  that  injections  of  Witte's 
peptone  should  have  a  similar  effect  on  the  reaction  of  the  body 
against  ingrafted  tissues.  L.  A.  Mitchell  {Jour.  A.  M.  A.,  1915, 
Ixv,  1692)  therefore  thought  that  it  might  be  profitable  to  undertake 
animal  experiments  in  order  to  determine  whether  or  not  the  re- 
peated periodic  injections  of  a  solution  of  Witte's  peptone  would 
increase  the  tolerance  of  the  body  to  grafts  of  foreign  tissue.  As 
the  result  of  the  experiments,  he  reaches  the  following  conclusions: 
Peptone  injections,  as  they  were  made,  tend  to  intensify  rather  than 
inhibit  the  reaction  of  the  host  against  homogenous  grafts  of  ovarian 
tissue.  Such  injections  of  peptone  produce  a  condition  of  reduced 
metabolism  in  the  animal,  but  not  to  such  an  extent  as  to  prove 
dangerous  to  life.  An  abundant  blood  supply  to  the  graft  does  not 
indicate  that  it  is  viable  in  its  new  environment,  but  may  rather  be 
evidence  of  an  intense  reaction  against  it  on  the  part  of  the  host. 
The  destruction  of  the  graft  is  practically  complete  by  the  sixth 
week,  both  in  animals  injected  with  peptone  and  in  those  not  injected. 
The  host  primarily  reacts  to  the  presence  of  the  graft  by  revasculari- 
zation of  its  tissues,  and  the  further  reaction  which  evidently  in- 
volves the  destruction  of  the  graft  is  evidenced  by  round-cell 
infiltration  and  proliferation  of  the  connective  tissue  of  the  host. 
The  presence  of  peritonitis  within  a  few  days  destroys  the  viability 
of  intraperitoneal  grafts. 

Painless  Labor,  Partonalgia. — J.  M.  Ramirez  Olivella  and  J.  F. 
x\rteaga  {Rev.  de  Med.  y.  Cir.  de  la  Habana,  vol.  xx,  191 5)  have  experi- 
mented with  this  new  obstetrical  analgesia  which  contains  4  centi- 
grams of  morphine,  10  centigrams  of  glandular  extract  of  h\^ophysis 
in  each  i  c.c.  of  sterile  aqueous  solution.  (Prof.  Eliseo  Canton  of 
Buenos  Ayres,  Argentine  Republic,  is  responsible  for  this  formula.) 
The  results  were  satisfactory  in  regards  to  the  alleviation  of  pain; 
all  the  fetuses,  however,  were  born  asphyxiated  but  recovered  with 
artificial  respiration.  The  authors  are  not  at  all  enthusiastic  over 
the  results. 

The  Prophylaxis  of  Puerperal  Fever. — Moncalvi  {Gynak.  Rund- 
schau, vol.  ix.  No.  11-12)  presents  the  statistics  of  2500  cases  of 
normal  labor  in  which  only  a  single  fatal  case  occurred.  Aside  from 
ordinary  cleansing  with  soap  and  water  and  disinfecting  solutions,  no 
douches  were  employed.  No  differences  could  be  determined  in  such 
cases  as  compared  with  those  in  which  active  prophylactic  measures 
were  employed,  a  total  of  about  3  per  cent,  morbidity  being  encoun- 
tered. It  was  also  found  that  among  the  women  admitted  to  the 
clinic  during  the  course  of  labor  the  subsequent  temperature  rise  was 
less  than  in  those  that  had  been  admitted  during  pregnancy,  showing 
that  healthy  women  which  were  entered  during  pregnancy  were  more 
apt  to  become  infected  than  those  admitted  during  labor,  although 
the  latter  often  presented  cases  in  which  Ineffective  cleansing  proc- 
esses had  been  employed.     The  temperature  cases  were  also  noted. 
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especially  among  those  women  who  were  examined  in  their  homes 
before  admission,  and  the  author  thinks  that  this  can  only  be  avoided 
by  a  thorough  disinfection  of  the  cer\ix  with  dilute  tincture  of 
iodine  or  thymol-alcohol. 

The  Presence  of  Muscular  Fibers  in  the  Human  Placenta. — 
Jizuka  {Beitr.  z.  Gehurtsh.  u.  Gyndk.,  Bd.  xLx)  calls  attention  to  the 
lack  of  information  on  the  presence  of  muscular  fibers  in  the  human 
placenta  and  reports  the  accidental  discovery  of  the  same  in  placental 
sections  stained  after  the  method  of  Mallory.  A  homogenous  layer 
was  found  between  the  amnion  and  chorion.  This  was  later  deter- 
mined to  be  made  up  of  a  collection  of  long  spindle  cells  containing 
elliptical  nuclei.  A  higher  power  magnification  showed  myofibrillae 
in  the  cells.  The  muscle  cells  seemed  to  be  more  numerous  in  the 
central  portion  of  the  placenta  and  gradually  faded  out  toward  the 
edges  where  they  finally  pass  over  into  the  connective  tissue. 

GYNECOLOGY   ANTD   ABDOMINAL   SURGERY. 

Diagnosis  of  Intracranial  Bleeding  in  the  New-bom. — H.  G. 

Sloan  {Cleve.  Med.  Jour.,  191 5,  xiv,  808)  says  that  in  case  of  difficult 
or  prolonged  birth,  where  there  has  been  a  difl&cult  instrumental 
delivery,  or  where  there  is  tardy  starting  of  spontaneous  respiration, 
the  babe  ought  to  be  carefully  watched  for  the  next  few  days  to  see 
if  there  is  any  evidence  of  cerebral  bleeding.  Early  symptoms  of 
cortical  irritation  are  most  valuable  in  localization  of  the  bleeding. 
Bleeding  above  the  tentorium  can  be  differentiated  from  that  oc- 
curring below  it.  When  symptoms  of  general  increase  in  intra- 
cranial pressure  become  marked  a  decompression  operation  ought  to 
be  done.  The  best  results  are  seen  when  decompression  is  done  while 
the  pulse  rate  is  still  slow  and  before  respiration  becomes  irregular. 

Rectal  as  Substitute  for  Vaginal  Examinations  in  Labor. — R.  W. 
Holmes  {Jour.  A.  M.  A.,  1915,  Lxv,  2229)  holds  that  the  discovery  of 
the  possibilities  of  rectal  examination  in  labor  by  Kroenig  and  Ries 
is  one  of  the  most  important  contributions  to  modern  obstetric 
medicine  of  the  last  generation.  While,  at  the  present  time,  rectal 
examination  does  not  give  us  the  means  of  measuring  pelvic  size, 
it  is  of  great  value  in  estimating  the  factors  situated  in  the  posterior 
half  of  the  bony  pelvis.  In  almost  every  direction,  under  appropriate 
conditions,  rectal  examination  is  as  definitive  as  vaginal,  if  combined 
with  abdominal  palpation.  The  ease  or  difl&culty  of  rectal  examina- 
tions is  dependent  on  the  same  factors  as  vaginal.  Rectal  examina- 
tion is  an  utterly  innocuous  procedure  in  labor,  whereas,  vaginal 
examinations  are  always  potential  sources  of  infection  to  the  woman. 
Rectal  examinations  are  peculiarly  appropriate  to  those  women  who 
are  to  receive  the  test  of  labor  in  relatively  contracted  pelves  when  a 
Cesarean  section  may  possibly  be  needed.  Vaginal  examinations 
should  be  made  in  labor  only  when,  for  some  special  reason,  the 
rectal  findings  are  indefinite  or  inconclusive. 

Management  of  Placenta  Previa. — R.  M.  Beach  (L.  I.  Med. 
Jour.,  1915,  ix,  401)  gives  the  following  rules  for  the  management  of 
placenta  previa.  In  the  private  house;  placenta  previa  with  active 
hemorrhage  is  best  treated  by  either  rupture  of  the  membranes  or 
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the  Braxton  Hicks  version,  the  latter  being  the  safest  procedure. 
In  the  hospital;  between  the  sixth  and  seventh  months  with  a  rigid 
cervix  the  vaginal  Cesarean  is  indicated.  Otherwise  pack  for  twenty- 
four  hours  and  then  do  a  bipolar  version.  After  the  seventh  month: 
In  the  marginal  and  lateral  varieties  with  live  baby  try  rupture  of  the 
membranes  first  and  if  bleeding  is  not  controlled  introduce  a  bag. 
In  the  partial  and  central  varieties  with  a  hve  baby  use  the  bag. 
If  the  baby  is  dead  or  dying  use  the  Bipolar  version.  In  any  case 
after  the  seventh  month  if  the  mother  is  weakened  by  the  loss  of 
blood  the  Braxton  Hicks  version  is  the  method  of  choice.  In  the 
centralis  variety  at  or  near  term,  with  a  live  baby  and  mother  in  good 
condition  if  the  cervix  seems  to  offer  any  degree  of  dystocia  ab- 
dominal Cesarean  is  operation  of  choice.  Perforate  all  dead  babies. 
Forceps  should  but  rarely  be  used  and  only  after  the  head  has  passed 
through  the  cervix.  Never  do  an  extraction  either  immediately  or 
later  after  Braxton  Hicks  version.  Always  let  the  patient  deliver 
spontaneously.  Following  these  rules  the  writer  is  able  to  report 
sixty-two  mothers  out  of  sixty-four  as  saved.  The  maternal  mor- 
tahty  was  3.1  per  cent.,  the  fetal,  68.2  per  cent. 

Effect  of  Experimental  Tubercvilous  Intoxication  on  the  Ovaries. 
— Francesco  di  Franco  {Ann.  di  ost.  e  gin.,  Sept.  30,  1915)  produced 
acute  and  chronic  tuberculosis  in  guinea-pigs,  in  order  to  ascertain 
the  effect  of  the  intoxication  on  the  ovaries.  He  gives  a  careful 
review  of  the  literature  of  the  subject  and  histories  of  each  experi- 
ment. His  conclusions  are  that  the  germinative  epithelium  in  both 
acute  and  chronic  intoxication  remains  normal.  The  primitive 
follicles  in  marked  intoxication  become  few  in  number  although 
normal,  but  in  slow  intoxications  they  are  constantly  affected. 
Folhcular  atresia  appears  in  both  forms  of  intoxication,  with  this 
difference  that  in  slow  intoxication  the  degeneration  is  more  ad- 
vanced. Hyperemia  is  marked  in  acute  intoxication,  slight  in  the 
chronic.  Hemorrhages  are  the  exception.  In  all  kinds  of  tubercu- 
lous intoxication  the  ovaries  are  profoundly  affected,  and  in  the 
severest  cases  lipoid  elements  are  present.  In  the  primordial 
follicles  the  alterations  are  especially  in  the  ovum.  In  fully  developed 
follicles  the  alterations  are  more  constant  the  slower  the  disease. 
Atresia  is  seen  in  the  more  mature  follicles.  Translated  into  clinical 
terms  tuberculous  intoxication  gives  rise  to  ovarian  disturbances, 
such  as  amenorrhea,  hypoplasia  of  the  genitals,  steriUty,  and  to 
general  conditions  that  result  from  dysfunction  of  the  ovarian 
hormones.  As  these  changes  may  be  recovered  from,  the  ovaries 
may  return  to  a  normal  condition  if  improvement  of  the  tuberculosis 
occurs. 

Partial  Resection  of  Macroscopically  Sclerotic  Ovaries.— Jayme 
Poggi  de  Figueiredo  {Ann.  de  gyn.  et  d'obst.,  July-Aug.,  and  Sept.- 
Oct.,  1915),  has  made  a  study  of  thirty-two  cases  of  resection  of  the 
ovary  which  was  done  for  sclerosis  or  sclerocystic  condition.  His 
object  was  to  determine  whether  the  resection  of  such  an  ovary  was 
justified  histologically.  These  resections  were  made  in  the  course 
of  other  operations  in  the  service  of  Beuttner  at  the  Obstetrical 
Clinic  of  the  University  of  Geneva.     All  were  partial  cuneiform  re- 
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sections.  Descriptions  are  given  of  the  microscopic  examination  of 
each  removed  portion  of  an  ovar}\  Ovaries  containing  many 
follicles  came  from  women  not  more  than  thirty-five  years  of  age 
while  those  from  women  over  that  age  contained  few  follicles.  The 
number  of  follicles  present  depends  on  the  condition  of  the  vessels,  as 
does  the  condition  of  the  f oUicles.  There  may  be  many  follicles  pres- 
ent with  advanced  lesions  of  the  vessels,  but  they  are  degenerated, 
transformed  into  hyaline  masses,  or  flattened.  The  number  of 
follicles  is  in  inverse  relation  to  the  amount  of  sclerosis.  In  some 
cases  there  are  present  also  normal  folHcles  which  give  rise  to 
pregnancy.  The  arteries  are  hyaline,  or  thickened.  Abnormal 
formations  are  found.  Those  are  epithelial,  from  remains  of  the 
Wolffian  bodies,  degenerated  primordial  follicles,  hyaline,  granular, 
fatty,  or  vacuolated.  In  the  cystic  atresic  follicles  are  luteinic  and 
hyaline  cj^sts;  other  abnormal  structures  are  islands  of  cellular 
tissue,  cysts  of  the  corpora  lutea,  fibrous  adhesions,  degeneration  of 
germinative  epithelium  with  desquamation;  and  hemorrhagic  foci. 
Most  of  these  formations  are  in  condition  to  proliferate  and  provoke 
pathological  formations.  Thus  resection  seems  indicated,  especially 
since  the  operation  is  harmless. 

Simultaneous  Presence  of  Myomata  and  Malignant  Tumors  in  the 
Uterus. — John  Olow  {Arch.  mens,  d'obst.  et  de  gyn.,  Oct.,  1915) 
discusses  the  effect  on  the  treatment  demanded  by  the  presence  of 
malignant  degeneration  of  the  uterus  in  conjunction  with  myoma. 
If  a  malignant  condition  is  present  the  operation  should  be  complete 
extirpation  of  the  uterus  rather  than  amputation  of  the  body. 
Mahgnant  conditions  are  present  in  a  few  cases,  the  percentage 
differing  with  each  observer.  For  this  reason  the  author  made  a 
study  of  these  conditions  as  found  in  the  clinic  at  Lund.  From  Oct. 
1909  to  March,  1914  154  cases  of  myoma  were  operated  on.  In 
seven  of  these  cases  there  was  sarcoma  of  the  myoma,  and  in  another 
case  sarcoma  developed  one  year  after  operation  in  the  portion  of  the 
cervLx  left  behind.  Treatment  of  these  tumors  by  radium  is  justifi- 
able in  all  inoperable  cases;  but  in  operable  cases  the  question  comes 
up  whether  we  should  not  prefer  operation.  The  author  thinks 
that  if  the  applications  do  not  appear  to  be  causing  improvement  we 
should  discontinue  them  and  operate.  A  condition  of  malignancy 
cannot  be  diagnosticated  before  operation.  The  author  believes 
that  we  should  more  often  make  use  of  total  extirpation  in  place  of 
supravaginal  amputation  in  cases  of  myoma,  whether  evidently 
malignant  or  not. 

Repeated  Abortion  from  Echinococcus  of  the  Kidney. — A. 
Gentili  {Ann.  di  ost.  e  gin.,  Oct.,  1915)  states  that  while  echinococcus 
is  a  common  disease  the  kidney  is  rarely  afi'ected  by  it.  Of  2000  cases 
of  general  echinococcus  reported  about  5  per  cent,  affected  the 
kidney.  In  order  that  the  embryo  of  this  parasite  may  reach  the 
kidney  it  must  pass  through  the  capillaries  of  the  lungs,  or  the  portal 
circulation  of  the  hver,  or  by  the  jugular  and  the  lymph  glands  of  the 
thoracic  duct.  These  vessels  are  generally  smaller  than  the  parasite. 
The  parasites  passing  through  the  walls  of  the  stomach  usually 
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settle  near  the  intestine  or  penetrate  the  peritoneum,  and  then  follow 
the  walls  of  the  vessels.  The  long  course  that  they  must  travel  to 
reach  the  kidney  renders  their  arrival  there  infrequent.  Primary 
echinococcus  of  the  kidney  originates  in  the  cortex  and  passes 
toward  the  calices.  The  opening  of  the  mother-cysts  and  spread  of 
the  embryos  in  the  pelvis  of  the  kidney  causes  symptoms  of  inflam- 
mation. PyeHtis  is  frequent,  as  often  through  the  arrival  of  the 
embryos  from  the  blood-vessels  as  through  the  urinary  passages. 
From  the  pelvis  suppuration  extends  to  the  kidney  substance,  and 
necrosis  results.  The  afifection  is  chronic.  Diagnosis  is  very 
difl&cult.  There  is  seldom  enough  fluid  to  give  hydatid  fremitus  and 
when  the  tumor  is  located  in  the  kidney  hydronephrosis  seems  most 
probable.  Examination  of  the  urine  shows  little.  When  the  sac 
has  become  opened  the  embryos  are  found  in  the  urine.  Cathe- 
terization of  the  ureter  often  shows  nothing.  There  are  generally 
crises  of  pain  when  the  cysts  and  the  membranes  of  the  ruptured 
mother-cyst  pass  the  ureter.  In  the  author's  case  this  condition 
had  been  going  on  for  some  twelve  years.  There  had  been  eleven 
pregnancies,  in  four  of  which  abortion  took  place.  The  sixth 
pregnancy  was  febrile,  and  a  fluctuating  tumor  of  the  right  side  of 
the  abdomen  was  found.  Three  years  before  the  author  saw  her  she 
had  crises  of  pain  similar  to  renal  colic.  When  these  crises  were 
severe  and  a  pregnancy  existed  it  would  be  ended  by  an  abortion. 
After  the  mother-cyst  broke  and  the  embryos  were  recognized  in  the 
urine  the  patient  absolutely  refused  operation  and  bore  her  pains 
without  aid.  At  the  time  of  writing  she  was  still  hving.  Cyst- 
oscopy showed  that  the  ureter  was  dilated  and  inflamed  on  the  side  of 
the  affected  kidney. 

Pregnancy  and  Diabetes  Mellitus. — From  a  study  of  seven  moder- 
ate or  severe  and  seven  mild  cases  of  diabetes  in  pregnancy  by  E.  P. 
Joshi  {Bost.  Med.  and  Surg.  Jour.,  1916,  clxxiii,  841)  it  would  seem 
that  the  secret  of  success  in  the  treatment  of  pregnant  women  with 
sugar  in  the  urine  is  to  have  the  patients  under  constant  supervision 
throughout  the  course  of  the  pregnancy  and  for  some  months  after 
confinement.  Treatment  should  follow  exactly  the  same  methods 
which  are  employed  in  the  treatment  of  the  usual  case  of  diabetes. 
Even  when  sugar  appears  to  a  sHght  extent  in  pregnant  women,  it 
should  be  carefully  watched  and  controlled  by  diet.  The  advantages 
of  a  Cesarean  section  should  be  borne  in  mind.  Whereas  ether 
anesthesia  may  work  well,  it  is  probably  not  so  safe  as  gas  and 
oxygen.  If  ether  should  be  used,  as  brief  an  anesthesia  and  as  httle 
ether  as  possible  should  be  employed.  Many  statements  occurring 
in  the  Hterature  of  pregnancy  and  diabetes  must  be  revised.  Preg- 
nancy in  diabetes  does  not  demand  immediate  abortion,  even  if 
acidosis  is  present.  If  pregnant  diabetic  cases  are  suitably  managed, 
they  will  very  likely  abort  less  frequently.  It  cannot  yet  be  ac- 
cepted as  proven  that  pregnancy  aggravates  a  diabetes.  It  is  quite 
possible  that  the  reason  for  a  patient  with  diabetes  becoming  worse 
during  pregnancy  is  simply  the  ingestion  of  an  unusual  quantity  of 
food.     Reliable  data  upon  the  carbohydrate  tolerance  of  diabetic 
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patients  before  and  after  pregnancy  are  not  available.  Nursing 
is  not  coutraindicated  following  confinement,  for  the  diversion  which 
it  affords  the  patient  may  offset  the  extra  demands  thrown  upon  the 
metabolism.  Too  few  data  have  been  accumulated  regarding  the 
blood  sugar  of  pregnant  women  to  warrant  conclusions.  The  same 
statement  may  be  made  about  the  alleged  excessive  weight  of 
children  of  diabetic  mothers.  The  next  few  years  may  show  that 
pregnancy  can  take  place  in  diabetic  patients  far  more  readily  than 
has  been  supposed.  It  is  certainly  true  that  with  the  improvement 
in  the  treatment  of  diabetic  patients,  diabetic  women  will  be  less 
likely  to  avoid  pregnancy. 

Inversion  of  the  Ilium,  and  Sacrum  and  Ischium  and  Phibes 
(Iliosacral  and  Ischiopubic  Bony  Segments)  as  Causes  of  Deformities 
of  the  Female  Pelvis. — D.  B.  Hart  {Edin.  Med.  Jour.,  191 6,  n.s., 
xvi,  9)  beheves  that  the  form  and  size  of  the  sacrosciatic  notch  is  a 
valuable  aid  in  the  diagnosis  of  the  sex  of  a  single  innominate  bone. 
It  is  not  quite  absolute,  as  the  ilium  of  the  female  pelvis  may  oc- 
casionally be  inverted.  This  inversion  of  the  sacrum  and  ilium 
gives  rise  in  the  female  inlet  to  a  marked  and  serious  deformity  of 
the  pelvis,  necessitating  operative  measures,  usually  of  a  cutting 
nature,  during  labor.  In  all  other  female  deformed  pelves  the  notch 
is  female,  but  in  the  Naegele  pelvis  on  one  side  where  the  deformity 
is,  and  in  the  Roberts'  pelvis  on  both  sides,  the  notch  is  smaller  and 
male-Uke.  The  ankylosis  of  the  sacroiliac  synchrondrosis  in  the 
Naegele  and  Roberts'  will  prevent  any  mistake  being  made  as  to  the 
sex  of  the  specimen.  The  ischiopubic  elements  of  the  bony  pelvis 
are  more  rarely  inverted  into  the  female.  A  six-vertebred  sacrum 
is  found  in  the  funnel  pelvis.  In  the  female  kyphotic  pelvis  the 
sacral  auricular  surface  may  lie  in  three  vertebras,  and  there  is  usually 
high  assimilation.  There  is  therefore  a  new  cause  for  deformity 
of  the  female  pelvis,  and  such  may  be  termed  iliosacral  or  ischiopubic 
inverted  female  pelves;  the  former  is  the  more  common,  and  inverted 
bony  pelvis  may  be  used  as  a  common  term.  Both  in  normal  and 
abnormal  pelves  the  bearing  of  the  lateral  aspects  of  the  pelvis  have 
been  too  much  neglected  by  obstetricians.  The  important  struc- 
ture to  be  noted  here  is  the  great  sacrosciatic  notch.  This  inversion 
takes  place  most  probably  when  double  germ  and  sperm  cells  are 
formed  in  the  early  mitoses  of  these  structures  in  the  fetal  develop- 
ment of  the  sex  gland.  Such  mitoses  cause  variation,  and  when  it 
happens  that  some  determinants  for  the  sex  ensemble  are  absent 
from  the  Wolffian  germ  ceUs  and  present  in  the  non-Wolfl&an  sperm 
cells,  the  opposite  of  their  usual  allotment,  inversion  follows. 
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Meeting  of  January  13,  191 6. 
Royal  Storks  Haynes,  M.  D.,  in  the  Chair. 

PROGRESS  IN  the  TREATMENT  OP  INTESTINAL  PARASITES. 

Dr.  Sara  Welt-Kakels  presented  two  patients  with  hookworm 
disease,  a  boy  of  eleven  and  a  girl  of  ten,  and  gave  a  microscopical 
demonstration  of  the  organism.  These  children  were  from  the  West 
Indies  and  had  presented  themselves  at  the  Mount  Sinai  Hospital. 

Dr.  Kakels  also  read  a  paper  in  which  she  spoke  particularly  of 
the  treatment  of  uncinariasis  dwelling  at  length  on  the  results 
obtained  by  various  observers  with  oil  of  chenopodium. 

CUTANEOUS   REACTIONS   IN  CASES   OF  FOOD  IDIOSYNCRASY. 

Dr.  Oscar  M.  Schloss  had  had  the  opportunity  to  study  a  number 
of  cases  of  food  idiosyncrasy  and  said  there  were  a  few  observations 
concerning  the  significance  and  limitations  of  such  tests  which 
seemed  of  sufiicient  interest  to  warrant  a  brief  summary.  The  test 
with  food  substances  might  be  applied  by  cutaneous  inoculation 
or  by  means  of  an  intracutaneous  injection.  The  former  is  the 
easier  method  and  for  this  test  food  substances  may  be  used  which 
are  too  irritating  to  be  injected  into  the  skin.  The  intradermic 
method,  however,  was  the  more  sensitive  and  at  times  would  prove 
positive  when  the  cutaneous  test  was  negative. 

A  positive  reaction  might  occur  in  one  of  two  distinct  forms.  The 
most  common  reaction,  especially  with  the  cutaneous  test,  was  the 
occurrence  of  an  urticarial  lesion.  This  appeared  almost  imme- 
diately after  the  injection  and  disappeared  within  fifteen  to  twenty 
minutes.  With  this  form  of  reaction  itching  was  common  but  not 
constant.  The  second  type  was  analogous  to  the  tuberculin  reac- 
tion, was  inflammatory  in  character,  appeared  only  at  the  end  of  a 
few  hours  and  was  usually  most  marked  after  twelve  to  twenty-four 
hours.  This  form  of  reaction  was  relatively  more  common  after  the 
intracutaneous  test  but  was  much  less  frequent  than  the  urticarial 
type,  at  least  in  the  cases  with  which  the  writer  was  familiar. 
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In  speaking  of  the  materials  used  for  the  test,  Dr.  Schloss  said  that 
foods  that  were  rich  in  soluble  protein,  such  as  egg  or  milk,  might  be 
used  unaltered,  or  simply  diluted  with  saline.  It  was  always  prefer- 
able, however,  to  use  the  proteins  in  a  comparatively  pure  state  as 
in  this  form  they  were  better  adapted  for  intracutaneous  tests. 
Hitherto  the  difficulty  of  their  preparation  had  been  an  obstacle  to 
their  use,  but  recently  the  waiter  had  obtained  some  preparations 
from  Dr.  Harris  who  had  had  long  experience  in  such  work  with  Os- 
borne and  Mendel  and  who  was  now  in  the  Arlington  Chemical 
Company. 

When  a  positive  reaction  was  obtained  in  a  given  case  the  question 
naturally  arose:  What  was  its  exact  significance?  Practically  with- 
out exception  such  a  reaction  was  indicative  of  an  idiosyncrasy  to 
this  particular  food  substance.  The  writer  stated  that  he  had  never 
seen  a  clearly  positive  reaction  to  a  food  protein  when  such  food  did 
not  cause  a  toxic  disturbance  when  ingested. 

The  opposite  phase  of  the  question  was  not  so  satisfactory,  namely, 
"Does  a  negative  skin  reaction  exclude  the  possibility  of  food  idio- 
syncrasy?" Unfortunately  such  was  not  true.  There  were  many 
cases  of  food  disturbances  in  which  the  history  was  perfectly  definite 
and  yet  all  tests  were  uniformly  negative.  As  a  rule  a  positive  reac- 
tion might  be  expected  in  the  patients  who  reacted  to  the  toxic  foods 
by  the  development  of  skin  lesions.  In  the  cases  with  gastroenteric 
disturbances  only,  the  cutaneous  tests  were  often  negative. 

Another  influence  mitigating  the  value  of  the  cutaneous  test  was 
the  occurrence  of  temporary  desensitization.  In  three  cases  of  egg 
idiosyncrasy  the  writer  had  studied  this  phenomenon  in  detail.  In 
all  instances  the  occurrence  of  food  intoxication  was  followed  by  a 
temporary  immunity  with  disappearance  of  the  cutaneous  reaction. 

One  other  complicating  circumstance  which  was  of  importance 
was  the  pseudoreaction.  In  many  infants  with  sensitive  skin  an 
abrasion  would  cause  a  distinct  wheal  which  might  be  mistaken  for  a 
positive  reaction.  The  possibility  of  error  would  of  course  be  mini- 
mized by  the  control  test,  but  in  some  instances  the  deciding  line  was 
very  fine. 

In  concluding.  Dr.  Schloss  stated  that  although  the  application 
of  the  cutaneous  reaction  to  foods  to  dietetic  problems  had  consid- 
erable limitations,  yet  in  some  instances  such  tests  were  of  distinct 
value  and  might  serve  as  a  therapeutic  guide. 

THE   INTERPRETATION   OF   THE  VON    PIRQUET   REACTION. 

Dr.  Henry  Heiman  said  one  of  the  first  important  valuable  diag- 
nostic aids  in  tuberculosis  was  the  discovery  of  Koch's  subcuta- 
neous tuberculin  reaction.  On  account  of  certain  disadvantages, 
however,  its  application  was  limited.  When  von  Pirquet  first  sug- 
gested his  cutaneous  test  for  tuberculosis,  in  1907,  its  advent  had 
been  welcomed  on  account  of  its  simplicity  and  its  almost  universal 
applicability.  Since  that  time  its  constant  use  in  clinical  medicine 
in  the  diagnosis  of  all  forms  of  tuberculosis,  had  so  far  proved  its 
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value,  that  it  had  practically  superseded  subcutaneous  tuberculin, 
and  the  Calamette,  and  Moro  tests. 

The  writer  expressed  the  firm  belief  that,  if  the  proper  technic  was 
observed,  one  could  safely  rely  in  the  vast  majority  of  cases,  upon 
this  valuable  diagnostic  aid.  By  proper  technic  was  meant  the  per- 
formance of  the  test  in  such  a  manner  that  only  the  epidermis  was 
removed  by  a  proper  borer.  Frequently  a  needle  or  scarifier  was 
substituted  for  the  borer;  this  at  once  invalidated  the  test,  owing  to 
the  Opening  of  capillary  blood-vessels  and  the  consequent  rapid 
absorption  of  the  tuberculin.  The  chief  object  of  the  cutaneous  test 
was  to  produce  merely  a  local  effect  by  bringing  the  existing  anti- 
bodies, in  a  case  of  tuberculosis,  to  the  site  of  the  test,  thus  causing  a 
union  of  the  tuberculosis  antibodies  and  the  tuberculin,  the  so-called 
lymphocytic  and  giant-celled  infiltration. 

One  reason  for  deprecating  the  value  of  the  von  Pirquet  reaction 
was  that  too  much  had  been  expected  from  the  application  of  this 
test.  It  was  not  employed  with  the  idea  of  diagnosing  the  site  of 
the  tuberculous  lesion,  but  merely  to  determine  the  existence  or 
nonexistence  of  tuberculosis  in  the  body. 

As  to  the  interpretation  of  this  test,  observation  had  led  to  the 
belief  that  in  the  case  of  an  acute  tuberculous  process,  such  as  a 
tuberculous  adenitis,  bone,  or  apical  tuberculosis,  a  very  marked 
reaction  occurred;  in  subacute  or  chronic  tuberculosis  a  milder  reac- 
tion was  usually  observed;  in  the  last  stages  of  tuberculous  meningitis 
or  in  general  miliary  tuberculosis,  the  reaction  was  usually  negative. 
In  the  last  two  instances,  tuberculous  meningitis  in  its  final  stage  and 
general  miliary  tuberculosis,  the  system  had  become  so  overwhelmed 
by  the  tuberculous  process  that  the  antibodies  in  the  blood  had 
become  practically  exhausted.  Another  advantage  of  the  von 
Pirquet  over  the  subcutaneous  or  Calmette  tests,  was  its  almost  abso- 
lute safety.  Dr.  Heiman  said  their  observations  had  shown  that  it 
produced  no  glandular  enlargement,  no  leukocytosis  or  lymphocyto- 
sis, or  elevation  of  temperature.  Occasionally,  it  might  produce  a 
slight  focal  reaction,  especially  in  the  case  of  tuberculous  adenitis. 

The  frequency  of  the  von  Pirquet  reaction  at  various  ages,  espe- 
cially of  infancy  and  childhood  had  been  studied  by  various  observers 
and  the  figures  were  weU  known.  They  had  observed  in  the 
Childrens'  Service  of  Dr.  Koplik  at  Mount  Sinai  Hospital,  in 
applying  the  von  Pirquet  test  several  times  within  two  or  three 
weeks  on  the  same  individual,  in  a  series  of  loo  patients,  that  in 
whom  the  reaction  was  positive  in  the  first  instance  it  remained 
positive  as  a  rule  in  the  subsequent  tests.  In  only  three  of  the  loo 
cases  did  this  observation  not  hold  good.  Furthermore,  they  had 
noted  that  in  the  case  of  tuberculous  adenitis,  in  which  the  von 
Pirquet  reaction  was  markedly  positive  before  operation,  there  was 
just  as  marked  reaction  after  radical  removal  of  the  tuberculous 
glands.  This  could  only  be  explained  on  the  theory  that  the 
sensitization  of  the  individual  had  occurred  or  that  possibly  there 
remained  some  additional  glandular  or  other  tuberculous  focus. 

Despite  the  positive  value  of  the  test.  Dr.  Heiman  expressed  the 
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opinion  that  its  negative  value  was  of  still  greater  importance  in 
excluding  the  existence  of  tuberculosis,  with  the  exception  of  the 
last  stages  of  tuberculous  meningitis  and  general  miliary  tuberculosis, 
both  of  which,  however,  could  as  a  rule  be  readily  diagnosed  at  the 
bedside.  The  von  Pirquet  test  was  of  far  more  value  than  was 
generally  conceded,  and  should  be  more  universally  employed  than 
at  present  in  cases  of  doubtful  diagnosis  in  infants  and  children. 

PROGRESS  IN  THE  KNOWLEDGE  OF  TUBERCULOUS  INTECTION.       FEVER 
THE  INITIAL  SYMPTOM  OF  TUBERCULOSIS  INFECTION  IN  INFANCY. 

Dr.  Mark  S.  Rel'BEN  recalled  that  in  January,  1914,  he  had  read 
a  paper  before  this  Section  in  which  he  had  called  attention  to  the 
fact  that  in  the  case  of  young  infants  who  were  doing  well,  and  then 
suddenly  stopped  gaining  in  weight  and  had  an  acute  febrile  reaction 
one  should  always  suspect  tuberculous  infection.  He  looked  upon 
this  febrile  reaction  as  the  initial  sign  of  tuberculous  infection  in 
infants.  In  191 2  andi9i3,  he  had  carried  out  the  von  Pirquet  test  on 
about  300  infants;  eleven  of  these  gave  a  positive  reaction;  in  three  of 
these  infants  they  had  the  opportunity  to  observe  the  initial  fever. 
The  opportunity  had  presented  itself  to  the  writer  to  make  observa- 
tions on  three  infants  who  lived  in  tuberculous  surroundings  for  a 
period  of  one  year.  In  each  of  these  cases  the  mother  was  tubercu- 
lous. They  performed  the  cutaneous  test  on  these  infants  about 
once  very  month  and  found  it  always  negative  as  long  as  the  infant 
was  gaining  in  weight  and  had  no  fever;  however,  with  the  onset  of 
fever,  a  positive  reaction  was  obtained  in  two  of  these  cases,  and  a 
positive  reaction  in  the  third  after  the  fever  had  lasted  one  week.  The 
idea  was  prevalent  that  the  tuberculin  reaction  was  an  anaphylactic 
reaction  and  for  the  proper  interpretation  of  the  nature  of  this  fever 
this  phase  of  the  subject  must  be  considered  more  fully.  It  was 
generally  believed  that  in  an  animal  previously  injected  with  the 
same  substance,  the  antibodies  induced  by  the  first  injection  were 
reinforced  and  that  a  continuation  of  this  process  would  lead  to  a 
high  degree  of  immunity.  Under  certain  circumstances  this  was  not 
the  case,  because  severe  and  fatal  symptoms  might  set  in  after  the 
second  injection,  showing  that  instead  of  being  immune  the  animal 
was  indeed  hypersusceptible  or  hypersensitive  to  the  effects  of  the 
antigenic  substance.  To  this  state  of  hypersensitiveness  Ricket 
applied  the  term  anaphylaxis.  It  seemed  that  in  certain  instances 
the  first  injection  of  the  protein  produced  no  symptoms,  but  served 
to  alter  the  power  of  reaction  on  the  part  of  the  body  cells  by 
rendering  them  unusually  sensitive  to  the  same  or  closely  related 
foreign  proteins.  Sensitization  was  therefore  the  process  of  render- 
ing body  cells  hypersensitive  by  administering  a  foreign  protein. 
The  toxic  substance  that  was  believed  to  be  formed  at  the  time  of 
reinjection  of  the  protein  and  was  regarded  as  responsible  for  the 
lesions  and  symptoms  of  anaphylaxis  was  called  anaphylatoxin. 
The  second  inoculation  dose  was  often  spoken  of  as  the  intoxicating 
dose.     The  question  then  was  "Is  it  possible  to  sensitize  a  normal 
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individual  to  tuberculin  so  that  on  reapplication  of  the  test  he  would 
give  a  positive  reaction?  "  Zinsser  and  Vaughan  believe  this  to  be  a 
fact,  whUe  the  writer  and  others  beheved  that  overwhelming  evi- 
dence, pathological,  clinical  and  experimental  could  be  adduced 
against  this  assumption.  There  was  not  a  single  authentic  case  on 
record  in  which  a  positive  tuberculin  reaction  was  obtained  during 
life,  which  did  not  on  autopsy  reveal  the  presence  of  a  tuberculous 
focus  somewhere  in  the  body;  in  a  few  cases  in  which  no  macro- 
scopic lesions  were  found,  the  microscope  revealed  the  presence  of 
miliary  tubercles;  in  cases  in  which  neither  macroscopic  nor  micro- 
scopic lesions  could  be  demonstrated,  injection  of  emulsion  of 
lymph  glands  derived  from  the  patient  into  guinea-pigs  invariably 
led  to  the  development  of  tuberculosis  in  these  animals.  All  an- 
aphylactic antigens  were  proteins;  tubercuHn  was  not  a  protein; 
one  could  grow  the  bacilli  on  protein-free  nutrient  and  thus  produce 
a  protein-free  tuberculin,  which  would  in  tuberculous  patients 
produce  a  positive  reaction;  the  active  principle  of  such  tuberculin 
was  a  polypeptid  and  polypeptids  did  not  produce  anaphylaxis. 
The  symptoms  which  were  produced  by  tuberculin  treatment  of  a 
tuberculous  patient  were  not  identical  with  those  seen  in  other  forms 
of  anaphylaxis.  There  was  also  evidence  that  tuberculin  hyper- 
sensitiveness  could  not  be  transmitted  from  one  animal  to  another 
in  a  passive  manner  as  in  other  forms  of  anaphylaxis,  a  fact  demon- 
strated in  human  beings,  for  infants  born  of  tuberculous  parents  did 
not  give  a  tuberculin  reaction  unless  they  were  infected.  There 
were  also  differences  in  systemic  and  local  reaction  to  tuberculin  and 
in  that  seen  in  anaphylaxis  to  serum.  The  systemic  reaction  did  not 
develop  as  readily  as  in  that  of  other  forms  of  anaphylaxis,  and  skin 
rashes,  while  a  rarity  in  the  former,  were  seldom  absent  in  the  latter. 
Locally,  in  a  tuberculin  reaction,  one  could  often  differentiate  a 
papule  and  a  surrounding  areola;  in  a  serum  local  reaction  there  was 
no  such  differentiation  as  a  rule.  In  the  latter  the  greatest  inflam- 
mation was  at  the  periphery.  In  the  tuberculin  reaction  the 
maximum  of  inflammatory  reaction  was  always  at  the  center.  In 
serum  local  reactions  there  is  sometimes  an  increased  antibody 
formation  and  a  renewal  of  redness  on  the  periphery  first.  This 
phenomenon  was  never  observed  in  tuberculin  reactions.  The  incu- 
bation period  in  serum  anaphylaxis  was  never  absent,  but  if  repeated 
tuberculin  injection  were  made  the  local  hypersensitiveness  was  in- 
creased without  any  incubation  period.  Catanaphylaxis  could  never 
be  produced  in  tuberculosis  hypersensitiveness  but  it  could  be  in- 
duced in  serum  anaphylaxis.  Histological  studies  of  local  tuberculin 
reaction  showed  its  great  resemblance  to  tuberculous  tissue,  and  the 
specific  histologic  character  of  the  local  reaction  could  not  be 
produced  in  a  person  free  of  tuberculosis.  There  was  sometimes 
a  pseudoreaction  caused  by  the  glycerine  bouillon  used  in  the 
preparation  of  the  tuberculin  which  was  not  specific  and  showed 
an  uncharacteristic  inflammation.  From  the  evidence  presented  one 
must  conclude  that  repeated  injections  of  tuberculin  could  not  pro- 
duce a  hypersensitiveness  to  tuberculin  in  an  individual  who  was  not 
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tuberculous;  and  conversely  that  a  positive  tuberculous  reaction 
signified  the  presence  of  a  tuberculous  focus  in  the  body. 

Dr.  Reuben  related  in  detail  the  histories  of  three  infants  of  tuber- 
culous mothers  in  whom  the  von  Pirquet  test  was  applied  at  frequent 
intervals.  He  had  also  observed,  from  1909  to  191 6,  twenty-three 
infants  who  gave  a  positive  tuberculin  reaction.  The  youngest  of 
these  was  an  infant  twelve  weeks  old  -with  a  cervical  adenitis;  this 
was  now  over  two  years  old  and  in  perfect  health.  They  had  been 
in  the  habit  during  the  past  few  years  of  performing  a  von  Pirquet 
reaction  in  every  child  who  had  a  febrile  reaction  without  definite 
cause,  and  to  their  surprise  they  found  that  seven  of  forty-nine  in- 
fants thus  tested  gave  a  positive  reaction.  Four  of  these  cases  they 
had  been  unable  to  follow  up,  but  the  other  three  later  manifested 
the  clinical  features  of  tuberculosis.  It  was  apparent  that  many 
cases  of  so-called  influenza  in  infants  were  really  cases  of  febrile 
reaction  due  to  tuberculous  infection,  and  accounted  for  the  pro- 
longed convalescence  in  some  of  these  cases.  One  point  of  great 
importance  in  the  differentiation  of  these  two  conditions  was  the 
absence  of  catarrhal  symptoms  in  tuberculous  infection.  The  fever 
which  was  the  first  symptom  of  tuberculous  infection  in  infants  was 
usually  low  and  more  or  less  continuous  with  exacerbations  of  high 
fever  which  was  remittent;  in  cases  that  got  well  this  fever  lasted 
from  twelve  to  twenty  weeks.  The  tuberculin  reaction  in  these 
cases  usually  became  positive  at  the  onset  of  the  fever  or  within 
a  few  days  after.  At  the  onset  no  physical  signs  were  present,  but  in 
a  few  weeks  signs  developed  in  the  chest.  The  prognosis  of  tuber- 
culosis in  infancy  was  more  favorable  than  was  formerly  supposed; 
30  to  35  per  cent,  of  these  infants  survived  the  infection.  It  might 
be  concluded  that  pathological  lesions  even  in  infancy  might  be  local- 
ized and  completely  healed.  A  study  of  the  weight  of  nine  tubercu- 
lous infants,  before  the  onset  of  the  febrile  reaction  and  before  the 
appearance  of  a  positive  tuberculin  reaction  showed  that  they 
corresponded  very  closely  with  the  average  weight  of  nine  healthy 
infants  not  so  infected.  Predisposition  seemed  to  play  no  part  in  the 
development  of  children  of  tuberculous  parents  before  infection,  but 
these  infants  were  more  likely  to  be  infected  because  of  their  prox- 
imitv  to  the  source  of  infection. 


DISCUSSION. 

Dr.  Maurice  Fishberg  said  that  Dr.  Heiman's  paper  on  the 
tuberculin  reaction  interested  him  immensely.  He  would  like  to  add 
that  a  distinction  is  always  to  be  made  between  infection  with  tubercle 
bacilli  and  disease  due  to  the  same  virus.  Now,  there  is  hardly  one 
who  has  escaped  infection  while  comparatively  few  are  affected  with 
tuberculosis.  All  infected  persons  react  to  tuberculin.  Moreover, 
the  specificity  of  tuberculin  has  not  been  proved  conclusively  to  the 
satisfaction  of  all  entitled  to  an  opinion.  Indeed,  tuberculin  is  not 
the  only  substance  producing  a  reaction  in  a  person  infected  with 
tuberculosis.     Any  foreign  albumin  inoculated  into  the  skin  of  a 
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person  harboring  tubercle  bacilli  produces  a  reaction  undistinguishable 
from  the  cutaneous  tuberculin  reaction;  other  toxins,  especially  those 
of  diphtheria,  dysentery,  cholera,  etc.,  gives  skin  reactions  exactly 
like  that  of  von  Pirquet.  The  fact  that  the  von  Pirquet  reaction  is 
negative  during  the  terminal  stages  of  tuberculosis  and  also  in 
tuberculous  meningitis,  whooping-cough  and  diphtheria  militates 
against  its  utiHty  as  a  diagnostic  agent  in  children  when  it  may  be 
most  needed. 

Tuberculin  is  not  a  simple  definite  substance,  but  a  mixture  of 
the  toxins  of  the  tubercle  bacilli  and  glycerine,  salts,  extractives, 
etc.,  contained  in  the  medium  in  which  the  tubercle  bacilli  were 
grown.  These  substances,  without  the  tuberculous  toxins,  produce 
the  same  reaction  on  the  skin  as  tuberculin. 

Dr.  Fishberg  was  very  happy  to  see  that  Dr.  Reuben  has  followed 
infants  reacting  to  tuberculin  during  the  first  few  months  of  their 
lives  for  several  years,  and  found  them  thriving.  He  has  reported 
similar  cases  some  two  years  ago  in  the  Archives  of  Pediatrics.  This 
proves  conclusively  that  the  opinion  of  some  pediatrists  to  the  effect 
that  an  infant  under  one  year  infected  with  tubercle  bacilli  invariably 
perishes,  is  not  well  founded.  He  again  wanted  to  emphasize  that  a 
sharp  distinction  must  be  made  between  infection  and  disease. 

Dr.  Abraham  L.  Goodman  saw  a  great  many  children  during  the 
course  of  a  year  and  had  been  struck  by  the  large  percentage  that 
were  infected  by  tuberculosis.  Many  of  these  infections  were  not 
recognized  unless  the  child  showed  marked  physical  signs  of  the 
disease.  At  the  German  Hospital  for  the  past  four  years  they  had 
been  making  it  a  practice  to  take  an  x-ray  of  the  chest  whether  the 
child  showed  pulmonary  involvement  or  not.  They  had  found  a 
large  number  of  children  suffering  from  enlarged  mediastinal  and 
peribronchial  glands  and  they  placed  a  great  deal  more  stress  on  the 
finding  of  enlarged  mediastinal  glands  as  an  indication  of  tuberculous 
infection  than  on  other  signs.  Of  the  physical  signs  they  had  found 
the  signs  in  Despigne's  triangle  of  most  importance.  These  were 
the  earliest  recognizable  signs  of  tuberculosis  in  infancy.  Fever  of 
indefinite  origin  was  in  most  cases  due  to  tuberculous  infection. 
They  had  been  .x-raying  these  cases  for  three  or  four  years  and  made 
the  diagnosis  in  the  early  life  by  exclusion,  and  by  the  changes  in  the 
temperature  chart.  In  the  treatment  of  early  tuberculous  infection 
in  the  mesenteric  mediastinal  or  peribronchial  glands,  or  anywhere 
inside  of  the  body,  as  in  the  neck,  they  had  been  successful  with 
guiacol  and  arsenic  in  addition   to   the  usual  hygienic  measures 

Dr.  L.  E.  La  Fetra  agreed  with  what  had  been  said  in  reference 
to  the  relative  infrequency  of  the  von  Pirquet  reaction  in  very  young 
infants  and  that  not  many  very  young  infants  had  active  tuberculous 
disease.  In  many  cases,  especially  in  older  children,  it  was  doubtful 
whether  the  lung  signs  were  due  to  tuberculosis  or  to  bronchopneu- 
monia when  a  positive  tuberculin  reaction  was  obtained.  Fre- 
quently patients  surprised  one  by  getting  well  and  then  one  could 
not  be  certain  whether  they  had  had  tuberculosis  or  simple  broncho- 
pneumonia.    In  some  of  these   cases  the  .r-ray  was  of  very  great 
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assistance,  but  very  often  it  did  not  give  much  information.  The 
general  attitude  toward  tuberculosis  in  childhood  should  be  very- 
much  more  hopeful  than  formerly,  and  the  finding  of  a  positive  von 
Pirquet  reaction  should  not  be  regarded  as  diagnostic  unless  one 
found  physical  signs  or  x-ray  evidence  of  active  lesions. 

Dr.  F.  L.  Wachenheim  said  that  if  there  were  enlarged  glands  in 
the  neck,  as  shown  by  Despine's  sign  and  the  a;-ray,  they  were  not 
significant  of  tuberculosis  in  the  presence  of  a  negative  von  Pirquet 
reaction.  In  their  clinic  they  were  not  obtaining  the  large  number  of 
von  Pirquet  reactions  that  some  others  were  getting;  they  were  only 
getting  positive  von  Pirquet  reactions  in  lo  or  15  per  cent.  Again 
one  might  get  the  von  Pirquet  reaction  in  cases  that  were  latent  or 
cured.  Active  pulmonary  tuberculosis  usually  began  at  from  fifteen 
to  twenty-five  years  of  age  and  children  of  school  age  usually  showed 
no  signs  of  this  type  of  tuberculosis.  Of  course,  they  had  no  guar- 
antee that  these  cases,  showing  no  physical  signs  of  the  disease  and 
yet  giving  a  positive  von  Pirquet  reaction,  were  well.  They  should 
be  very  closely  watched.  It  was  a  pity  that  institutions  did  not  take 
children  giving  a  positive  von  Pirquet  reaction,  even  if  they  did  not 
show  signs  of  active  tuberculosis,  since  they  ought  to  be  observed  and 
given  a  chance  to  overcome  the  infection. 

Dr.  Henry  Heiman,  in  answer  to  Dr.  Fishberg's  remarks  as  to  the 
possibility  of  confusing  the  von  Pirquet  reaction  with  a  reaction  due 
to  proteins,  there  was  no  occasion  for  such  a  mistake,  as  the  protein 
reaction  disappeared  in  a  short  time  while  a  genuine  von  Pirquet 
reaction  remained  for  weeks.  The  von  Pirquet  differed  from  the 
Schick  test  in  that  a  Schick  reaction  meant  that  the  individual  react- 
ing positively  had  no  natural  antitoxin,  while  if  he  did  not  react,  it 
meant  that  he  did  not  require  antitoxin  and  was  not  susceptible  to 
diphtheria. 

In  reference  to  the  diagnostic  value  of  the  tuberculin  test,  Dr. 
Heiman  would  not  dream  of  making  a  positive  diagnosis  of  tubercu- 
losis of  the  lungs  merely  from  a  positive  von  Pirquet  reaction.  One 
can  make  a  positive  diagnosis  of  tuberculosis  of  the  lungs  only  when 
the  tubercle  bacilli  are  found  in  the  sputum,  or  when  there  is  a  posi- 
tive von  Pirquet  reaction,  plus  corroborative  evidence  furnished  by 
the  a;-ray.  One  can  no  more  make  a  positive  diagnosis  of  tubercu- 
losis of  the  lungs  merely  by  the  von  Pirquet  reaction  than  a  diagnosis 
of  malaria  without  finding  the  plasmodium,  or  a  diagnosis  of  hook- 
worm without  finding  the  parasite. 

Frequently  those  using  tuberculin  to  make  the  von  Pirquet  tests, 
diluted  it.  When  the  tuberculin  was  diluted  it  decomposed  very 
rapidly,  but  this  did  not  happen  if  it  remained  undiluted.  In  full 
strength,  tuberculin  keeps  for  a  long  time. 

With  the  von  Pirquet  test  a  negative  reaction  was  of  great  value, 
just  the  opposite  of  what  was  true  concerning  the  Wassermann  test, 
in  which  a  negative  reaction  meant  nothing.  A  negative  von  Pir- 
quet reaction  signified  that  the  individual  failing  to  react  had  no 
tuberculosis,  unless,  as  mentioned,  he  was  in  the  terminal  stages  of 
tuberculous  meningitis  or  general  miliary  tuberculosis. 
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As  to  the  more  favorable  results  in  the  last  few  years  in  infants 
and  young  children  reacting  positively  to  the  von  Pirquet  test,  it 
must  be  remembered  that  we  have  made  considerable  advances  in 
the  treatment  of  tuberculosis  recently,  especially  as  regards  fresh 
air,  change  of  environment  and  proper  diet. 

Dr.  Mark  S.  Reuben  was  sorry  he  had  to  disagree  with  Dr.  Fish- 
berg.  The  von  Pirquet  reaction  was  not  an  anaphylactic  reaction; 
tuberculin  could  be  produced  in  the  form  of  a  polypeptid;  such  tuber- 
culin would  produce  a  positive  reaction  in  a  tuberculous  patient,  thus 
proving  that  the  tuberculin  reaction  was  not  an  anaphylactic 
reaction,  for  polypeptids  did  not  act  as  anaphylactic  antigens.  There 
was  not  a  single  authentic  case  on  record  in  which  a  positive  reaction 
was  obtained,  which  did  not  show  a  tuberculous  focus  at  autopsy. 
In  cases  in  which  there  was  no  macroscopical  or  microscopical  lesion 
demonstrable,  injection  of  emulsion  of  cervical,  bronchial  and  mesen- 
teric glands  into  guinea-pigs,  invariably  produced  tuberculosis.  In 
repeating  a  von  Pirquet  reaction  one  always  obtained  a  positive 
reaction  if  the  first  was  positive,  thus  anti-  or  catanaphylaxis  could 
not  be  produced;  in  other  reactions  it  was  the  usual  occurrence.  In 
the  tuberculin  reaction  an  incubation  period  was  not  noted;  in  all 
other  reactions  it  could  not  be  annihilated  even  if  repeated  any  num- 
ber of  times.  The  tuberculin  reaction  had  a  papule  and  an  areola; 
in  other  reactions,  usually  no  such  distinctions  could  be  made,  and 
the  greatest  inflammation  was  at  the  periphery.  The  inflammation 
in  local  anaphylactic  reactions  when  repeated  was  always  greatest  at 
the  periphery,  this  was  never  so  in  tuberculin  reactions.  Dr.  Fish- 
berg  stated  that  glycerine  bouillon  produced  the  same  kind  of  reac- 
tion as  tuberculin.  Hamburger  proved  that  the  pseudoreaction 
sometimes  obtained  in  the  nontuberculous  patients  was  due  to  the 
irritant  action  of  the  glycerine  bouillon  contained  in  the  tuberculin 
and  that  it  had  nothing  in  common  with  a  true  tuberculin  reaction. 

Moreover,  histological  studies  of  a  local  tuberculin  reaction 
showed  that  it  was  composed  of  cells  similar  to  those  found  in  tuber- 
culous tissue,  whereas  all  other  reactions  showed  signs  of  simple  in- 
flammation. Dr.  Reuben  said  he  thought  from  the  evidence  added 
the  tuberculin  reaction  was  an  entirely  specific  reaction. 

PROGRESS   in    the   TREATMENT    OF    SKIN-  DISEASES. 

Dr.  George  M.  MacKee  said  that  it  was  not  tenable  to-day  to 
consider  dermatology  as  consisting  of  diseases  which  were  limited  to 
the  skin  and  which  should  be  treated  by  chemical  and  physical 
agents  externally  applied.  Probably  the  most  promising  evidence  of 
progress  in  dermatology  was  in  the  recognition  that  most  of  the  der- 
matoses were  intimately  related  to  internal  medicine,  that  the  genesis 
was  only  occasionally  in  the  skin,  and  that  the  pathology  was  by 
no  means  limited  to  the  integument.  They  could  never  hope  to  treat 
skin  diseases  intelligently  and  successfully  until  they  possessed  a 
reliable  knowledge  regarding  their  etiology,  and  hence  the  enormous 
amount  of  research  work  conducted  by  McBride  and  Schorer,  Rose- 
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now,  and  many  others  in  an  attempt  to  associate  the  causative  fac- 
tors with  the  internal  secretions,  with  gastrointestinal  disturbances, 
focal  infections,  pathological  or  physiological  disturbances  in  the 
important  viscera,  anaphylaxis,  etc.,  must  be  considered  as  bearing 
directly  upon  the  therapeutics  of  cutaneous  medicine.  Many  of  the 
dermatoses  were  known  to  be  but  external  manifestations  of  internal 
disturbances.  The  etiology  of  such  diseases  as  psoriasis,  mycosis 
fungoides,  leukemia  cutis,  eczema,  erythema  multiforme,  etc.,  had 
not  been  mastered  as  had  that  of  syphilis,  and  hence  the  treatment  of 
such  infections  was  more  or  less  empirical.  Progress  in  specific  ther- 
apy had  not  been  particularly  noteworthy  during  the  last  year  or 
two.  Vaccine  therapy,  especially  in  relation  to  ringworm  of  the 
scalp,  deserved  some  consideration.  Strickler  of  Philadelphia  had 
reported  a  series  of  cases  that  he  successfully  treated  with  vaccine 
therapy,  and  Sharpe,  working  in  Dr.  Fordyce's  clinic,  had  a  large 
number  of  little  patients  under  treatment  in  the  attempt  to  confirm 
Strickler's  observations.  He  was  using  a  polyvalent  stock  vaccine 
made  from  cultures  obtained  from  numerous  cases  of  large  and  small 
spored  infections.  Since  the  work  had  been  in  progress  for  only  a 
few  months  and  it  took  six  to  eight  months  to  effect  a  cure,  it  was  too 
soon  to  form  an  opinion,  but  the  results  thus  far  were  very  encour- 
aging. If  this  work  was  successful  it  would  be  of  the  utmost  impor- 
tance to  the  individual  and  to  the  State,  since  the  method  could  be 
used  by  every  physician  because  the  stock  vaccines  would  be  pre- 
pared by  large  pharmaceutical  houses.  Engman's  success  with 
vaccines  in  acne  vulgaris  had  not  been  duplicated  in  other  cities,  but 
Engman  himself  was  as  enthusiastic  as  ever  and  it  was  possible  that 
environment  might  have  something  to  do  with  the  failures  in  other 
centers.  In  New  York  the  acne  bacillus  vaccine  seemed  to  be  of 
very  little  value.  In  pustular  acne,  however,  polyvalent  stock  mix- 
tures of  the  staphylococcus  were  of  distinct  value  if  properly  used,  and 
combined  with  other  therapeutic  measures.  Polyvalent  staphylo- 
coccus stock  vaccine  appeared  to  be  the  best  treatment  for  furuncu- 
losis.  Tuberculin  therapy  appeared  to  be  specific  for  benign  tuber- 
culous conditions  seen  on  the  legs  of  young  girls  and  known  as  Bazin's 
disease  or  ervthema  induratum.  It  was  somewhat  efiicacious  in  some 
instances  of  lupus  vulgaris,  but  was  of  no  service  in  lupus  erythemato- 
sus. The  Kromayer  lamp  probably  offered  the  best  means  of  applying 
the  actinic  rays  to  the  treatment  of  dermatoses,  and  brilliant  results 
had  been  reported  in  psoriasis,  alopecia,  the  cutaneous  tuberculoses, 
lupus  erythematosus,  navus  vulgaris,  etc.  At  Dr.  Fordyce's  clinic 
they  had  found  the  actinic  rays  from  the  lamp  to  be  very  efl&cacious 
in  many  cases  of  acne  vulgaris.  They  had  also  found  it  to  be  of  dis- 
tinct benefit  in  certain  types  of  psoriasis,  eczema,  and  lichen  planus. 
In  the  more  serious  and  obstinate  diseases,  such  as  lupus  and  nevi, 
where  the  ultra-violet  rays  alone  were  indicated  they  had  not  attained 
the  same  degree  of  success  that  was  associated  with  the  efforts  of  their 
colleagues.  Very  distinct  advances  had  been  made  in  the  treatment 
of  dermatoses  with  the  .r-ray  but  there  was  nothing  essentially  new  in 
the  methods,  as  they  had  been  in  vogue  in  England  and  on  the  Con- 
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tinent  for  some  time.  The  modern  technic  in  experienced  hands 
was  accompanied  by  a  high  degree  of  safety.  There  was  a  very 
undecided  misunderstanding  relative  to  the  comparative  value  of 
radium  and  the  a;-ray.  It  should  be  remembered  that  there  were  rays 
emitted  from  radium  that  had  varying  characteristics  which  was  also 
true  of  the  rays  emitted  from  the  x-ray  tube.  The  Gamma  rays  of 
radium  were  of  all  degrees  of  penetration.  Some  would  pass  through 
almost  anything  if  afforded  sufficient  time.  Then  there  were 
Gamma  rays  that  possessed  very  little  penetrating  power.  The  rays 
emitted  from  an  x-ray  tube  were  analogous  to  the  Gamma  rays  of 
radium,  but  there  was  a  greater  degree  of  latitude  in  the  penetra- 
bility of  the  Gamma  rays  of  radium.  In  addition,  in  the  case  of 
radium  it  was  possible  to  utilize  the  very  marked  therapeutic  effect 
of  the  Beta  rays.  There  were  some  dermatological  conditions  which 
responded  more  readily  to  the  Gamma  rays  of  low  penetration  and  to 
the  Beta  rays  than  to  the  more  penetrating  rays  of  the  x-ray  tube. 
It  was  this  difference  that  accounted  for  the  superior  efficiency  of 
radium  as  compared  with  the  x-ray  in  certain  dermatoses.  Radium 
had  produced  very  superior  results  in  the  treatment  of  deep-seated 
vascular  navi,  but  it  was  not  so  efficacious  in  the  port-wine  mark.  In 
accessible  regions  radium  could  be  used  to  advantage,  but  where 
extensive  surfaces  were  to  be  treated  the  x-ray  was  indicated.  In 
conclusion  it  might  be  said  that  so  far  as  the  present  and  future  real 
progress  in  the  treatment  of  diseases  falling  under  the  heading  of 
dermatology  was  concerned,  they  must  depend  upon  the  combined 
efforts  of  the  dermatologist  and  the  internist  with  the  collaboration 
of  the  physiological  chemist,  the  bacteriologist  and  the  pathologist. 

PROGRESS  IN  PEDIATRIC  SURGERY  OF  THE  BRAIN. 

Dr.  William  Sharp  read  this  paper.  He  wished  to  speak  regard- 
ing conditions  of  cerebral  spastic  paralysis.  There  were  four  chief 
neurological  surgical  conditions  found  in  children:  (i)  cerebral 
tumors  and  cysts;  (2)  hydrocephalus  and  spina  bifida;  (3)  brachial 
birth  paralysis  due  to  an  injury  to  the  brachial  plexus  during  a  diffi- 
cult labor  and  (4)  cerebral  spastic  paralyses  due  to  one  of  three  main 
causes.  The  first  was  a  lack  of  development  of  the  cerebral  cortex  or 
its  pyramidal  tracts,  a  condition  found  in  children  who  were  badly 
nourished  and  usually  found  in  premature  babies  and  for  which  little 
if  anything  could  be  done.  The  second  was  a  meningoencephalitis 
following  an  infection,  usually  scarlet  fever,  measles,  etc.  The  third 
cause  was  a  cerebral  spastic  paralysis  due  to  hemorrhage,  and  espe- 
cially of  intracranial  hemorrhage  occurring  at  birth.  It  had  always 
been  believed  that  such  hemorrhage  caused  a  destruction  of  brain 
tissue  and  naturally  where  there  was  destruction  of  cortical  nerve 
tissue,  there  could  be  no  regeneration;  consequently  it  was  generally 
believed  that  nothing  could  be  done  to  improve  this  condition. 
Many  attempts,  however,  had  been  made  to  effect  improvement  at 
different  times;  some  twenty-five  years  ago  operative  attempts  were 
made,  but  the  osteoplastic  bone  flaps  were  not  permanently  removed 
13 
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SO  that  there  had  been  no  permanent  decompression  performed.  At 
this  time  no  attempts  had  been  made  to  distinguish  between  cases 
due  to  the  three  different  causes  of  this  condition  and  consequent!}' 
the  results  were  very  disappointing  as  many  cases  were  operated 
upon  which  could  not  possibly  be  helped  by  any  operation.  Of  a 
series  of  twenty-four  cases  operated  upon  twenty-two  years  ago, 
fourteen  died  within  six  hours  after;  only  one  case  showed  any 
improvement.  No  selection  of  cases  was  made  regarding  the 
presence  or  absence  of  intracranial  pressure  so  that  it  was  no  wonder 
that  the  operation  was  discredited  and  had  remained  so  until  the 
present  time.  Since  that  time,  these  cerebral  spastic  paralyses  had 
been  operated  upon  by  various  methods  in  order  to  lessen  the  spas- 
ticity and  relieve  contractures.  These  peripheral  methods  had 
resulted  in  only  temporary  improvement  because  they  did  not  get  at 
the  site  and  the  cause  of  the  condition  on  the  brain.  Regarding  his 
first  case  he  said  he  was  called  in  June,  1913,  to  see  a  child  who  was  in 
status  epilepticus  (300  convulsions  during  the  preceding  four  days) 
and  who  had  a  condition  of  left  spastic  hemiplegia.  A  choked  disc 
was  present  owing  probably  as  he  then  thought  to  the  convulsions. 
A  right  subtemporal  decompression  was  performed  on  this  child  to 
relieve  this  pressure  and  not  only  did  the  child  make  a  recovery,  but 
there  was  a  lessened  spasticity  so  that  the  child  could  walk  with  his 
left  heel  on  the  ground,  and  he  began  to  use  his  left  hand  and  arm  for 
the  first  time  in  his  life.  It  then  occurred  to  him  that  some  of  the 
cases  of  cerebral  spastic  paralysis  might  show  signs  of  mild  intra- 
cranial pressure  and  that  it  was  most  important  thus  to  be  able  to 
distinguish  those  cases  from  the  ones  that  might  be  accounted  for  by 
other  conditions  such  as  lack  of  development  and  meningoencephal- 
itis. He  examined  carefully  these  cases  with  the  ophthalmoscope 
and  also  measured  the  pressure  of  the  cerebrospinal  fluid  by  lumbar 
puncture;  when  he  found  an  increased  intracranial  pressure  he 
advised  a  subtemporal  decompression.  Up  to  January,  1916,  he 
had  examined  832  cases  and  had  advised  a  cranial  decompression  in 
209;  these  cases  showed  an  increased  intracranial  pressure  denoting  a 
hemorrhage.  He  had  operated  upon  195  cases  and  had  fourteen 
deaths.  Of  these  deaths  seven  were  extreme  diplegias  with  marked 
malnutrition  having  difficulty  in  swallowing;  two  occurred  from  pneu- 
monia, two  from  shock,  two  from  infection,  and  one  from  an  enlarged 
thymus  with  a  supracortical  hemorrhage  as  displayed  at  the  autopsy. 
Permission  for  autopsy  was  obtained  before  operation.  In  this  way 
the  diagnosis  was  checked  up.  All  of  the  cases  had  improved,  both 
mentally  and  physically,  with  the  exception  of  eight  patients  who  had 
shown  little  or  no  improvement  at  all.  The  hemorrhage  was  usually 
found  lying  upon  the  cortex  and  extending  down  to  the  site  of  the 
operation  in  the  more  severe  cases;  these  hemorrhagic  cysts  were 
visible  at  the  operation  in  eighty-six  cases.  In  only  seven  cases  was  it 
subcortical,  thereby  causing  a  primary  destruction  of  nerve  tissue.  In 
the  other  cases  the  effect  of  the  high  intracranial  pressure  from  the 
hemorrhage  upon  the  cortex  was  the  cause  of  the  spasticity.  All  of 
the  cases  which  were  caused  by  hemorrhage  gradually  became  men- 
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tally  impaired  due  to  the  increase  of  the  intracranial  pressure.  It 
might  be  said  that  on  the  average,  one  in  four  of  these  S3  2  cases 
showed  signs  of  increased  intracranial  pressure  making  an  operation 
advisable.  In  this  series  of  209  cases  due  to  intracranial  hemorrhage 
aU  were  first  children  except  sixteen,  and  all  were  full-term  children 
except  five;  only  thirty- three  did  not  have  convulsions  within  one 
week  after  birth;  the  spasticity  was  not  observed  as  a  rule  until 
about  the  eighth  month;  the  condition  of  these  children  was  not 
recognized  and  no  attempt  was  made  to  alleviate  the  spasticity 
because  it  was  not  observed  until  they  were  eight  or  nine  months  of 
age.  All  the  children  in  this  series  showed  definite  signs  of  an  in- 
creased intracranial  pressure  by  the  blurring  of  the  nasal  margin  or 
halves  of  the  optic  discs  and  the  cerebrospinal  fluid  was  under  high 
pressure  as  measured  by  lumbar  puncture.  A  Wassermann  test  of 
both  the  fluid  and  cerebrospinal  fluid  was  made  in  all  cases  with  no 
exception.  Moving  pictures  of  the  patient's  gait  and  contractures 
were  taken  before  and  at  regular  intervals  after  operation.  Simon- 
Binet  tests  of  the  mentality  were  also  similarly  made  before  and  after 
the  operation.  The  operation  performed  consisted  in  a  subtem- 
poral decompression;  the  bone  was  removed  leaving  a  permanent 
decompression.  The  dura  was  always  opened  and  left  open.  The 
operation  usually  required  less  than  forty  minutes,  and  could  be  done 
with  absolute  hemostasis,  a  feature  that  was  very  essential  in  children 
of  this  age.  Any  rapid  loss  of  blood  caused  great  shock.  It  was 
also  essential  to  prevent  a  large  loss  of  the  spinal  fluid,  as  a  high  rise 
in  temperature  due  to  a  circulatory  disturbance  of  the  basal  ganglia 
might  result.  In  some  instances  the  temperature  might  rise  to  106° 
or  107°  F,  In  such  instances  Dr.  William  Giles  had  learned  that  the 
head  should  be  lowered  to  a  marked  degree,  the  child  being  almost 
stood  upon  his  head.  In  this  posture  the  temperature  would  come 
down  very  rapidly  since  gravity  helped  to  equalize  the  intracranial 
pressure.  This  rise  in  temperature  and  its  rapid  fall  following  the 
lowering  of  the  head  showed  that  the  high  temperature  was  due  to 
a  loss  of  spinal  fluid.  Regarding  the  anesthesia.  Dr.  Charles  Hunt 
had  used  a  special  method  consisting  of  heated  oxygen  and  ether 
which  was  very  successful. 

The  after-treatment  was  the  same  as  the  preoperative  treatment; 
all  the  cases  had  been  given  the  routine  hospital  treatment  for  spas- 
tic paralysis,  massage,  active  and  passive  exercises,  braces,  etc.  The 
effect  of  the  operation  upon  the  mentality  of  the  child  was  observed 
by  the  Simon-Binet  tests;  some  of  these  children  improved  imme- 
diately after  operation,  both  physically  and  mentally,  and  began  to 
notice  things  and  to  take  an  interest  in  their  surroundings  within  a 
few  days  following  the  operation.  Of  eighty- two  children  who  had 
convulsions  before  the  operation,  thirty-six  were  not  having  them 
now,  and  in  many  of  the  others  the  convulsions  were  less  frequent 
and  less  violent.  The  prognosis  was  always  bad  in  cases  of  convul- 
sions where  the  children  had  had  them  for  any  length  of  time. 

In  conclusion  Dr.  Sharp  stated  that  most  of  these  children  were 
practically  derelicts  at  the  time  they  were  operated  upon,  but  if  a 
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diagnosis  had  been  made  early  and  shortly  after  birth,  and  an  opera- 
tion had  been  performed,  normal  children  might  have  resulted. 
Three  of  his  cases  were  operated  upon  on  the  second  day  and  two  on 
the  third  day  after  birth,  and  normal  children  were  obtained.  The 
older  the  child,  the  less  improvement  could  be  expected.  The  oldest 
patient  was  twenty-one  years  of  age,  and  he  had  improved  less  than  the 
younger  patients,  the  average  age  being  five  years.  Dr.  Sharp  said 
he  did  not  advocate  this  procedure  as  a  cure  in  the  older  children,  but 
it  did  offer  an  opportunity  of  giving  these  children  who  were  other- 
wise hopeless  a  chance  of  improvement.  The  earlier  the  diagnosis 
and  operation  in  these  selected  cases,  the  more  normal  the  child. 

DISCUSSION. 

Dr.  BR.A.INERD  H.  Whitbeck  said  the  work  of  Dr.  Sharpe  was  of 
the  greatest  importance  to  the  pediatrician  and  also  to  the  orthopedic 
surgeon.  They  had  previously  been  doing  tenotomies,  fasciotomies 
and  cutting  the  posterior  nerve  roots,  none  of  which  had  been 
followed  with  any  great  degree  of  success  and  hygienic  recurrences. 
The  operation  which  Dr.  Sharpe  was  doing  offered  very  much  more 
hope.  Dr.  Sharpe  has  emphasized  the  importance  of  determining 
whether  there  is  intracranial  pressure  by  examination  of  the  eye 
ground  and  in  cases  in  which  there  seemed  to  be  such  pressure  he 
checked  it  up  by  lumbar  puncture.  In  some  of  the  cases  in  which  Dr. 
Sharpe  had  operated  there  were  no  longer  any  convulsions  and  the 
walk  was  progressively  improving,  and  in  some  of  the  cases  in  which 
there  was  only  moderate  mental  impairment,  improvement  in  the 
mental  condition  had  been  observed.  This  improvement  was 
checked  up  by  taking  moving  pictures  of  the  children  walking  and  by 
the  application  of  the  Simon-Binet  test  to  determine  their  mental 
progress.  Another  important  point  was  with  reference  to  the  bone 
flap.  Formerly  the  bone  flap  was  not  removed  and  the  children  were 
not  improved  on  that  account,  as  the  intercranial  pressure  was  not 
reHeved.  Dr.  Sharpe  has  frequently  found  it  necessary  to  remove  a 
flap  from  the  opposite  side  at  a  second  operation  in  order  to  entirely 
relieve  the  intercranial  pressure. 

Dr.  Whitbeck  recalled  an  instance  occurring  in  a  child  in  which 
scarlet  fever  was  ushered  in  by  convulsions  and  the  convulsions 
continued  afterward  with  a  right  hemiplegia.  In  this  case  the 
bone  flap  was  returned  and  the  symptoms  also  returned.  The  child 
had  the  hemiplegic  gait,  drop-foot,  convulsions,  etc.  Eighteen 
months  later  a  second  operation  was  performed  and  this  time  the  bone 
flap  was  left  out.  A  brace  was  later  applied  to  the  foot  to  prevent 
drop-foot.  The  convulsions  gradually  ceased,  both  the  grand  mal 
and  the  petit  mal,  the  gait  became  normal,  and  the  child  improved 
mentally,  and  was  now  practically  normal.  Of  course  most  of  these 
children  might  never  be  cured  but  their  condition  might  be  greatly 
improved  by  relieving  the  intracranial  pressure.  In  all  cases  the 
drop-foot  of  hemiplegics  and  spastics  might  be  relieved  by  applying 
braces.     In  cases  of  spina  bifida,  in  which  all  improvement  which 
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could  be  expected  by  operation  had  been  obtained,  an  astragelectomy 
and  a  backward  displacement  of  the  feet  should  be  done  in  order  to 
make  it  possible  for  the  child  to  walk. 

Dr.  Jose  A.  Diaz  of  Porto  Rico  at  the  request  of  the  President, 
spoke  of 

UNCINARIASIS. 

Before  the  occupation  of  Porto  Rico  by  the  American  Army  the 
population  of  Porto  Rico  suffered  greatly  from  anemia,  which  was 
supposed  to  be  due  to  lack  of  good  food,  and  the  cause  of  their  ap- 
parent laziness.  Shortly  after  the  American  occupation  it  was 
discovered  that  the  anemia  from  which  the  people  were  suffering  was 
secondary  to  uncinariasis. 

The  people  lived  in  a  very  primitive  way  and  wore  no  shoes  in  the 
fields.  The  houses  in  the  rural  districts  did  not  have  cesspools; 
their  fecal  matters  were  discharged  on  the  ground  and  the  soil 
became  so  fouled  that  almost  everyone  got  the  infection.  This  easily 
occurred  as  the  embryos  entered  the  bare  foot  making  their  way 
through  the  skin  to  the  lymphatics,  blood-vessels  and  intestines, 
where  they  located,  lived,  and  multiplied.  Sometimes  the  infection 
took  place  through  neglect  to  wash  the  hands  and  carrying  the  food  to 
the  mouth  with  soiled  hands. 

The  following  treatment  was  found  efficient.  Twenty  grams  of  sul- 
phate of  soda  were  given  at  bedtime;  on  the  following  morning  at  six 
o'clock,  they  gave  four  capsules  of  from  ^^  to  3^  gram  of  thymol 
and  at  eight  o'clock  four  more;  at  ten  o'clock  they  gave  20  grams  of 
sulphate  of  soda.  The  diet  during  the  day  should  be  fluid,  avoiding 
wines,  alcoholic  drinks  and  oils.  On  the  following  day  the  patient 
could  take  any  kind  of  food.  This  course  of  treatment  was  repeated 
every  week  until  the  patient  was  free  from  uncinaria.  They  gave 
written  instructions  with  the  treatment  as  follows:  "Build  yourself 
a  privy,  and  do  not  evacuate  your  bowels  in  the  fields;  wear  shoes  and 
always  wash  the  hands  before  eating.  Do  not  drink  wine  or  alco- 
holic beverages." 

With  this  treatment  they  had  reduced  the  percentage  of  anemics 
considerably  and  had  saved  the  lives  of  thousands  of  people.  They 
had  transformed  the  population  of  Porto  Rico  into  a  good,  healthy, 
strong,  and  hard-working  people,  under  conditions  as  good  as  those  of 
the  most  civilized  countries. 

The  disease  had  been  so  severe  in  some  cases  that  lunacy  had 
resulted,  and,  even  after  the  patient  had  become  insane,  in  some 
cases  treatment  with  thymol  had  resulted  in  a  cure.  Dr.  Diaz  was 
confidently  expecting  that  the  disease  would  be  greatly  decreased  as 
the  people  learned  to  live  in  a  more  sanitary  manner. 

The  anemic  service  had  been  in  the  hands  of  the  Sanitation 
Department  to  which  he  had  the  honor  to  belong,  and  took  great 
interest  in  teaching  the  people  at  large  how  to  live  and  to  protect 
themselves  from  disease  in  general,  but  especially  from  uncinariasis. 
There  was  now  a  law  compelling  every  ho  useholder  to  build  a  cess- 
pool, and  in  the  event  of  failure  to  do  so  the  Government  builds  the 
cesspool  and  charges  the  same  to  the  property  holder. 
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To  sum  up  it  might  be  said  that  the  treatment  of  uncinariasis  and 
the  regulations  to  prevent  it  has  operated  to  efifect  a  change  in  the 
community  of  Porto  Rico,  not  only  in  its  sanitary,  but  in  its  social  and 
economic  aspects,  and  the  benefit  of  this  work  is  affecting  not  only 
the  poor  but  the  rich  population  of  Porto  Rico. 

The  Legislature  provides  an  amount  of  money  each  year  for'the 
treatment  of  uncinariasis,  and  in  time  it  is  believed,  the  disease  will 
be  banished  from  the  island  of  Porto  Rico. 


DISCUSSION. 

Dr.  William  P.  Northrup  said  that  these  papers  had  been 
interesting  in  many  ways,  but  the  first  and  last  papers  had  im- 
pressed him  most  in  speaking  of  progress.  A  great  work  had  been 
done  over  the  whole  country  in  taking  these  people  who  were 
anemics  and  derelicts,  these  victims  of  hookworm  disease,  and  making 
them  useful  and  self-supporting.  The  work  of  Dr.  Sharpe  in 
taking  the  class  of  cases  he  had  described  and  operating  on  them 
when  they  offered  so  little  hope  of  success  was  certainly  to  be  com- 
mended. These  children  were  all  derelicts  and  had  been  considered 
hopeless.  Dr.  Sharpe  deserved  great  credit  for  an  attempt  to 
restore  them  in  any  degree,  and  if  he  succeeded  in  redeeming  even 
one  or  two  cases  the  work  was  quite  worth  while.  If  these  cases 
could  be  recognized  in  their  early  stage  and  restored,  this  certainly 
was  progress.  The  struggle  to  do  for  the  poor  was  frequently 
discouraging,  but  it  was  interesting  to  see  what  might  possibly  come 
out  of  such  work,  even  though  it  was  tedious  and  trying.  Dr. 
Sharpe  had  youth  and  courage  and  he  hoped  that  he  would  get  some 
reward  for  his  efforts. 
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DISEASES    OF   CHILDREN. 

Invasion  of  the  Bodies  of  Infants  by  Dysentery  Bacillus. — B. 

dysenterice  of  the  mannit  fermenting  group  has  been  demonstrated 
by  C.  Len  Broeck  {Bust.  Med.  and  Surg.  Jour.,  1915,  cLxxiii,  284)  in  the 
circulating  blood  of  an  infant  suffering  from  infectious  diarrhea. 
Eleven  blood  cultures  made  from  other  cases  of  diarrhea  and  cul- 
tures made  from  the  organs  of  fourteen  cases  were  all  negative  for 
dysentery  bacilli,  and  the  one  positive  finding  is  probably  an  acci- 
dental invasion  rather  than  a  usual  feature  of  the  disease. 

Rumination  in  Infancy. — A.  Strauch  {Jour.  A.  M.  A.,  1915,  Ixv, 
678)  reports  a  case  of  rumination  in  an  infant.  It  began  with  vomit- 
ing on  account  of  pylorospasm  and  rumination  followed.  The  loss 
of  food  by  overspilling,  the  dyspepsia,  enteric  catarrh  and  atrophy 
gave  the  main  indication  for  the  therapy.  Overspilling  was  reduced 
through  inclined  position  with  sand  bags  to  the  sides  of  the  head,  to 
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prevent  the  child  turning  its  head  to  the  side;  albumin  milk  and 
hydrochloric  acid  improved  the  dyspepsia;  obstruction  of  nose 
breathing  for  two  hours  after  every  feeding,  by  the  insertion  of 
cotton  into  each  nostril,  was  regularly  effected;  this  forced  the  baby 
to  stop  ruminating  and  in  the  course  of  about  two  weeks  had  also 
strikingly  lessened  regurgitating.  The  result  of  this  procedure 
was  so  marked,  that  it  is  to  be  recommended  in  similar  cases. 

Composition  and  Preparation  of  Protein  Milk. — A.  M.  Courtney 
and  H.  L.  Fales  (Amer.  Jour.  Dis.  Child.,  1915,  x,  172)  say  that  the 
chief  variation  in  the  composition  of  protein  milk  is  in  the  fat. 
Uniformity  is  secured  not  only  by  the  use  of  ingredients  of  uniform 
composition,  but,  what  is  much  more  important,  by  the  exercise 
of  great  care  in  the  handling  of  the  curd.  It  should  be  suspended  for 
a  short  time  or  allowed  to  rest  for  fifteen  minutes  on  the  sieve  before 
manipulation  to  drain  off  the  whey;  care  in  pressing  the  curd  through 
the  sieve  is  also  essential.  Since  the  value  of  protein  milk  is  in 
large  measure  due  to  its  low  sugar  content,  the  washing  of  the  curd 
with  water  is  a  useful  means  of  removing  an  additional  amount  of 
sugar.  When  properly  prepared  the  amount  of  protein  in  protein 
milk  is  quite  constant  and  is  usually  somewhat  greater  than  that 
of  the  original  milk;  it  is  nearly  all  casein.  If  the  buttermilk  is 
added  while  the  curd  is  being  rubbed  through  the  sieve,  it  is  unneces- 
sary to  repeat  this  part  of  the  process.  In  the  ash  of  protein  milk 
the  amount  of  calcium  and  phosphorus  is  slightly  greater,  that  of 
sodium,  potassium  and  chlorin  is  less  than  in  whole  milk,  being 
reduced  to  a  little  more  than  one-half  the  proportion  present. 
Certain  things  are  to  be  avoided  in  preparing  protein  milk:  (i) 
stirring  too  much  or  too  long  while  adding  the  rennin;  (2)  leaving 
the  milk  during  curd  formation  in  a  cold  place;  (3)  any  unnecessary 
handling  of  the  curd  in  straining  off  the  whey  or  in  washing  or  in 
pressing  through  the  sieve;  (4)  subsequent  heating  beyond  that 
required  in  feeding.  The  exact  process  now  employed  at  the 
Babies'  Hospital  is  as  follows:  A  quantity  of  whole  milk,  usually 
8  or  10  liters,  is  heated  to  about  100°  F.  and  into  it  is  gently  stirred 
for  a  moment  one  junket  tablet,  dissolved  in  a  small  amount  of  water, 
for  each  liter  of  milk.  The  milk  is  left  standing,  covered,  at  the 
temperature  of  the  room,  usually  about  72°  F.  After  standing  for 
thirty  minutes  the  coagulum  is  poured  on  a  doubled  piece  of  ordinary 
cheese-cloth  and  allowed  to  remain  for  fifteen  minutes,  the  cloth 
resting  on  the  sieve  through  which  the  curd  is  later  to  be  pressed. 
The  cheese-cloth  is  then  gently  manipulated  for  a  few  minutes  to 
complete  the  removal  of  the  whey.  The  curd  is  now  washed  twice, 
using  each  time  about  one-fifth  as  much  water  as  the  original  amount 
of  milk  taken.  The  water  is  poured  on  the  curd,  which  is  then 
gently  manipulated  for  two  or  three  minutes.  The  curd  is  then 
transferred  to  the  sieve  and  pressed  through  it  with  the  gradual  addi- 
tion of  half  as  much  buttermilk  as  the  volume  of  whole  milk  taken. 
Boiled  water  is  then  added  to  make  the  volume  equal  to  that  of  the 
original  milk  used.  Great  care  must  be  taken  in  pressing  the  curd 
through  the  sieve  lest  the  fat  be  transformed  into  butter,  which 
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often  adheres  to  the  sides  of  the  utensils  or  floats  on  the  surface  of 
the  milk.  This  is  avoided  by  rubbing  gently  in  one  direction,  the 
rotary  motion  being  almost  certain  to  form  butter.  A  fat  determina- 
tion in  such  a  sample  is  manifestly  unreHable.  The  composition 
of  protein  milk  obtained  from  all  the  writer's  analyses  when  made 
as  above  described  is:  Fat,  3.0  to  3.50  per  cent.;  sugar,  1.8  to  2.0; 
protein,  3.60  to  4.00;  ash,  0.65. 

Tonsillectomy  as  a  Therapeutic  Measure  in  the  Treatment  of 
Chorea  and  Endocarditis. — Analyzing  observations  made  in  the 
Children's  Medical  Department  of  the  Massachusetts  General 
Hospital,  J.  H.  Young  {Bost.  Med.  and  Surg.  Jour.,  1915,  clxxiii,  356) 
says  that  definite  conclusions  cannot  be  drawn  from  few  cases;  the 
occurrence  of  chorea  after  tonsillectomy  in  twelve  out  of  twenty-one 
cases  strongly  suggests  that  removal  of  the  tonsils  does  not  offer 
the  protection  against  chorea,  and  the  always  present  possibility  of 
endocarditis,  that  many  have  heretofore  believed. 

The  Production  of  icterus  in  the  New-bom. — Gessner  (Gytiak. 
Rundschau,  vol.  ix,  No.  13-14)  distinguishes  an  idiopathic  rather 
than  a  physiological  form  of  this  condition  and  also  a  symptomatic 
or  septic  variety.  He  believes  that  the  latter  is  frequently  due  to  the 
absorption  from  toxins  produced  by  an  acute  otitis,  which  may  be 
observed  locally,  or  finding  their  way  through  the  Eustachian  tube 
may  reach  the  stomach.  Autopsy  examinations  by  a  number  of 
investigators  have  shown  that  about  two-thirds  of  all  fetuses  either 
stillborn  or  dying  soon  after,  present  a  puerperal  infection  of  the 
middle  ear.  A  portion  of  the  liquor  amnii  may  have  reached  the 
middle  ear  during  intrauterine  life  and  subsequently  become  invaded 
by  pathogenic  microorganisms  through  the  Eustachian  tube.  Sys- 
tematic examinations  of  the  middle  ear  in  the  new-born  during  the 
first  ten  days  of  life  have  not  been  made,  but  during  a  later  period  it 
has  been  shown  that  about  75  per  cent,  of  the  children  in  various 
climes  present  a  completely  unabsorbed  otitis  media.  Gessner 
believes  that  it  is  scarcely  possible  to  avoid  an  otitis  neonatorum  but 
that  other  paths  of  paraportal  infection  may  be  reduced.  Thus  the 
cord  should  be  tied  off  close  to  its  junction  with  the  skin  in  order 
to  avoid  absorption  from  the  part  which  will  undergo  necrosis. 
Moreover,  this  surface  may  be  painted  with  formalin  or  tincture  of 
iodine.  The  resulting  granulation  is  consequently  much  smaller  and 
the  period  of  heaHng  greatly  reduced. 

Relation  of  Inflainmations  of  the  Middle  Ear  to  Diseases  of  Child- 
hood.— F.  Scherer  and  O.  Kutvirt  {Jahrbuch.  f.  Kinderheil.,  Aug. 
and  Sept.,  191 5)  state  that  at  autopsies  on  new-born  and  nursing 
infants  it  is  common  to  find  purulent  affections  of  the  middle  ear. 
Statistics  show  that  in  about  four-fifths  of  the  young  children  that 
come  to  autopsy  affections  of  the  middle  ear  are  found,  which  involve 
both  the  tympanic  cavity  and  the  internal  ear,  or  the  antrum. 
Thus  we  have  a  propagation  of  the  disease  process  from  the  neighbor- 
hood of  the  ear  through  the  natural  openings,  or  through  the  diploe. 
In  many  of  these  cases  the  drum  is  not  perforated.  Bacteria  that 
have  been  found  in  the  ear  secretions  are  pneumococcus,  strepto- 
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COCCUS  pyogenes,  staphylococcus  albus  and  aureus,  bacillus  influenza, 
bacillus  pyocyaneus,  and  bacillus  coli  communis.  These  were 
found  in  pure  culture  in  the  middle-ear  secretion  and  in  the  following 
leptomeningitis.  Less  frequently  were  found  bacillus  tuberculosis, 
gonococcus,  acid-fast  bacilli,  and  the  smegma  bacillus.  Diphtheria 
often  affects  secondarily  the  middle  ear,  and  membranes  are  found 
in  the  middle  ear.  In  the  new-born  and  nurslings  the  bony  outer 
canal  is  entirely  absent.  It  is  formed  of  connective  tissue  and 
decreases  in  size  toward  the  drum.  The  upper  and  lower  walls  of 
the  canal  are  very  close  together,  and  the  lumen  is  very  small. 
The  drum  membrane  is  very  thick.  The  middle-ear  cavity  is  filled 
with  embryonal  myxedematous  matter.  An  early  affection  of  the 
middle  ear  shows  no  redness  of  the  drum.  The  authors  observed 
4,450  infants  at  the  Infants  Hospital  in  Prague  from  April,  1909,  to 
July,  1912,  and  among  these  were  217  cases  of  middle-ear  disease. 
Of  these  there  were  60  cases  of  acute  catarrhal  otitis  media  in  which 
the  membrane  was  not  perforated.  The  remaining  157  came  under 
observation  on  account  of  the  discharge  from  the  aural  canal. 
In  100  cases  one  ear  was  affected,  in  117  both  ears.  Most  of  this 
material  consisted  of  new-born  children  who  remained  in  the 
hospital  between  nine  and  twenty  days  after  birth.  A  Wassermann 
test  was  made  in  every  case.  The  symptoms  shown  were  discharge, 
swelling  of  external  ear  and  mastoid,  swelling  of  the  lymphatic 
glands,  typical  appearance  of  the  drum,  restlessness,  crying,  and 
rolhng  of  the  head,  lack  of  sleep,  disappearance  of  pain  when  para- 
centesis was  done  and  convulsions.  This  trouble  is  generally  second- 
ary. The  authors  have  seen  it  follow  digestive  disturbances  in 
18.6  per  cent.  After  diseases  of  the  respiratory  organs  it  was  very 
frequent  (rhinitis,  7.9  per  cent.;  pharyngitis,  12.2  per  cent.;  angina 
25  per  cent.;  bronchitis  9.09  per  cent.;  pneumonia  6.66  per  cent.). 
Most  frequently  it  occurred  in  the  diseases  which  were  located  near 
to  the  Eustachian  tube.  Mechanical  insults,  such  as  coughing, 
vomiting,  etc.,  caused  frequent  affections  of  the  ear.  In  congenital 
syphilis  it  was  seen  in  22.3  per  cent.;  in  tuberculosis  in  0.4  per  cent. 
In  these  diseases  the  affection  progresses  slowly,  and  in  tuberculosis 
caries  and  facial  paralysis  are  frequent.  Rickets  gives  only  0.8  per 
cent.,  being  seldom  a  cause  of  ear  trouble.  The  same  is  true  of 
atrophy  and  debihty.  After  parotitis  it  was  always  present,  and 
there  appears  to  be  a  causal  relation  between  the  two.  Eclampsia  is 
a  frequent  accompanyment  of  middle-ear  disease.  Paracentesis 
stops  the  convulsions.  Both  conditions  are  the  result  of  intestinal 
infection  and  intoxication.  Pemphigus  and  a  wet  eczema  often 
cause  middle-ear  disease.  It  also  occurs  from  carrying  of  vac- 
cine virus  to  the  auricula.  Otitis  is  easily  cured  by  appropriate 
treatment. 

Etiology  of  Scarlet  Fever. — Felix  Schleissner  [Jahrbuch  f.  Kinder- 
heil.,  Sept.,  191 5)  has  experimented  on  the  production  of  scarlet- 
fever  symptoms  in  monkeys  by  spraying  throat  and  nose  with  viru- 
lent cultures  from  cases  of  the  disease.  Only  pure  cultures  of 
streptococci  were  used,  taken  from  a  case  of  acute  scarlet  fever  which 
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died  in  two  days,  from  the  pus  of  a  severe  acute  scarlatinal  otitis, 
from  blood  from  punctures  of  veins,  and  from  scarlatinal  angina. 
Each  culture  was  microscopically  examined  before  use.  A  twenty- 
four-hour  bouillon  culture  was  sprayed  into  the  nose.  In  twelve  out  of 
twenty-seven  apes  an  infection  was  caused  characterized  by  fever, 
angina,  enanthem,  strawberry  tongue,  and  ending  in  ten  to  twelve 
days  in  a  large-scaled  desquamation.  The  disease  could  be  com- 
municated to  other  apes  by  swabbing  the  throat  of  the  well  and  sick 
animals  with  the  same  swab.  Attempts  to  reinfect  the  same  animal 
were  unsuccessful,  so  immunity  appears  to  be  produced.  All 
attempts  to  infect  with  sterile  bouillon  cultures  were  unsuccessful. 
All  these  facts  make  it  probable  that  the  streptocpccus  is  the  cause  of 
scarlet  fever. 

Cubic  Air  Space  for  Institutional  Bottle-fed  Infant.^Thirty- 
three  answers  received  by  T.  S.  Southworth  {Arch.  Pediat.,  1915, 
xxxii,  641)  in  reply  to  questions  addressed  to  members  of  the 
American  Pediatric  Society  show  that  the  majority  (twenty-one  in 
number)  of  the  hospitals  and  institutional  wards  for  infants  from 
which  reports  of  cubic  air  space  were  received  provide  1000  cubic  feet 
and  upward  of  air  space  for  each  inmate.  Only  five  reported  600 
cubic  feet  or  less.  Even  with  1000  or  more  cubic  feet  of  air  space, 
free  ventilation  is  deemed  highly  important,  and  as  the  space 
decreases  such  free  ventilation  becomes  more  and  more  imperative. 
No  allowance  of  cubic  air  space  is  at  present  made  for  the  necessary 
attendants  in  wards.  Reduced  cubic  air  space  means  less  square 
feet  of  floor  space  and  less  separation  between  cribs,  with  propor- 
tionately increased  opportunity  for  the  spread  of  cross-infections. 
There  is  a  growing  belief  that  even  with  free  ventilation  separation  of 
the  beds  plays  as  important  a  role  as  cubic  space.  Such  adequate 
separation,  however,  is  only  attainable  with  large  cubic  air  space. 
On  account  of  their  handicaps,  bottle-fed  infants  are  more  liable 
to  require  more  space  than  nursing  infants.  Bottle-fed  infants 
require  as  much  cubic  space  as  so-called  sick,  "medical,"  or  "surgi- 
cal" cases  among  infants.  The  majority  of  pediatric  physicians 
believe  that  infants  should  have  as  much  cubic  air  space  as  adults,  if 
not  more,  and  this  is  especially  true  of  bottle-fed  infants,  because 
they  are  more  susceptible  to  infection,  suffer  in  their  nutrition  in 
confinement,  and  notoriously  do  badly  in  all  save  the  best  equipped 
institutions.  Bottle-fed  infants  when  retained  for  any  considerable 
length  of  time  in  hospitals  or  institutions  cannot  properly  be  classed 
as  well  infants  because  a  considerable  proportion  of  them  suffer 
both  in  their  digestion  and  nutrition,  as  well  as  from  acute  inter- 
current affections,  and  therefore  require  unusual  attention  in  their 
feeding  and  general  nursing  care.  Limited  cubic  air  space,  involving 
limited  floor  space,  is  an  important  contributory  factor  in  the  high 
mortality  of  artificially  fed  infants,  and  such  crowding  in  limited 
space  is  very  commonly  the  concomitant — if  not  itself  a  cause — of 
faulty  hygiene,  insufficient  care,  and  inadequate  nursing.  Even 
with  a  liberal  allowance  of  cubic  air  space  free  and  abundant  ventila- 
tion is  of  equal  importance.     In  addition,  provision  for  roof-gardens, 
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porches  and  sunparlors  is  advisable  if  not  imperative.  The  mere 
presence  of  windows  does  not  constitute  ventilation.  Their  proper 
use  must  be  provided  for.  The  example  of  the  more  progressive 
hospitals  and  institutions,  which  provide  the  larger  amounts  of  air 
space  per  infant,  together  with  free  ventilation,  is  to  a  considerable 
extent  nullified  by  state  and  local  regulations  licensing  for  the  less 
progressive  the  employment  of  minimum  air  space  for  a  class  of 
infants  among  whom  there  is  admittedly  an  unduly  high  mortahty. 

Form  of  the  Reflexes  in  Chorea. — W.  B.  Swift  (Albany  Med. 
Ann.,  191 5,  xxxvi,  425)  confirms  Shaw  in  his  observation  on  a  single 
reflex  in  chorea — the  knee-jerk.  He  also  shows  a  reflex  form  that 
may  appear  during  the  ehcitation  of  any  of  the  normal  reflexes. 
This  form  of  reflex  is  so  pecuhar  as  to  amount  to  a  sign  of  chorea  of 
equal  dignity  with  the  respiratory  signs  of  Graves  and  the  new  voice 
sign  in  chorea.  The  form  of  the  reflex  consists  in  an  enhancing, 
retarding,  or  otherwise  varying  of  the  normal  form  of  the  reflex. 
It  may  therefore  be  described  as  the  jerk-flop-wabble  form  of  reflex 
response.  It  is  any  change  of  reflex  motion  caused  by  a  choreic 
contraction.  It  occurs  most  frequently  in  the  medium  severe  cases; 
and  as  a  whole  probably  about  once  in  five  cases. 

Infantile  Scurvy. — The  pathology  of  infantile  scurvy  is  almost 
entirely  devoted  to  a  description  of  the  lesion  of  the  bones.  On  the 
clinical  side,  attention  has  been  focused  on  the  evidence  of  hemor- 
rhage— in  the  gums,  beneath  the  periosteum,  in  the  urine,  etc. 
A.  F.  Hess  (Jour.  A.  M.  A.,  1915,  kv,  1003)  attempts  to  show  that 
both  the  pathology  and  the  symptomatology  have  a  broader  scope 
and  that  the  heart  is  not  infrequently  involved .  In  several  instances , 
definite  cardiac  enlargement  was  ascertained  by  means  of  physical 
signs  and  Rontgen  examination.  Necropsies  also  show  that  the 
heart  in  some  cases  is  h\'pertrophied  and  dilated.  The  examinations 
made  during  life,  as  well  as  those  carried  out  after  death,  demon- 
strated that  this  enlargement  was  mainly  of  the  right  ventricle. 
Edema  is  almost  always  present  to  some  degree.  This  occurs  early 
in  the  course  of  the  disease  and  involves  most  frequently  the  eyelids. 
It  is  often  manifested  as  a  firm  edema  over  the  lower  end  of  the  tibia, 
infiltrating  the  skin,  and  is  readily  overlooked,  as  it  does  not  pit  on 
pressure.  This  extravasation,  which  is  due  to  nutritional  disturb- 
ance of  the  smaller  vessels,  may  also  infiltrate  the  muscles.  When 
this  occurs  in  the  thigh  and  causes  sweUing,  it  may  be  mistaken  for 
the  typical  subperiosteal  hemorrhage.  It  would  also  seem  probable 
that  the  nerves  are  involved  in  infantile  scurv}-.  The  knee-jerks 
are  increased,  and  there  are  indications  of  superficial  tenderness  of 
the  hmbs  and  neuroedema  of  the  optic  discs.  In  the  Hght  of  this 
symptomatology  and  pathology,  infantile  scurvy  assumes  actual 
relationship  to  beriberi,  in  which  the  right  heart  is  also  h}'pertrophied 
and  the  nerves  invariably  involved.  This  correlation  was  empha- 
sized still  further  by  a  dietetic  test  modeled  after  the  treatment  of 
beriberi.  The  addition  of  middhngs — the  pericarp  of  the  wheat — 
caused  in  many  instances  a  prompt  amehoration  of  the  symptoms, 
although  it  did  not  suffice  to  cure  the  disorder.     This  indicates  the 
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advantage  of  giving  a  cereal  which  contains  the  outer  layers  of  the 
grain  when  the  diet  includes  no  other  antiscorbutic  food. 

Eiweissmilch. — Vald.  Poulsen  {Jahrbuch  f.  Kinderheil.,  Sept., 
191 5)  began  his  experience  with  the  use  of  eiweissmilch  some  three 
years  ago,  with  the  belief  that  in  it  we  possessed  a  means  of  treat- 
ment that  should  be  experimented  with,  but  that  would  never  be- 
come general  in  Denmark  on  account  of  its  expense  and  the  difficulty 
of  its  preparation.  He  believed  that  it  was  useless  to  try  it  in  healthy 
children  because  there  were  so  many  other  foods  more  easily  ob- 
tained that  would  do  as  well.  The  cases  in  which  it  should  be  tested 
were  chronic  dyspepsias  which  had  not  done  well  on  other  foods, 
especially  diarrheal  cases.  The  author  has  now  used  this  milk  for 
two  and  a  half  years  in  the  Konigin  Louises  Kinderhospital  in 
Copenhagen.  In  all,  124  cases  were  treated  with  it.  They  were 
children  under  one  year,  85;  of  intoxication,  28;  infantile  atrophy,  8; 
of  acute  gastroenteritis,  7;  of  chronic  dyspepsia,  42.  Of  the 
twenty-eight  cases  of  intoxication  only  ten  were  definitely  cured. 
For  this  affection  the  author  does  not  think  this  treatment  superior 
to  others.  The  results  in  the  seven  acute  cases  of  gastroenteritis 
were  good,  but  no  better  than  with  other  treatment.  Of  the  forty- 
two  cases  of  chronic  dyspepsia,  in  twenty-two  the  results  were  good, 
stools  became  normal  soon  and  gain  in  weight  began;  the  treatment 
continued  for  four  weeks.  In  six  cases  the  results  were  less  good. 
In  nine  complicated  cases  they  were  not  good.  The  general  im- 
pression derived  from  this  group  is  that  the  treatment  should  be 
further  tested.  From  the  eighty-five  cases  treated  in  children  under 
one  year  we  see  that  this  treatment  is  not  needed  in  intoxication; 
in  acute  gastroenteritis  it  should  not  be  used  in  all  cases,  only  in 
cases  in  which  rapid  improvement  does  not  arise  after  other  treat- 
ment. In  infantile  atrophy  results  were  poor.  In  chronic  dyspepsia 
it  should  be  tried  when  other  measures  fail,  beginning  wdth  small  doses 
which  are  increased  if  improvement  takes  place.  It  is  better  to  use 
it  in  conjunction  with  other  foods,  and  these  should  be  less  con- 
centrated than  usual.  In  the  thirty-eight  children  over  one  year  of 
age  other  foods  were  used  with  it  and  it  is  difficult  to  say  what  the 
effect  of  the  milk  was.  In  twenty-five  acute  and  four  chronic  cases 
the  results  were  good.  In  nine  cases  they  were  bad.  The  author 
beUeves  that  we  have  as  yet  no  accurate  knowledge  of  the  cause  of 
the  improvement  under  this  treatment.  He  concludes  that  it  is  of 
most  value  in  chronic  diarrheas  in  children  over  one  year  of  age;  here 
the  bad  results  of  treatment  for  a  long  time  with  carbohydrates  are 
mitigated  by  the  use  of  varying  amounts  of  eiweissmilch  added  to 
the  other  foods,  and  this  will  account  for  the  improvement. 
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Philadelphia. 

Three  factors  of  great  importance  in  the  study  of  this  disease  have 
come  before  the  profession  in  the  last  ten  years,  namely:  the  dis- 
covery of  the  spirochetae  pallida,  the  Wassermann  reaction,  and 
the  discovery  of  salvarsan.  These  have  opened  a  new  era  in  this 
branch  of  medical  knowledge,  and  have  divided  the  facts  ascertained 
concerning  syphilis  into  the  older  and  more  uncertain  region  of  learn- 
ing and  the  later,  more  definite  and  more  satisfactory  knowledge. 
We  shall  in  this  study  concern  ourselves  with  the  subject  since  Schau- 
din  and  Hoffmann  (Arbeiten  aus  dem  Kaiserlichen  Gesundheitsamte , 
Berlin,  April  lo,  1905,  F.  2,  p.  527)  announced  their  discovery  of  the 
germ,  which  is  accepted  as  the  cause  of  syphilis.  They  described 
the  parasite  as  extremely  difl&cult  to  see  in  the  fresh  state  and  very 
refractory  to  stains.  Its  length  varied  from  4  to  14  microns,  its 
width  was  0.5  of  a  micron,  while  its  direction  curved  in  the  individual 
parasite  from  three  to  twelve  times.  It  is  characterized  by  great 
motility,  with  a  rotary  action  both  before  and  back  and  flexion  of 
the  whole  body.  The  ends  of  the  parasite  are  sharply  pointed.  Not 
only  has  it  been  found  in  the  human  subject,  but  Metchnikoff  and 
Roux  {Bull,  de  VAcad.  de  Med.,  May,  1905,  p.  468)  discovered  the 
parasite  in  syphilitic  lesions  in  six  apes.  Other  observers  discovered 
it  in  great  abundance  in  syphilitic  tissue.     Hotand  {Lyon  Med., 
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February  21,  1904,  p.  847)  obtained  it  in  blood  from  a  vein  in  the 
arm  of  a  syphilitic  child.  It  was  soon  demonstrated  in  the  liver 
and  spleen  of  a  child  dying  from  syphilis  by  Hoffmann  {Berl.  klin. 
Woch.,  June  5,  1905). 

One  of  the  earliest  obstetric  references  to  the  spirochetae  is  found 
in  a  paper  by  Brennom  {Hospitalstidende ,  1905,  No.  29,  pp.  667-670) 
in  a  case  of  congenital  syphilis.  The  spirochetse  were  found  in  the 
liver  and  spleen  of  a  child.  Thomsen  [Journal  Bibliothek  fur  Laeger, 
1906,  I  and  13,  pp.  157-165)  studied  the  changes  in  the  umbilical 
cord  produced  by  syphilis.  The  cord  was  first  hardened  in  25  per 
cent,  formalin  and  examined  from  six  to  twenty-four  hours  later. 
The  most  significant  changes  are  those  in  the  walls  of  the  vessels 
which  are  thickened  and  fail  to  collapse  after  the  cord  is  tied.  In 
children  dying  of  congenital  syphilis  he  found  the  spirochetae  con- 
stantly throughout  the  organs  where  the  child  had  lived  until  its 
birth,  and  the  organs  showed  the  characteristic  syphilitic  changes. 
In  a  macerated  fetus  or  syphilitic  embryo  it  was  not  always  possible 
to  demonstrate  the  spirochetse.  The  anatomical  changes  in  various 
tissues  and  the  number  of  spirochetae  stand  in  definite  relation,  and  in 
the  organs  of  the  new-born  dying  of  other  causes  than  syphilis  the 
spirochetae  were  never  found.  The  anatomical  evidence  of  its  cause 
and  relation  seem  to  Thomsen  complete. 

An  interesting  suggestion  concerning  the  part  played  by  the  pla- 
centa is  given  by  Cappellarne  (Archiv  di  Obst.  e  Gin.,  1906,  Anno  13, 
pp.  321-328).  In  two  cases  of  well-marked  syphilis  in  the  mother  the 
spirochetae  were  not  found  in  the  placenta.  In  a  third  case,  where 
the  child  gave  evidence  of  hereditary  syphilis,  the  spirochetae  again 
were  not  found  in  the  placenta  but  in  the  pemphigoid  vesicles  upon 
the  child. 

Guicciardi  {La  Ginecologia,  1906,  Anno  3,  pp.  260-272)  demon- 
strated clearly  the  spirochetes  pallida  in  the  substance  of  the  pla- 
centa and  in  the  placental  tissue  on  microscopic  section.  So  also 
Radaeli  {La  Sperimentale,  also  Archivo  di  Biol.  norm,  e  patol,  1906, 
Anno  60,  pp.  397-400)  found  the  spirochetae  in  the  placenta  and 
internal  organs  of  a  fetus  born  of  a  syphilitic  mother.  The  para- 
sites were  present  in  small  numbers  in  the  walls  of  the  vessels  in  the 
villi  of  the  chorion.  The  connective  tissue  of  the  placenta  showed 
none  of  the  parasites.  Mohn  {Milnch.  med.  Wchnschr.,  1906,  No. 
47,  pp.  23-24)  examined  the  placenta  in  sixteen  cases,  among  whom 
were  two  of  tertiary  syphilis  in  the  mother  who  had  given  birth  to  a 
living  child.  In  six  of  these  the  spirochetae  were  found  plainly  and  in 
the  others  in  very  small  numbers  and  isolated  with  difficulty.     The 
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parasite  was  never  found  in  the  decidua  nor  in  the  spaces  between  the 
villi  nor  among  aggregations  of  cellular  tissue.  It  was,  however, 
frequently  present  in  the  normal  viUi,  although  these  were  sur- 
rounded by  new-formed  connective-tissue  cells.  In  three  cases  the 
parasites  were  only  found  at  the  base  of  the  villi  in  the  connective 
tissue,  irregularly  distributed,  a  portion  of  them  in  the  walls  of  the 
vessels  and  others  surrounding  the  vessel  walls.  They  were  also 
present  in  small  buds  projecting  from  the  larger  and  well-formed 
villi.  In  three  cases  the  parasites  were  present  in  fetal  connective 
tissue  whose  interspaces  were  greatly  enlarged  and  crowded  with 
these  germs.  In  a  large  artery  which  had  undergone  plugging  the 
spirochetae  were  present  in  the  material  plugging  the  vessel.  In  one 
placenta,  where  many  of  the  villi  were  largely  devoid  of  connective 
tissue  and  edematous,  the  spirochetae  were  present  in  the  vestiges  of 
the  villi.  In  the  umbilical  cord  the  parasites  were  present  in  the 
walls  of  the  vessel  and  also  in  the  lumen.  In  the  arteries  they  were 
found  only  once  in  the  outer  layer  of  the  walls  of  the  vessels  and  then 
in  but  small  number.  In  the  umbilical  vein  they  were  constantly 
present,  usually  in  the  wall  of  the  vessel,  but  never  where  leukocytes 
^  had  begun  to  infiltrate  the  tissue.  The  spirochetae  were  not  present 
in  the  membranes,  and  apparently  the  amnion  and  chorion  obtained 
their  nourishment  largely  from  the  wall  of  the  uterus  and  not  from 
a  definite  vascular  supply. 

Mohn  raises  the  question  as  to  how  the  spirochetee  make  their 
way  into  the  placenta,  and  believes  that  the  evidence  all  points  to 
their  passage  from  the  fetus  and  not  from  the  mother.  Thus  they 
are  always  present  in  the  villi,  but  never  in  the  spaces  between  the 
villi  nor  in  the  decidua.  The  natural  inference  is  that  the  parasites 
are  in  the  ovum  or  in  the  spermatozoid,  and  that  during  the  first 
weeks  of  embryonal  life  they  pass  from  the  mother  to  the  fetus  and 
thus  finally  enter  the  placental  circulation.  The  fact  that  they  are 
found  so  abundantly  in  the  umbilical  vein  seems  to  depend  upon  the 
anatomical  composition  of  the  walls  of  this  vessel.  The  intima  seems 
free  from  the  parasite,  and  apparently  they  breed  in  the  intercellular 
spaces  in  the  outer  layer.  It  is  noteworthy  that  the  umbilical  cord 
gave  abundant  evidence  of  infection  in  cases  where  no  spirochetae 
were  found  in  the  placenta.  Mohn  makes  the  very  practical  obser- 
vation that  one  should  utilize  the  umbilical  cord,  especially  in  living 
children,  to  make  a  diagnosis  of  syphilis. 

So  far  as  the  frequency  of  positive  results  is  concerned,  Mohn 
found  positive  evidence  of  the  characteristic  germ.  He  infers  then 
that  in  over  50  per  cent,  of  cases  of  syphilitic  women  giving  birth  to 


772  DAVIS:    SYPHILIS    IN   ITS    RELATION  TO    OBSTETRICS 

children  that  the  umbilical  cord  shows  distinct  evidence  by  contain- 
ing spirochetae,  while  in  70  per  cent,  of  cases  where  syphilis  is  defi- 
nitely proved  in  one  or  both  parents  the  placenta  will  give  evidence. 

VoUich  and  Leonditi  (Ann.  de  gyne.  et  del  obsL,  1906,  T.  2)3} 
Fever,  p.  65)  found  the  spirochetae  in  the  fetal  portion  of  the  placenta 
in  a  case  of  infantile  syphilis.  Microscopic  section  through  the 
various  organs  of  the  fetus  found  the  parasite  present  in  great 
abundance.  In  the  maternal  portion  of  the  placenta  but  few  could 
be  demonstrated.  The  mother  had  given  no  signs  of  syphilis.  The 
writers  raise  the  question  as  to  whether  the  spirochetae  made  their 
way  into  the  decidua  after  the  expulsion  of  the  placenta,  but  that 
this  was  unlikely.  The  germs  were  observed  between  the  con- 
nective tissue  and  muscle  bundles  in  the  larger  vessels. 

Nathan-Larrier  and  Brindeau  (Soc.  de  Biologie  de  Paris  Le  Progrks 
med.,  1906,  p.  86)  beHeves  that  the  spirochetae  pass  to  the  mother 
through  the  medium  of  the  leukocytes  of  the  fetus  or  through  rup- 
ture of  the  vessels  in  the  villi.  They  agree  with  VoUich  and  Levaditi 
that  the  parasites  are  frequently  in  the  large  cells  and  the  superficial 
layers  of  the  decidua.  They  believe  that  this  is  the  result  of  a  direct 
passage  of  the  cells  of  Langhans's  layer  into  the  decidua.  Occa- 
sionally the  spirochetae  are  found  in  the  infarct  in  the  neighborhood 
of  a  villus  with  or  without  the  presence  of  leukocytes. 

Salmon  and  Mace  {Btilletin  de  la  soc.  d'obst.,  1906,  No.  7,  p. 
216)  found  spirochetae  abundantly  in  the  bodies  of  new-born  children 
born  of  s\^hilitic  parents. 

Thomson  (Thesis  Kahonhaven,  1906)  examined  100  umbilical 
cords  of  infants  born  of  syphilitic  parents,  finding  the  vessels  of  the 
cords  infiltrated  extensively  with  leukocytes. 

Among  the  most  interesting  papers  published  in  the  year  1907 
upon  this  subject  w^ere  those  of  Bab  (Zeitschr.  f.  Geb.  u.  Gyn.,  Bd. 
Ix,  1907).  He  made  an  extended  study  of  congenital  syphilis,  using 
in  his  preparations  the  method  of  silver  impregnation  already 
described  by  Levaditi.  Bab  does  not  believe  that  syphilis  is  con- 
veyed through  the  spermatozoid  or  through  the  ovum.  Whether 
the  spirochetae  form  spores  he  could  not  determine.  It  was  inter- 
esting to  observe  that  sections  of  tissue  containing  spirochetae 
and  treated  by  mercurial  solutions  showed  the  remarkable  phe- 
nomena of  the  disappearance  of  the  parasites.  The  tissues  changed 
color,  became  translucent,  the  nuclei  of  the  cells  broke  up  into 
small  portions,  and  the  spirochetae  entirely  disappeared.  This  was 
obtained  in  a  solution  i  to  5000  of  bichloride  of  mercury.  Stronger 
solutions  produced  the  same  effect  more  rapidly,  so  that  the  changes 
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in  the  tissues  could  not  be  so  well  observed.  He  also  found  that 
organs  free  from  spirochetae  gave  extracts  free  from  antigens  while 
those  organs  which  contained  spirochetes  produced  extracts  con- 
taining antigens.  The  number  of  the  spirochetae  was  in  propor- 
tion to  the  vigor  of  the  reaction,  and  this  seemed  a  direct  evidence 
of  the  specific  nature  of  the  spirochetae.  Bab  beUeved  that  in 
most  cases  the  placenta  contains  few  spirochetae,  but  produces  a 
positive  result  when  antigens  are  considered.  Evidently  the 
placenta  must  receive  like  a  great  sponge  a  large  quantity  of  soluble 
syphilitic  material,  but  the  granulation  cells  in  the  villi  seem  to  have 
the  power  of  attacking  the  parasite.  It  is  interesting  to  observe 
that  the  milk  of  a  syphilitic  mother  contains  specific  protective 
material,  and  this  can  be  demonstrated  experimentally — a  point 
of  evidently  practical  importance  for  the  nourishment  of  the  syphi- 
litic child.  This  would  suggest  the  employment,  for  a  syphilitic 
child,  of  a  syphilitic  nurse.  In  view  of  Colles's  and  Profeta's  laws, 
these  observations  are  of  special  interest.  If  the  child  be  syphilitic, 
its  mother  will  furnish  antigens  or  protective  substance  and  should 
nurse  the  child,  because  the  mother  is  syphilitic.  If,  however, 
neither  antigens  nor  protective  material  be  found,  she  should  not 
nurse  and  a  s^-phiUtic  nurse  should  be  obtained.  If  the  mother  be 
syphihtic  and  the  child  apparently  healthy,  by  Profeta's  law,  the 
child  should  be  artificially  nourished,  unless  an  examination  of  its 
blood  serum  should  show  such  abundant  protective  material  as  to 
justify  its  nursing.  If  the  child  has  latent  syphilis,  then  a  strange 
nurse  and  not  the  mother  should  nourish  it. 

In  the  study  of  the  spirochetae,  Bab  examined  sixty-four  cases  of 
syphilis  and  found  the  parasites  in  practically  all  the  organs  of  the 
syphilitic  new-born.  The  connective  tissues  and  the  walls  of  the  ves- 
sels seemed  to  be  the  favorite  locations,  showing  that  the  germs  had 
made  their  way  in  the  blood  serum  and  had  penetrated  from  the  lym- 
phatics. The  parasites  were  found  in  the  testicle  and  in  the  ovary, 
and  were  found  in  the  ova  in  the  ovary  and  also  in  the  Fallopian  tubes. 
They  were  in  abundance  in  the  nose  and  eyes,  in  and  beneath  the 
nasal  membrane  in  the  cartilage  of  the  nose,  in  the  skin  and  glands  of 
the  nasal  mucous  membrane,  and  in  the  eye,  especially  in  the  choroid 
plexus.  In  all  the  cases  examined  they  were  abundantly  present 
in  40  per  cent.  In  common  with  other  observers,  he  found  them 
present  in  the  spermatozoid.  Their  presence  in  the  vesicles  of  pem- 
phigus, in  the  palms  of  the  hands  and  in  the  soles  of  the  feet  can 
be  readily  explained  by  the  distribution  of  the  lymphatics.  None  of 
the  parasites  could  be  demonstrated  in  colostrum  and  rarely  in  the 
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mother's  milk.  Where  they  were  not  readily  demonstrable,  Bab 
believed  that  the  child  did  not  die  from  the  action  of  the  germ  so 
much  as  from  the  toxins  which  it  produced.  He  had  no  clear 
belief  concerning  the  exact  method  of  transmission  from  mother 
to  child  or  child  to  mother.  The  placenta  is  evidently  intended  as 
a  barrier  between  the  mother  and  the  child  to  prevent  the  passage 
of  infectious  germs  from  one  to  the  other. 

Fouquet  (Soc.  d'ohst.  de  Paris,  1907,  No.  7)  could  find  no  direct 
relation  between  the  bacteriological  and  histological  findings  in 
hereditary  syphilis.  The  spirochetae  were  found  principally  in  the 
liver,  spleen,  and  kidneys,  especially  about  the  vessels — evidently 
their  point  of  entrance.  The  more  recent  the  syphilitic  infection 
the  greater  the  number  of  spirochetae,  while  so  far  as  histological 
changes  in  the  tissues  are  concerned  the  opposite  is  the  case.  Fou- 
quet believes  that  where  children  survive  an  infection,  that  the  para- 
sites remain  latent  for  a  considerable  time,  and  that  they  may  even 
survive  prolonged  treatment.  He  believes  that  children  having 
hereditary  syphilis  should  receive  specific  treatment  indefinitely. 

In  a  later  paper  Bab  (Zentral.  f.  Gy>i.,  1907,  No.  27,  p.  839)  has 
observed  the  eflfects  of  mercurial  treatment  on  the  number  of  spiro- 
chetae in  a  fetus  undoubtedly  syphilitic.  The  mother  during 
pregnancy  was  treated  by  mercury  and  iodide  of  potassium,  and  the 
result  in  the  child  was  seen  in  the  greatly  diminished  number  of 
parasites.  The  child's  death  seemed  caused  not  by  the  parasites 
themselves  but  by  the  toxins  which  they  had  produced.  These 
accumulated  from  the  mother  in  the  placenta  and  passed  through 
the  placental  vessels  and  inter  villus  spaces  to  the  child.  It 
was  interesting  to  notice  that  the  placenta  and  cord  contained  com- 
paratively few  parasites,  while  the  fetal  tissues  about  the  umbilicus 
and  the  fetal  vessels  showed  them  in  abundance  in  their  walls. 
In  cases  where  the  liver  contains  no  spirochetae,  while  other  organs 
have  them,  one  must  admit  the  possibility  of  an  ovular  origin  for 
the  syphilitic  infection,  or  that  the  fetus  may  have  inspired  infected 
amniotic  liquid. 

Mohn  {Zeitschrift  f.  Gyndkologie  und  Geburtshiilfe,  1907,  Bandlix, 
Heft  2)  examined  fifteen  placentae,  fifteen  umbilical  cords,  and  the 
membranes  in  three  cases  to  determine  the  presence  of  the  spirochetae. 
Concerning  the  placenta  in  general,  it  may  be  stated  that  the  deposit 
of  cheesy  or  albuminoid  material  in  the  placenta  must  not  be  con- 
sidered as  positive  evidence  of  syphilis.  The  presence  of  a  gumma 
or  an  abscess  is  strongly  suspicious,  so  also  the  overgrowth  of 
connective  tissue  in  the  villi,  leukocytes  abundantly  present,  vessels 
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obliterated,  edema,  distention  of  the  vessels  of  the  villi  are  all 
strongly  suspicious  of  syphilitic  infection.  In  proportion  to  the 
degree  of  developrAent  of  these  lesions  and  the  number  of  lesions 
present  together  is  the  strength  of  the  suspicion.  Syphilitic  changes 
in  the  cord  are  more  characteristic.  Inflammation  with  exudate  in 
the  walls  of  the  umbilical  vessels,  especially  the  veins,  increase  in 
the  connective  tissue  with  infiltration  of  leukocytes,  are  very  sig- 
nificant. The  more  extensively  the  leukocytes  infiltrated  the  vessels 
the  more  severe  the  infection.  Wherever  the  vessels  were  markedly 
altered  the  spirochetae  were  invariably  present.  They  were  always 
found  in  the  umbilical  vein  in  smaller  number  than  in  the  arteries. 

Regarding  the  membranes,  Mohn  believes  that  in  syphilis  the 
membranes  are  rarely  normal,  the  chorion  being  more  often  in- 
filtrated than  the  amnion,  which  alone  was  never  involved.  In 
retained  placenta  both  membranes  showed  invasion  by  leukocytes. 
Gonorrhea  and  endometritis  produced  marked  changes  in  the  mem- 
branes, especially  in  the  chorion.  Syphilis  in  the  infant  alone  does 
not  change  the  membranes,  but  if  spirochetag  were  found  in  mem- 
branes infiltrated  with  leukocytes,  the  diagnosis  of  syphilis  would 
be  justifiable.  Changes  in  the  membranes  do  not  positively  demon- 
strate syphilitic  infection  in  the  fetus. 

The  writer  believes  that  the  spirochetae  travel  from  the  fetus 
through  the  umbilical  cord  to  the  placenta.  They  seem  to  have 
been  in  the  ovum  derived  from  the  mother  or  to  pass  through  the 
mother  to  the  fetus  early  in  gestation  and  thence  to  the  placental 
circulation.  In  50  per  cent,  of  cases  the  parasites  are  found  in  the 
cord,  and  in  70  per  cent,  where  the  parents  were  syphilitic,  in  the 
placenta.  When  one  remembers  that  the  placenta  contains  no 
nerves  it  is  evident  that  the  statement  that  the  spirochetae  have 
been  mistaken  for  altered  nerve  fibers  and  the  effects  of  silver  stain- 
ing cannot  be  accepted.  It  is  interesting  to  know  that  the  parasites 
have  been  found  in  the  blood-vessels  among  the  corpuscles. 

Grouven  (Zentralb.f.  Gyn.,  1908,  p.  581)  found  that  the  spirochetae 
were  present  in  all  cases  of  congenital  syphilis  by  every  usual  method 
of  examination,  the  number  varying  in  different  portions  of  the  fetal 
body.  In  cases  where  the  diagnosis  is  difficult  the  demonstration 
of  the  spirochetae  is  of  positive  value.  Grouven  mentions  the 
case  of  a  child  born  living  but  with  well-marked  ascites,  and  with 
no  other  abnormality.  In  the  fluid  obtained  by  puncture  of  the 
abdomen  the  spirochetae  were  found.  The  child  did  not  long  survive, 
and,  on  section,  the  parasites  were  present  in  the  liver,  lungs,  spleen, 
kidneys,  suprarenals,  and  ovaries.     In  another  child,  dying  a  few 
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months  after  birth,  well-marked  caseation  of  both  suprarenals  was 
found,  and  a  diagnosis  was  only  made  by  discovering  the  spirochetae 
in  sections  from  the  cortex  of  the  kidney. 

Williamson  (Journal  of  Obstetrics  and  Gynecology,  British  Empire, 
1908,  No.  5,  p.  342)  reports  the  case  of  a  multipara,  aged  twenty- 
four  years,  with  a  history  of  previous  good  health.  The  first  preg- 
nancy had  terminated  in  the  birth  of  a  stillborn  child  of  twenty 
weeks.  The  second  pregnancy  ended  at  twenty-eight  weeks  in 
the  birth  of  a  dead  child.  The  third  pregnancy  had  gone  to  the 
fifth  month.  The  patient  showed  no  signs  of  syphilis,  which  the 
husband  denied,  nor  was  there  e\ddence  of  disease  about  the  mother. 
She  was  treated  with  chlorate  of  potassium.  At  the  end  of  the 
eighth  month  she  gave  birth  to  a  dead  child,  and  a  year  later  the 
same  result  occurred  at  nine  months.  This  time  fetal  movements 
persisted  until  a  few  days  before  birth  of  the  child.  It  was  finally 
determined  in  a  subsequent  pregnancy  to  induce  labor  at  the  end  of 
the  eighth  month  in  the  hope  of  securing  a  living  child,  but  this 
again  resulted  in  the  birth  of  a  macerated  fetus.  Examination  of 
its  body  showed  the  spirochetae  present  abundantly  in  the  liver 
and  spleen  while  none  were  in  the  umbilical  cord.  An  efiFort  was 
made  to  treat  the  patient  with  mercury  and  iodide  of  potassium, 
but  her  last  pregnancy  was  terminated  by  the  induction  of  labor 
at  what  was  supposed  to  be  the  eighth  month.  Unfortunately, 
twin  pregnancy  was  present  and  the  size  of  the  abdomen  caused  an 
error  in  computing  the  time  of  pregnancy.  The  twins  were  born 
livdng,  but  survived  onl}'-  a  few  hours.  The  spirochetae  were  present 
in  both.  Polyhydramnios  in  one  of  the  twins  had  something  to  do 
with  its  death.  In  this  case  the  demonstration  of  the  spirochetae 
cleared  up  the  diagnosis  and  suggested  the  treatment. 

Tisier  and  Girauld  {Bull,  de  la  soc.  d'obst.  de  Paris,  190S,  ii.  No. 
9,  366)  examined  115  cases  to  determine  whether  maceration  in  the 
fetus  is  a  positive  sign  of  hereditary  syphilis  independently  of  the 
presence  or  absence  of  spirochetae.  In  three-fifths  of  the  cases 
syphilis  was  undoubtedly  present.  In  two-fifths  other  causes  pro- 
duced death  and  maceration.  By  exclusion  they  conclude  that  it 
is  safe  to  consider  one-third  of  the  cases  of  fetal  maceration  as  not 
caused  by  s>Tphilis.  Anatomically  speaking,  the  best  signs  of  fetal 
sj'phihs  are  enlargement  of  the  spleen,  enlargement  of  the  liver, 
enlargement  of  the  placenta.  The  presence  of  the  spirochetae 
makes  the  diagnosis  positive.  They  divide  their  cases  into  four 
classes:  First,  those  in  which  a  diagnosis  was  doubtful,  and  of  the 
115  there  were  22  in  this  category.     The  mother  in  these  cases  did 
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not  show  the  characteristic  signs  of  syphilis,  but  a  positive  diagnosis 
was  reached  by  demonstrating  the  presence  of  spirochetae  in  17 
of  the  22. 

In  the  second  class  the  mother  presented  the  typical  signs  of 
syphilis,  but  not  in  the  active  stage.  There  were  22  of  these,  and 
the  fetus  was  macerated  in  each  instance,  and  in  13  the  spirochetae 
were  recognized. 

In  the  third  class  the  clinical  signs  of  S3rphilis  in  the  mother  were 
evident,  and  there  were  15  births  of  macerated  fetus,  10  of  which 
contained  the  spirochetae. 

In  the  fourth  class  the  mother  gave  no  sign  of  syphilis.  There 
were  35  macerated  fetuses  born,  in  26  of  which  the  spirochetae  were 
detected. 

Baisch  (Zentralb.  f.  Gyn.,  1909,  No.  42)  and  (No.  48,  1909)  con- 
siders the  presence  of  spirochetae  a  more  definite  sign  of  syphilis 
than  the  Wassermann  reaction.  When  the  former  are  present  in 
the  maternal  tissues  of  the  placenta  the  syphilis  is  confined  to  the 
mother  without  attacking  the  child.  These  are  the  cases  which  do 
well  under  treatment  during  pregnancy.  Nearly  all  mothers  of 
syphilitic  children  give  a  positive  Wassermann  reaction,  but  a  nega- 
tive reaction  does  not  prove  that  the  mother  is  not  syphilitic, 
as  the  spirochetae  may  be  retained  in  the  maternal  portion  of 
the  placenta.  That  the  material  which  gives  the  positive  reaction 
does  not  pass  from  the  fetus  through  the  placenta  into  the  maternal 
blood  is  shown  by  cases  in  which  the  mother's  reaction  is  positive 
while  that  of  the  child  is  negative,  or  when  this  relation  is  reversed. 
Many  children  of  syphilitic  mothers  are  healthy,  and  born  with  a 
negative  reaction. 

Graefenberg  (Arch.  f.  Gyn.,  1909,  Bd.  Ixxxiii,  Heft  i),  shows  how 
frequently  syphilis  is  connected  with  maceration  of  the  fetus.  In 
the  hospital  at  Kiel,  in  a  series  of  50  cases,  in  92  per  cent,  children 
with  hereditary  syphilis  were  born  in  a  macerated  condition.  He 
did  not  often  find  spirochetae  in  the  placenta.  In  common  with 
other  observers,  in  children  born  living  of  syphilitic  mothers,  we 
would  expect  to  find  the  spirochetae  in  the  tissues  of  the  umbilical 
cord  near  the  skin  of  the  abdomen.  In  39  cases  the  spirochetae  were 
also  present  in  the  connective  tissue  of  the  abdominal  organs,  in 
the  media  of  the  umbilical  vein  and  in  the  cord. 

Ssolowieff  (Journ.  akusch.  i.  shensk.  bolesnej.,  January,  1910) 
examined  21  placentae,  of  whom  13  were  from  syphilitic  mothers, 
4  from  those  who  had  had  syphilis,  and  3  from  cases  of  abortion. 
He  found  spirochetae  in  cases  where  the  fetus  showed  signs  of  he- 
reditary syphilis.     The  changes  produced  by  this  germ  are  sufficient 
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to  seriously  affect  the  life  of  the  fetus.  More  than  50  per  cent,  of 
pregnancies  in  syphilitic  mothers  end  prematurely  between  the 
seventh  and  eighth  months.  The  principal  pathological  lesions  are 
edema  of  the  villi  of  the  chorion,  overgrowth  of  connective  tissue, 
especially  about  the  vessels,  with  narrowing  of  the  intervillous 
spaces,  thus  interfering  with  circulation  and  nutrition.  The  changes 
in  the  villi  are  peculiar  to  syphilis,  and  predict  the  presence  of  the 
spirochetae.  Where  the  ovum  is  infected  the  spirochetas  are  es- 
pecially found  in  the  lumen  of  the  vessels  of  the  villi  and  in  their 
wall,  and,  as  a  result,  pregnancy  may  be  prematurely  terminated. 
Through  rupture  of  the  cells  the  spirochetae  may  pass  from  mother 
to  fetus,  and  in  a  reverse  direction.  They  may  also  be  carried  by 
leukocytes  and  by  Langhans's  cells  and  may  penetrate  the  epithelia 
of  the  villi.  The  lesions  caused  by  this  germ  in  the  placenta  are  the 
best  proof  of  syphilis  in  parents  and  fetus,  but  a  negative  result  in 
investigation  does  not  invariably  prove  the  absence  of  syphilis. 
The  spirochetae  are  not  found  in  gumma,  and  where  these  are  present, 
pregnancy  is  often  not  prematurely  interrupted  and  children  are 
born  without  symptoms  of  syphilis. 

The  writer  in  a  subsequent  paper  {Journ.  akusch.  i.  shensk.  hoi., 
July  and  August,  1911)  found  that  in  65  per  cent,  of  syphilitic 
mothers  pregnancy  was  prematurely  interrupted,  with  a  fetal 
mortality  of  50  per  cent.  As  in  his  previous  paper  he  has  come  to 
rely  upon  the  demonstration  of  the  spirochetes  in  the  placenta  and 
cord  in  cases  where  the  child  is  living,  and  where  the  fetus  is  macer- 
ated he  has  found  the  germs  in  the  substance  of  the  liver.  He 
believes  that  the  recognition  of  the  spirochetae  is  a  much  more 
reliable  method  than  the  Wassermann  reaction. 

The  year  1909  in  obstetric  literature  introduces  us  to  the  Wasser- 
mann reaction  and  its  results  in  obstetric  diagnosis. 

Pust  {Gyn.  Rundschau,  1909,  No.  12),  in  the  Dresden  Clinic, 
found  that  in  all  cases  studied  clinically  where  there  was  reasonable 
evidence  of  syphilis  it  was  possible  to  obtain  the  characteristic 
Wassermann  reaction,  and  especially  where  there  had  been  repeated 
abortion.  When  the  reaction  was  positive,  treatment  was  indicated 
for  a  long  time  with  intervals,  the  continuance  of  the  treatment  to 
be  determined  by  the  presence  or  absence  of  the  reaction.  Consent 
to  marry  should  not  be  dependent  upon  a  negative  reaction,  but 
must  be  based  upon  the  general  phenomena  of  the  case.  When 
parents  and  children  are  under  observation  the  latter  should  be 
tested  by  the  Wassermann  reaction  at  regular  intervals.  In  police 
cases  the  method  reinforces  the  clinical  diagnosis.     No  patient  should 
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be  recommended  as  a  wet-nurse  who  has  not  been  tested  in  this 
manner,  and,  should  the  reaction  be  positive,  she  must  not  be  allowed 
to  nurse  children  other  than  her  own.  Where  the  parents  are 
syphilitic  the  infant  should  be  examined  for  the  protection  of  its 
nurse. 

Engelmann  (Zentralb.  f.  Gyn.,  1909,  No.  3)  describes  a  case  in 
which  a  woman  free  from  symptoms  of  syphilis  was  first  married 
to  a  man  known  to  have  syphilis  and  gave  birth  to  several  syphi- 
litic children.  The  second  marriage  with  a  healthy  man  again  pro- 
duced syphilitic  children.  This  would  indicate  that  the  mother  was 
latently  syphilitic. 

Bunzel  (Wiener  klin.  Wchnschr.,  1909,  No.  36)  finds  the  Wasser- 
mann  reaction  a  positive  help  in  diagnosis  to  obstetricians.  It 
indicates  antisyphilitic  treatment  during  the  pregnancy,  and  the 
test  should  be  repeated  during  the  puerperal  period  and  the  patient 
should  be  kept  indefinitely  under  observation. 

Baisch  {Miinch.  med.  Wchnschr.,  1909,  No.  38)  would  not  trust 
alone  to  a  Wassermann  reaction,  but  would  combine  it  with  bac- 
teriological examination  of  the  fetus  and  placenta.  When  the 
parents  give  a  negative  reaction  to  the  Wassermann  test,  if  the  fetus 
is  born  macerated,  syphilis  cannot  be  denied  unless  no  spirochetae 
are  found  in  the  fetal  body.  He  denies  that  the  infective  substance 
passes  through  the  placenta  from  mother  to  child,  and  in  the  reverse 
direction.  He  finds  that  80  per  cent,  of  macerated  fetuses  are  such 
because  of  syphilis,  but  he  does  not  believe  that  repeated  abortion 
in  the  first  four  months  is  inevitably  caused  by  syphilis.  If  the 
mother  of  syphilitic  children  reacts  positively  to  the  Wassermann 
test,  she  must  be  considered  as  syphilitic,  although  she  may  be 
lacking  in  all  the  clinical  signs.  It  is  possible  for  a  mother  to  give 
a  negative  reaction  and  still,  in  all  probability,  to  be  syphilitic. 
Colles's  law  regarding  the  immunity  of  the  mothers  of  syphilitic 
children  and  Profeta's  law  that  the  immunity  of  children  of  syphilitic 
parents  is  established,  find  their  explanation  in  the  fact  that  the 
mothers  and  children  differ  in  their  resistance  to  syphilitic  infection 
when  once  they  have  been  infected.  He  believes  there  is  no  excep- 
tion to  Colles's  law.  The  best  results  are  obtained  for  both  mother 
and  child  by  a  vigorous  and  systematic  antispecific  treatment 
before  and  during  the  pregnancy. 

Bab  (Zentralb.  J.  Gyn.,  1909,  No.  15)  believes  that  the  condition 
which  he  calls  latent  syphilis  exists  in  women  produced  by  the 
presence  of  syphilitic  spermatozoids  within  the  genital  tract.  These 
may  affect  the  peritoneum,  the  lymph  glands,  and  may  become 
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localized  by  the  absorption  of  their  products  and  produce  cachexia 
and  painful  conditions  in  the  joints,  and  even  tertiary  symptoms, 
such  as  tabes  and  paralysis.  The  presence  of  this  condition  creates 
an  immunity  against  other  specific  infection  and  produces  Wasser- 
mann  antigens  in  the  milk  and  blood  serum.  Such  a  condition  is 
not  contagious  in  the  ordinary  way,  although  spirochetae  may  be 
present  in  the  cervical  secretion  when  infection  might  occur.  In 
many  cases  enlargement  of  the  lymphatic  glands  is  the  one  symptom 
present,  but  even  this  may  fail.  There  may  be  no  condition  of 
the  internal  genital  organs  which  is  abnormal.  Such  patients  may 
go  through  the  remainder  of  their  lives  in  apparently  excellent  health. 
This  latent  syphilis  may  be  conveyed  to  the  fetus  through  the  ovum, 
the  decidua,  or  the  placenta.  Syphilitic  women  may  give  birth  to 
syphilitic  children  for  from  six  to  ten  years,  but  in  latent  syphilis, 
the  first  children  are  usually  sound.  When  the  syphilis  becomes 
manifest  it  is  usually  the  lighting  up  of  an  old  process.  Mercury 
and  iodide  of  potassium  influence  this  condition  favorably.  S\"phi- 
litic  children  of  a  mother  with  latent  syphilis  may  have  a  healthy 
father.  Occasional  exceptions  to  Colles's  law  may  be  explained  by 
an  outbreak  of  latent  syphilis  or  through  a  reinfection.  This  should 
not  be  mistaken  for  syphilis  of  paternal  origin  and  for  the  immuniz- 
ing of  mother  and  child  as  often  seen.  Many  of  the  exceptions  to 
the  commonly  received  laws  concerning  syphiHs  can  be  explained 
by  this  latent  condition. 

Thomsen  {Berl.  klin.  Wchnschr.,  1909)  has  found  that  the  milk  of 
syphilitic  mothers  will  often  give  a  positive  and  pronounced  Wasser- 
mann  reaction,  and  this  in  cases  where  the  blood  serum  has  produced 
a  negative  test.  This  reaction  is  present  for  the  first  two  or  three 
days  after  the  milk  forms,  but  if  the  child  nurses,  it  tends  to  disappear, 
and  in  women  where  the  children  do  not  nurse  it  lasts  but  two 
weeks.  During  the  latter  days  of  pregnancy  the  same  reaction  can 
be  obtained  in  milk  taken  from  the  breast.  He  also  finds  that 
in  the  milk  of  mothers  who  were  not  syphilitic  the  Wassermann  test 
gave  a  positive  reaction  during  the  first  days  of  the  puerperal  period, 
but  in  a  much  less  decided  form  than  in  the  case  of  syphilis. 

Baisch  {Munch,  med.  Wchnschr.,  1909,  and  Proceedings  of  Gyn. 
Society  of  Strassburg,  1909)  believes  that  the  Wassermann  test 
should  not  be  relied  upon  without  a  bacteriological  examination  of 
the  fetus  and  placenta  as  well.  When  the  parents  give  a  negative 
Wassermann  reaction  and  the  examination  of  the  placenta  and  the 
cord  is  negative  for  spirochetae,  one  may  assert  that  syphilis  is  absent. 
The  so-called  Profeta's  immunity  consists  in  the  fact  that  the  child 
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is  syphilitic,  as  demonstrable  by  the  presence  of  spirochetae.  No 
suspected  case  can  be  thoroughly  studied  without  careful  examina- 
tion of  the  placenta. 

Bunzel  (Verhand.  d.  13,  Gyn.  Kong.,  1909,  p.  459),  in  experimenting 
with  the  Wassermann  test,  found  a  negative  reaction  always  obtained 
in  mothers  and  children  who  were  not  syphilitic.  Where  there  was 
no  doubt  concerning  the  existence  of  syphilis  the  test  was  positive. 
In  thirteen  cases  of  individuals  not  syphilitic  he  still  obtained  a 
positive  reaction  in  the  maternal  blood.  These  women  were  appar- 
ently normal.  Three  had  had  scarlet  fever  previously  and  one  had 
passed  through  several  febrile  illnesses.  Five  had  severe  eclampsia, 
and,  as  they  grew  better,  the  test  became  negative. 

Knoepfelmacher  and  Lehndorf  (Wien.  med.  Wchnschr.,  1909, 
No.  38)  took  the  ground  that  a  woman  who  had  given  birth  to  a 
syphilitic  child  is  herself  syphilitic.  A  few  weeks  after  labor  such 
women,  in  seventy-two  cases,  gave  a  positive  Wassermann  reaction 
in  91  per  cent.  After  several  years  had  passed,  from  40  to  50  per  cent, 
of  them  still  gave  a  positive  reaction.  Mothers  supposedly  exempted 
by  Colles's  law,  gave  the  syphilitic  reaction.  The  writers  did  not 
believe  that  the  conveyance  of  syphilis  from  the  fetus  to  the  mother 
is  possible.  In  the  great  majority  of  cases  of  syphilitic  mothers  the 
■  children  also  are  syphilitic,  although  it  may  not  always  be  possible 
to  demonstrate  this. 

Fraenkel  (Verhand.  d.  13,  Gyn.  Kong.,  1909,  p.  434)  has  studied 
the  question  of  recommending  a  woman  as  wet-nurse  with  or 
without  a  Wassermann  test.  He  beheves  that  the  test  should  be 
invariably  made,  and  he  found  it  strongly  positive  in  the  cases  where 
the  fetus  has  been  born  macerated.  Mothers  coming  under  Colles's 
law  gave  a  positive  reaction.  One  cannot  deny  the  possibility  of 
infection  of  paternal  origin,  although  it  is  difficult  to  prove.  Pro- 
feta's  law  indicates  the  prolonged  immunity  of  an  apparently  healthy 
child.  A  positive  Wassermann  reaction  in  an  infant  apparently 
healthy  points  to  the  speedy  appearance  of  the  clinical  signs  of 
syphilis.  So  far  as  treatment  is  concerned,  the  mother  of  a  syphilitic 
child  giving  a  positive  reaction  is  unquestionably  syphilitic,  although 
she  may  have  no  gross  and  apparent  lesion,  and  should  receive 
energetic  treatment.  The  apparently  healthy  child  of  a  syphilitic 
mother,  should  the  child  give  a  positive  reaction,  also  needs  active 
treatment. 

Bauer  (Jahrb.  f.  KinderheUk.,  1909,  p.  594)  describes  a  modifica- 
tion of  the  Wassermann  reaction,  which  is  especially  useful  in  the 
case  of  infants,  as  they  produce  a  comparatively  small  quantity  of 
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antibodies.  Where  the  mother  gives  a  positive  reaction,  the  children 
do  also;  so  do  children  who  have  the  clinical  phenomena  of  SN-philis, 
but  there  are  those  without  apparent  symptoms  who  do  not  react 
to  the  ordinary  test  who  may  still  be  capable  of  conveying  infection 
to  nurses.  The  milk  of  the  mother  (syphilitic)  should  give  the  Was- 
sermann  reaction.  All  hereditary  syphilis  is  maternal,  and  the 
immunity  of  the  mother  is  only  latent  syphilis.  Profeta's  law  is 
explicable  only  on  the  ground  of  a  long  period  of  latency.  The 
Wassermann  reaction  cannot  be  relied  upon  for  absolutely  positive 
information. 

Francke  (Zentral.  f.  Gyn.,  1909,  No.  42)  believes  that  immunizing 
substances  of  the  mother  may  be  transferred  to  the  fetus.  He  does 
not  believe  that  the  opposite  occurs.  In  100  per  cent,  of  the  mothers 
of  syphilitic  children  the  Wassermann  reaction  was  positive,  although 
four  of  these  children  gave  negative  results  when  examined  for  spiro- 
chetae.  He  believes  in  maternal  infection,  although  it  is  not  possible 
positively  to  exclude  paternal  infection.  Where  the  Wassermann 
reaction  is  negative,  he  warns  against  antispecific  treatment,  as  it 
sometimes  produces  very  bad  results. 

Bar  and  Dunay  (L'Obst.,  1909,  No.  i)  have  tested  the  Wassermann 
reaction  and  do  not  believe  that  a  negative  result  proves  that  the  pa- 
tient is  healthy,  while  a  positive  reaction  must  lead  us  to  consider  her 
as  syphilitic.  In  pregnant  women  with  florid  syphilis  who  undergo 
specific  treatment  the  Wassermann  test  gives  a  less  definite  result 
as  the  treatment  progresses.  The  reaction  seems  less  positive  also 
oftentimes  with  pregnant  than  with  nonpregnant  patients  when 
the  latter  have  well-marked  specific  symptoms.  It  is  thought  that 
in  the  case  of  the  pregnant  patients,  infection  through  the  placenta 
produces  a  less  virulent  type  than  where  the  poison  enters  by  an 
initial  lesion.  In  pregnant  patients  who  give  no  actual  clinical 
symptom  the  Wassermann  reaction  is  often  negative.  A  positive 
reaction  can  be  obtained  in  acute  syphilis  which  has  not  yet  produced 
gross  lesions  or  where  a  pronounced  infection  of  the  fetus  is  present. 
In  testing  these  cases  by  securing  the  reaction  with  the  serum  of  the 
mother,  or  the  child,  differences  are  found  which  we  are  not  yet  in 
a  position  to  explain.  Where  the  mother  had  florid  syphilis  the 
reaction  is  less  often  positive  in  the  serum  of  the  child  than  in  the 
mother,  and,  in  a  reverse  order,  where  the  maternal  syphilis  is  not 
pronounced  but  probably  present,  the  serum  of  the  infant  will  give 
a  stronger  reaction  than  that  of  the  mother.  Where  the  mother 
acquired  syphilis  after  conception,  the  Wassermann  reaction  is 
much  more  pronounced  than  that  given  by  the  child.     The  mercurial 
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treatment  of  the  mother  influences  the  Wassermann  reaction  and 
may  bring  about  the  negative  result  in  the  serum  of  the  child.  This 
is  especially  the  case  where  the  maternal  syphilis  is  not  florid  or 
where  the  mother  has  received  treatment  for  a  considerable  time. 

Artom  di  Sant.  Agnesi  (Atti.  Soc.  Ital.  Ostetr.  e  Gyn.,  190Q,  vol. 
xiv),  has  tested  the  Wassermann  reaction  in  the  Clinic  at  Rome. 
In  cases  of  florid  syphilis  he  obtained  a  positive  result  in  from  11 
to  12  per  cent.  Where  fetal  malformations  were  present,  where 
there  was  no  anatomical  or  apparent  sign  of  syphilis,  reaction  was 
negative.  He  does  not  accept  Colles's  and  Profeta's  laws  in  view  of 
modern  pathological  knowledge  of  syphilis.  He  also  denies  the  pas- 
sage of  the  antibodies  from  the  fetus  through  the  placenta  to  the 
mother.  He  considers  the  Wassermann  reaction  a  good  criterion, 
but  a  syphilitic  person  who  has  received  treatment  can  produce 
healthy  children.  In  his  studies  and  experiments  the  writer  used 
the  watery  extract  of  the  syphilitic  liver  to  obtain  the  antigens. 

Minassian  e  Viana  (Folia  Gyn.  Pavia,  1909,  vol.  ii,  Fasc.  i)  used 
the  Borde-Wassermann  reaction  in  the  early  stages  of  syphilis, 
obtaining  positive  results  in  from  25  to  30  per  cent.;  with  patients 
in  the  second  period  of  syphilis  the  test  was  positive  in  86  to  87  per 
cent.,  and  in  the  third  period  in  from  83  to  84  per  cent.  As  antigens 
the  writer  used  extract  of  the  liver  and  placental  and  umbilical  cord 
extracts.  The  substances  obtained  from  the  nonsyphilitic  placenta 
gave  a  distinctly  less  positive  result  than  that  taken  from  con- 
nective tissue  in  a  syphilitic  patient.  In  addition  to  the  blood  serum 
the  syphilitic  antibodies  were  found  in  the  milk,  amniotic  fluid, 
vesicles  of  pemphigus,  and  in  the  fluid  of  syphilitic  hydrocele.  Mer- 
cury seemed  to  have  no  special  influence  upon  the  working  of  the 
reaction.  The  attempt  to  demonstrate  antibodies  in  those  not 
syphilitic  failed. 

Falco  {Zentral.  f.  Gyn.,  1910,  p.  39)  describes  a  reaction  of  blood 
serum  which  pertains  during  pregnancy  and  the  puerperium.  This 
is  brought  about  by  the  use  of  the  Wassermann  method,  except 
that  in  the  place  of  the  antigen,  alcohol  is  employed.  A  positive 
result  of  this  reaction  is  shown  in  the  complete  control  of  the  hemoly- 
sis. Among  puerperal  women  the  reaction  is  positive  during  the 
first  ten  days  after  the  birth  of  the  child.  With  women  who  were 
not  and  had  not  been  lately  pregnant,  in  thirteen  cases  the  reaction 
was  negative  in  tern 

Knoepfelmacher  and  Lehndorff  {Jahrb.  f.  Kinder heilkunde,  1910) 
found  that  90  per  cent,  of  the  mothers  of  syphilitic  new-born  children 
gave  a  positive  reaction  to  the  Wassermann  test.     During  the  follow- 
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ing  year  the  positive  reaction  sank  to  44  and  50  per  cent,  in  the  same 
patients.  It  seems  reasonable  to  conclude  that  mothers  giving  birth 
to  syphilitic  children  will  give  a  positive  reaction,  although  they 
themselves  may  show  no  characteristic  signs  of  syphiHs.  As  regards 
the  question  of  Colles's  law  and  latent  syphilis  in  the  mother  it  is 
evident  that  the  placenta  must  differ  in  dififerent  cases  in  its  power  to 
transmit  infectious  material.  It  seems  very  doubtful  if  such  in- 
fection passes  from  mother  to  fetus,  or  if  this  happens  so  regularly 
as  to  establish  such  a  law  as  Colles's,  there  is  a  lack  of  complete 
coincidence  between  mother  and  child  in  this  respect,  aside  from 
cHnical  phenomena  and,  judging  by  the  Wassermann  test  only, 
the  greater  number  of  mothers  who  have  syphilitic  children  must 
"themselves  be  considered  S}'philitic.  The  paternal  transmission  of 
syphihs  is  the  exception  and  not  the  rule.  It  is  impossible  to  say  in 
what  period  of  pregnancy  the  fetus  is  most  apt  to  become  infected. 
The  spirochetae  may  pass  through  the  placenta  during  any  period 
after  its  formation.  The  later  the  infection  the  more  vigorous  is 
the  child,  and  in  some  cases  infection  undoubtedly  occurs  shortly 
before  birth. 

Pedrini  (Annali  di  Ohstetr.  e.  Ginec,  1910,  Milano,  Anno  32,  vol. 
ii,  Nr.  8)  made  over  200  tests  by  the  Wassermann  method  of  maternal 
and  fetal  serum.  Among  pregnant  patients  supposed  to  be  per- 
fectly healthy  10.7  per  cent,  gave  a  positive  Wassermann  reaction, 
although  the  fetus  in  these  cases  very  rarely  responded.  Mothers 
that  had  the  usual  symptoms  of  syphilis  and  also  new-born  children 
did  not  fail  to  give  a  positive  Wassermann  reaction.  In  cases  where 
the  mother  was  apparently  healthy  but  the  fetus  had  been  born 
macerated  the  mother  gave  a  positive  reaction  in  one-fourth  of  the 
number.  It  is  interesting  to  observe  that  the  macerated  fetus  often 
failed  to  give  a  positive  Wassermann  reaction  even  when  the  mother 
was  unquestionably  syphilitic.  Of  the  cases  of  abortion  coming 
under  his  observation  4  per  cent,  gave  a  positive  Wassermann 
reaction. 

Heimann  {Berl.  klin.  Wochenschr.,  191 1,  Nr.  31),  examined  seventy- 
nine  pregnant  patients  with  the  Wassermann  test,  obtaining  sixty 
negative  results.  In  his  study  of  abortion  he  was  not  able  to  demon- 
strate a  directly  causal  relationship  between  syphilis  and  abortion. 
He  believes  that  the  old  laws  of  Colles  and  Prof  eta  have  lost  their 
significance  in  view  of  modern  tests.  With  other  observers  he  be- 
lieves that  the  infection  of  the  child  almost  invariably  comes  from 
the  mother.  Where  mother  and  child  give  a  positive  reaction  it 
can  do  the  child  no  harm  to  nurse,  but  in  other  cases  the  child  should 
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not  nurse.  In  only  four  of  his  cases  did  the  child  seem  influenced 
favorably  by  salvarsan  given  to  the  mother. 

Bjorkenheim  (Prakt.  Ergehn.  d.  Geburtsh.  it.  Gyn.,  1911,  Band  iii, 
p.  i)  in  fifty-seven  cases  in  which  he  was  able  to  examine  the  father,  the 
mother  and  the  child,  by  the  Wassermann  method,  found  that  a 
Wassermann  reaction  does  not  positively  exclude  paternal  infection. 
In  most  cases  of  hereditary  syphilis  the  mother  gave  a  positive  reac- 
tion, denoting  the  condition  known  as  latent  syphilis.  In  cases  with 
a  clear  clinical  history,  and  especially  those  having  repeated  abortion, 
the  Wassermann  reaction  is  positive.  When  either  father  or  mother 
has  syphilis  the  blood  of  the  child  should  be  examined  by  the 
Wassermann  test,  and  when  the  child  has  syphilis  the  blood  of 
father  and  mother  should  be  examined.  All  wet-nurses  should 
receive  the  Wassermann  test  and  children  given  to  a  wet-nurse 
should  also  be  tested.  Where  the  mother  and  child  give  a  positive 
result,  or  where  the  child  reacts  positively  and  the  mother  in  a  nega- 
tive way,  nursing  should  be  abandoned.  If  the  child  should  give 
a  negative  reaction  and  the  mother  a  positive  reaction  the  child 
should  be  artificially  fed.  Where  the  mother  gives  positive  reac- 
tion during  pregnancy  antisyphilitic  treatment  is  indicated  and,  as 
a  result,  the  reaction  may  be  negative  after  the  birth  of  the  child. 
He  has  seen  mothers  giving  positive  reaction  and  receiving  treat- 
ment during  pregnancy  give  birth  to  children  who  have  no  symptoms 
of  s>'philis  and  who  gave  a  negative  reaction.  It  is  well  to  delay 
antisyphilitic  treatment  with  new-born  children  until  some  positive 
sign  of  s\^hilis  develops.  Where  the  mother  gives  a  positive  test 
and  the  child  negative  the  examination  should  be  repeated  after  a 
short  time.  Where  the  birth  is  premature  or  the  fetus  stillborn  the 
fetal  liver  and  suprarenals  should  be  examined  for  the  spirochetae. 

Heinemann  (Prakt.  Ergebn.  d.  Geburtsh.  u.  Gyn.,  191 1,  Bd.  iii,  p.  i) 
has  studied  at  considerable  length  the  use  of  the  Wassermann  reac- 
tion. He  has  found  that  in  cases  of  eclampsia  and  in  pregnant 
women  a  positive  Wassermann  reaction  can  be  obtained  when  there 
is  no  sign  or  symptom  of  syphilis.  This  reaction  fails  also  in  cases 
of  malformation,  well-marked  carcinoma  of  the  uterus,  condylomata, 
and  puerperal  septic  infection.  He,  too,  considers  Colles's  and 
Profeta's  laws  as  obsolete,  and  ascribes  the  source  of  fetal  infection 
to  the  mother.  Eighty  per  cent,  of  children  born  macerated  are  syphi- 
litic. Sixty  per  cent,  of  premature  labors  are  the  result  of  syphilis, 
excluding  cases  of  eclampsia  and  placenta  previa.  Twenty  per  cent, 
of  habitual  abortions  result  from  syphilis.  Where  a  positive  Wasser- 
mann reaction  is  obtained  during  pregnancy  the  prognosis  is  bad  for 
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the  child.  When  a  syphiUtic  child  is  born,  both  parents  should  be  con- 
sidered syphilitic  and  should  be  subjected  to  treatment.  This 
applies  also  when  the  child  seems  to  have  a  secondary  or  modified 
form  of  the  specific  infection.  It  is  well  to  err  on  the  side  of  taking 
extraordinary  precaution  in  the  matter  of  antisyphilitic  treatment. 

Balaban  {Zentral.  f.  Gyn.,  191 1,  No.  13),  in  cases  of  habitual 
abortion,  although  the  Wassermann  reaction  is  negative,  treats 
the  patient  with  antisyphilitic  treatment. 

Semon  (Zentral.  f.  Gyn.,  191 1,  No.  14,  p.  556)  has  used  the  Wasser- 
mann reaction  in  cases  of  eclampsia  in  the  clinic  at  Konigsberg. 
Where  the  eclampsia  was  mild  the  Wassermann  reaction  was  nega- 
tive, but  in  13  severe  cases  it  was  positive  in  3,  negative  in  9  and 
doubtful  in  i.  The  reason  for  the  positive  reaction  in  some  cases  of 
eclampsia  is  not  as  yet  explained. 

Weber  (Die  Syphilis,  Berlin,  191 1)  examined  67  cases  of  pregnancy 
terminating  before  the  twenty-eighth  week  by  the  Wassermann 
reaction.  In  35  which  ended  within  the  first  four  months  there  was 
no  positive  result.  Of  the  32  later  cases,  12  gave  a  positive  reaction, 
and  the  examination  of  9  dead  fetuses  from  these  mothers  showed 
spirochetae  in  6.  In  33  cases  of  recurrent  abortion,  6  only  gave  a 
positive  reaction. 

When  the  macerated  fetus  from  these  patients  was  examined 
the  spirochetae  were  found  in  84  per  cent,  of  the  organs,  most  often 
in  the  adrenals  and  next  in  the  liver,  lungs  and  near  the  great  blood- 
vessels. The  ovary,  testicle,  and  epididymis  contained  the  germ, 
although  it  was  not  often  found  in  the  spleen.  Where  new-born 
children  developed  pemphigus  the  spirochetae  were  found  in  the 
vesicles.  If  it  was  present  in  the  organs  of  the  fetus  the  parasite 
was  also  discovered  in  smaller  numbers  in  the  placenta.  It  circulates 
in  the  fetal  blood,  penetrating  the  vessels  and  villi  of  the  placenta 
and  chorion,  causing  thickening  of  the  syncytium.  In  these  cases 
on  gross  examination  the  placenta  showed  no  sign  of  syphilis. 

Zur-Miihlen  {Russki  Wratsch,  191 2,  No.  38)  gives  the  clinical 
history  of  eight  cases  in  which  the  cause  of  habitual  abortion  was  ob- 
scure. With  the  exception  of  one  case  in  which  the  Wassermann 
reaction  was  positive,  syphilis  could  be  excluded  in  both  father  and 
mother.  In  two  patients  the  urine  contained  a  trace  of  albumin,  but 
in  the  third  it  was  normal.  In  six  patients  the  mother  received  a 
systematic  treatment  with  potassium  iodide  during  the  entire 
pregnancy.  These  women  gave  birth  to  full-term  and  healthy 
children.  In  one  case  with  a  negative  Wassermann  reaction  the 
iodide  treatment  produced  no  result.     The  writer  urges  the  value 
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of  such  treatment  in  all  cases  when  giving  the  history  of  habitual 
abortion  or  habitual  premate  labor. 

Schmidt  studied  692  cases  of  abortion  and  premature  labor  in 
the  clinic  at  Bremen  (Monatsschriftf.Geb.  u.  Gyn.,  1912,  Bd,  xxxvi, 
H.  5).  It  was  observed  that  the  number  of  abortions  doubled  in 
five  years  and  that  the  number  of  births  at  full  term  showed  a  marked 
decrease.  The  mortality  in  692  abortions  was  4.01  per  cent.,  and 
of  these  patients  77.5  per  cent,  were  married  and  22.5  per  cent,  were 
unmarried.  Pregnancy  came  to  an  end  before  the  end  of  the  third 
month  in  69.6  per  cent.;  after  the  second  month  in  30.4  per  cent. 
In  511  cases  the  primiparas  were  21.7  per  cent.;  the  multiparas 
78.3  per  cent.  One-third  of  them  all,  or  230  cases,  were  between 
fifteen  and  twenty-five  years  old.  48.5  per  cent,  were  between 
twenty-six  and  thirty-five  years,  and  18.2  per  cent,  from  thirty-six 
to  fifty  years.  442  patients  had  had  1112  labors  and  718  premature 
births.  The  ratio  among  these  patients  between  full-term  births 
and  abortions  was  2.5  to  1.3.  According  to  Schmidt's  studies, 
syphilis  does  not  play  so  important  a  part  in  causing  abortion  as  is 
commonly  believed.  In  thirty-four  cases  examined  by  the  Was- 
sermann  test  but  14.7  per  cent,  gave  a  positive  reaction.  85.3  per 
cent,  of  abortions  are  artificially  produced  by  direct  interference;  the 
remaining  14.7  per  cent,  ended  spontaneously  or  by  manual  inter- 
ference or  by  some  foreign  body  introduced  within  the  uterus. 
Schmidt  has  not  had  satisfactory  results  in  attempting  to  isolate 
different  bacteria  in  these  cases  and  he  has  no  faith  in  antistrepto- 
coccus  serum  in  abortion  complicated  by  septic  infection. 

Daunay  (Paris  Obst.  Soc,  March  16,  191 1)  advises  caution 
in  relying  upon  the  Wassermann  reaction,  as  he  has  found  it  re- 
peatedly positive  in  cases  of  eclampsia  with  well-marked  jaundice. 
Zubrycki  (Lwowski  Tygodnik  Lekarski,  191 2,  No.  21,  p.  327)  has  also 
obtained  a  positive  Wassermann  reaction  in  cases  of  eclampsia. 

Massoni  (Atti.  della  Societa  Ital.  di  Ostetr.  e.  Gin.,  191 2,  vol.  xviii) 
has  examined  thirteen  cases  of  twin  pregnancy  to  obtain  the  Was- 
sermann reaction.  It  was  negative  in  twelve  and  doubtful  in  one. 
That  the  Wassermann  reaction  may  be  of  value  to  medicolegal  cases 
is  shown  by  Leer  {Gross's  Archiv,  1912,  Bd.  xlvii,  p.  324).  In 
determining  the  existence  of  syphilis,  the  conveyance  of  syphilis, 
the  question  of  marriage,  and  other  cases  requiring  expert  testimony, 
the  Wassermann  reaction  may  be  of  positive  value. 

Plaszek  {Med.  Klinik,  1912,  Bd.  vii,  Nr.  17)  describes  the  case  of 
a  patient,  aged  sixteen  years,  a  sexual  degenerate,  where  a  correct 
diagnosis  as  to  the  cause  of  the  patient's  abnormal  condition  was  not 
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obtained  until  a  Wassermann  reaction  was  found  positive  and  the 
presence  of  syphilis  cleared  up  the  diagnosis. 

Thiberge  and  Weissenbach  {Annales  d'Hyg.  piihl.  et  de  vied,  leg., 
191 2,  4  Folge,  Bd.  xvii,  p.  81)  called  attention  to  the  medicolegal 
value  of  the  Wassermann  reaction  in  cases  where  it  is  supposed  that 
syphilis  has  been  conveyed  from  nurses  to  children  or  from  children 
to  nurses.  He  does  not  believe  that  a  negative  result  absolutely  ex- 
cludes the  possibility  of  syphilitic  infection,  but  it  is  his  experience 
that  a  positive  result  gives  strong  reason  for  believing  that  syphilis  is 
present. 

Epstein  (Prager  med.  Wchnschr.,  1913,  Bd.  xxxviii,  pp.  621-622) 
has  tested  all  patients  admitted  to  the  Prager  Foundling  Asylum  by 
the  Wassermann  reaction.  He  found  10  per  cent,  of  the  mothers 
and  33  per  cent,  of  the  children  giving  the  positive  result.  Three- 
fourths  of  the  mothers  had  no  clinical  symptoms  whatever  of 
syphilis. 

Sabin(.4«iz.  des  malad.  vener.,  1913,  Tome  8,  p.  263-281)  examined 
twenty-three  mothers  giving  signs  of  syphilis  by  the  Wassermann  test 
and  obtained  a  positive  reaction.  Sixteen  of  their  children  gave  a 
positive  reaction  during  the  first  week  after  birth.  Five  of  these  died 
of  syphilis  and  within  a  short  time.  The  remaining  seven  children  at 
the  beginning  gave  a  negative  reaction,  but  four  developed  a  positive 
result  in  the  second  month  of  life  while  the  remaining  three  did  not 
show  a  positive  reaction  until  the  sixth  month.  The  children  appar- 
ently had  latent  infection.  The  later  in  the  pregnancy  that  the 
mother  becomes  infected  the  greater  is  the  chance  of  escape  for  her 
child.  Where  the  new-born  child  gives  a  positive  reaction  it  should 
not  nurse,  and  with  a  negative  reaction  on  the  part  of  the  child  and  a 
positive  on  the  part  of  the  mother  the  child  should  receive  artificial 
food  and  only  nurse  after  the  mother  has  had  antisyphilitic  treatment. 

Uhlenhuth  and  Alulzer  (Deutsche  med.  Wchnschr.,  1913,  Bd.  xxxix, 
pp.  879-881)  found  that  the  milk  of  syphilitic  mothers  can  be 
infectious  without  giving  direct  evidence  on  microscopic  examination 
of  the  presence  of  the  spirochetae  pallida.  Guinea-pigs  vaccinated  or 
injected  with  this  germ  acquired  the  specific  infection.  In  one  of 
these  patients  the  Wassermann  reaction  was  positive,  and  the  child 
was  evidently  syphilitic. 

Balaban  (Journ.  akusch.  i  bolesn.,  January,  1913)  treated  two 
patients  who  had  repeated  births  of  dead  children  and  negative 
Wassermann  reaction  with  potassium  iodide  and  mercury  during 
pregnancy,  both  patients  going  to  term  and  giving  birth  to  healthy 
children.     A  third  patient  had  a  very  positive  Wassermann  reaction 
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and  received  salvarsan  and  gave  birth  to  a  healthy  child,  mother 
and  child  after  birth  giving  a  negative  Wassermann  reaction. 
Balaban  does  not  believe  that  a  negative  Wassermann  reaction 
contraindicates  antis^'philitic  treatment  in  cases  where  there  is 
reasonable  suspicion  that  s\^hilis  exists.  He  thinks  it  rational 
to  believe  that  salvarsan,  by  destroying  the  spirochetae  in  the  mother, 
may  save  the  life  of  the  child.  He  believes  that  this  remedy  should 
be  used  in  all  cases  of  abortion  or  birth  of  dead  children  where  no 
cause  can  be  assigned  and  where  the  Wassermann  reaction  is 
negative.  Additional  testimony  of  the  positive  value  of  the  Wasser- 
mann reaction  is  given  by  Sarateneau  and  Velican  (Monatsch. 
f.  Geb.  u.  Gyn.,  1913,  Bd.  xxxvii).  They  examined  five  pregnant  and 
twenty-two  puerperal  women  with  unfailing  positive  results  where 
syphilis  was  proved  to  be  present. 

Hesse  {Wiener  klin.  Wchnschr.,  191 5,  Nr.  3)  distinguishes  two 
groups  of  nonsyphilitic  disorders  in  which  the  Wassermann  reac- 
tion may  be  positive.  To  the  first  group  belong  diseases  caused  by 
protozoa,  while  in  the  second  are  included  scarlatina,  tuberculosis, 
malaria,  pneumonia,  lupus  erythematodes,  carcinoma,  and  sarcoma 
in  which  the  Wassermann  reaction  is  often  positive.  In  eleven  cases 
of  pemphigus  and  dermatitis  herpetiformis  the  Wassermann  reaction 
was  positive  in  nine.  In  but  one  case  was  syphilis  also  present.  The 
writer  believes  that  all  cases  of  pemphigus  give  a  Wassermann 
positive  test,  independently  of  s^'philis. 

Fildes  (Journ.  Obstetrics  and  Gynecology  of  the  British  Empire, 
March-May,  191 5),  in  discussing  congenital  syphilis,  made  the  Was- 
sermann test  on  the  mother  when  she  brought  the  child  for  examina- 
tion two  and  a  half  to  four  months  after  birth.  In  each  case  in  which 
a  positive  result  was  obtained  in  the  child,  or  either  from  the 
placenta  at  or  after  birth,  the  mother  also  gave  a  positive  reaction. 
This  coincides  with  what  has  been  observed  by  others  and  with  the 
belief  now  held  by  most  obstetricians:  that  a  woman  who  bears  a 
syphilitic  child  herself  becomes  syphilitic.  This  makes  it  practically 
impossible  to  maintain  the  contention  that  a  fetus  within  the  womb 
can  be  directly  infected  by  the  father. 

Fildes  examined  16  other  women,  obtaining  positive  reactions, 
although  their  children  were  healthy  and  gave  only  negative  reac- 
tions. In  677  women,  27  gave  positive  Wassermann  reactions,  or 
3.9  per  cent.  Of  these,  16  syphilitic  women  bore  healthy  children 
with  negative  reaction;  7  syphihtic  women  had  healthy  children  with 
very  transient  positive  placental  reaction;  3  syphilitic  women  had 
healthy  children  who  subsequently  gave  a  positive  reaction,  and  i 
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s>^hilitic  woman  bore  a  syphilitic  child.  So  but  4  of  27  syphilitic 
women  had  syphilitic  children.  As  regards  the  application  of  the 
Wassermann  test  it  may  be  difficult  to  obtain  a  sufficient  quantity 
of  blood  from  an  infant  without  damage  or  without  attracting  the 
attention  of  a  parent  or  friend.  So  many  observers  have  taken 
blood  from  the  umbilical  cord  for  this  purpose  whether  the  child  was 
diseased  or  not.  This  may  lead  to  error,  and  syphilis  may  escape 
detection  because  this  blood  from  the  umbilical  cord  was  used. 
Syphilis  in  the  infant  cannot  be  accurately  diagnosed  in  this  manner. 
In  fact  the  majority  of  women  giving  a  positive  reaction  do  not  give 
a  positive  reaction  in  the  blood  of  the  umbilical  cord,  so  placental 
blood  is  no  index  to  the  amount  of  sj^jhilis  among  these  patients. 
As  regards  the  Wassermann  test,  Fildes  did  not  consider  it  necessary 
to  prolong  the  observation  after  the  infant  was  four  months  old. 

It  is  very  desirable  that  serologists,  in  order  to  have  some  definite 
standard  for  the  Wassermann  reaction,  should  know  what  substances 
are  used  in  making  the  test  and  some  definite  scale  of  results  should 
be  adopted.  A  painstaking  and  elaborate  method  for  determining 
this  is  given  by  Heimann  {Jour.  Am.  Med.  Assn.,  May  i,  1910). 
It  is  of  practical  interest  to  laboratory  workers  only,  and  includes  a 
formula  by  which  the  calculation  of  the  percentages  representing 
the  positive  nature  of  the  test  may  be  made. 

THE   LUETIN    REACTION. 

Noguchi,  who  first  successfully  cultivated  the  spirochetae,  devised 
a  method  of  using  these  results  known  as  the  luetin  skin  test  for 
syphilis.  This  is  practically  a  cutaneous  vaccine  test.  It  has  been 
studied  also  by  KaUski  {New  York  Medical  Jour.,  July  5,  1913) 
and  Fon  {Journal  of  Cutaneous  Diseases,  August,  191 2).  It  is  very 
difficult  to  isolate  or  cultivate  the  spirochetae.  When  the  prepara- 
tion has  been  prepared  from  the  organism  a  fine  hypodermatic  needle 
is  used  to  inject  it  into  the  upper  layer  of  the  skin  until  a  small  raised 
surface  results,  0.05  c.c.  to  0.07  c.c.  being  the  average  quantity  used. 
If  the  test  is  positive  a  papule  with  a  well-defined  infiltrated  space 
about  8  mm.  in  diameter  develops,  lasting  three  or  four  days,  or 
softening  and  forming  pus.  A  slight  reaction  in  redness  or  infiltra- 
tion is  not  the  genuine  test.  When  a  severe  reaction  develops  a 
small  abscess  may  form  which  ruptures,  or  its  contents  may  be  ab- 
sorbed and  an  infiltrated  and  pigmented  area  remain  for  some  time. 
Experience  shows  that  this  test  is  most  useful  in  tertiary  syphilis, 
although  even  then  the  Wassermann  was  more  reliable  than  the 
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luetin  test.  In  hereditary  syphilis  the  luetin  test  is  sometimes  posi- 
tive. So  far  as  the  obstetrician  is  concerned  the  method  cannot  be 
said  to  have  definite  practical  value  as  yet. 

SYPHILITIC    INFECTION    IN    THE    MOTHER. 

Fournier  {Bull,  de  VAc.  de  Med.,  October  g,  1906,  vol.  ii)  in  his 
studies  in  syphilis  estimates  20  per  cent,  of  all  his  cases  were  women 
married,  of  whom  70  per  cent,  had  acquired  the  syphilis  before  mar- 
riage and  30  per  cent,  afterward.  In  76  per  cent,  signs  of  syphilis 
appeared  in  the  first  six  months  after  marriage;  in  8.4  per  cent,  in 
the  second  half  of  the  first  year  of  married  life,  and  in  5.8  per  cent, 
during  the  second  year  of  marriage.  In  a  small  number  of  cases 
the  disease  did  not  show  itself  until  six  or  eight  years  after  marriage. 
Fournier  ascribes  this  condition  to  the  ignorance  and  lack  of  in- 
telligence in  a  general  population  concerning  the  possibility  of  marital 
infection.  Saias  (These  de  Paris,  1907)  describes  several  cases  of 
stenosis  of  the  cervix  uteri,  resulting  from  syphilitic  infection. 
One  can  readily  see  how  this  condition  could  complicate  parturition. 
Maraller  (Zentral.  f.  Gyii.,  1908,  No.  21)  describes  the  case  of  a 
woman  married  four  months  who  had  the  initial  lesion  of  syphilis 
on  the  vaginal  portion  of  the  cervix.  The  patient  was  a  primipara, 
aged  twenty-nine  years.  The  lesion  was  the  size  of  a  quarter- 
dollar  piece  at  the  edge  of  the  os,  having  a  smooth,  shining  surface 
of  a  dark  yellow  color  and  surrounded  by  red  and  livid  tissue.  No 
alteration  could  be  found  in  the  mucous  membrane  of  the  mouth 
or  about  the  jaws.  The  inguinal  glands  were  slightly  affected. 
There  was  an  exanthematous  eruption  on  the  buttocks  and  a  maculo- 
papulous  eruption  on  other  portions  of  the  body. 

Casigha  and  Ciando  (Bull,  de  la  soc.  d'obstetr.  de  Paris,  1908, 
II  Annee,  Nr.  6  u.  7)  described  a  syphilitic  closure  of  the  external  os 
in  a  patient  in  her  second  pregnancy.  The  cervix  was  completely 
obliterated  so  that  the  vagina  seemed  to  end  in  a  blind  pouch.  It 
was  necessary  to  dilate  the  external  os  with  instruments  sufiiciently 
to  make  free  incisions.  Labor  was  terminated  by  basiotrypsy  on 
the  dead  child.  The  mother  made  a  good  recovery  without  disturb- 
ance during  the  puerperal  period. 

Syphilis  in  its  relation  to  marriage  is  discussed  by  Scholtz  (Mon- 
atschr.f.  Gehurtsh.  u.  Gyn.,  1908,  Bd.  xxvii  and  xxviii).  He  finds  that 
in  75  per  cent,  of  cases  where  women  have  acquired  syphiUs  after 
marriage  the  husband  became  syphilitic  less  than  three  years  before 
marriage,  and  that  the  first  three  years  after  infection  are  most 
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dangerous,  so  far  as  marriage  is  concerned.  During  the  first  five 
years  after  the  initial  lesion  the  possibility  of  conveyance  is  consid- 
erably less.  For  making  a  positive  diagnosis  in  cases  where  the 
question  of  marriage  came  up  Scholtz  had  not  found  the  Wassermann 
reaction  absolutely  reliable.  His  own  experience  led  him  to  believe 
that  the  syphilitic  man  or  woman  should  receive  continuous  and 
energetic  treatment  for  at  least  six  years  before  marriage.  Among 
the  many  complications  which  syphiUs  may  bring  to  the  pregnant 
woman,  Herzfeld  (Archivf.  Gyniikologie,  1907,  Band  Ixxxii)  calls  atten- 
tion to  premature  separation  of  the  normally  implanted  placenta. 
Some  years  ago  the  maternal  mortaHty  from  this  accident  was  50 
per  cent.  Under  modern  methods  of  diagnosis  and  treatment  it  has 
been  reduced  at  present  to  29  per  cent.,  although  the  fetal  mortality 
remains  from  82  to  79  per  cent. 

It  is  evident  from  these  statistics  that  syphilis  in  causing  placental 
disease  is  a  complication  of  a  serious  nature  for  the  pregnant  woman. 

The  mode  b\'  which  the  mother  conveys  syphilis  to  her  offspring 
or  herself  becomes  infected  is  always  a  subject  of  interest.  Reitschel 
(Med.  Klinik.,  1909,  Nr.  18)  is  firmly  convinced  from  his  observations 
that  the  mother  of  a  syphilitic  child  is  syphilitic.  Some  idea  can 
be  obtained  as  to  when  the  maternal  infection  arose  by  studying 
the  condition  of  the  placenta.  The  more  extensive  the  syphilitic 
lesions  the  earlier  in  pregnancy  did  the  infection  occur.  If,  however, 
syphihtic  changes  in  the  placenta  are  recent  and  inconsiderable  the 
mother's  infection  may  actually  have  taken  place  during  labor. 
He  denies  positively  the  possibility  of  paternal  congenital  syphiUs 
transmitted  to  the  fetus. 

Pinard  and  Girauld  (Gaz.  des  Hop.,  1909,  Xr.  115)  have  studied 
the  influence  of  syphilis  upon  pregnancy. 

Pinard  in  239  syphilitic  pregnant  women  reported  a  mortaUty  of 
73  per  cent.  This  probably  arose  from  mixed  infection  occurring 
during  labor,  whereby  sepsis  was  added  to  the  syphilitic  poison. 
He  recognizes  syphilis  of  paternal  and  of  maternal  origin  as  trans- 
mitted to  the  fetus  and  believes  that  maternal  syphilis  is  more  fatal 
to  the  fetus  than  paternal.  For  the  child,  the  most  dangerous  period 
after  birth  is  the  first  three  years  and,  unfortunately,  the  action  of 
the  syphilitic  virus  is  not  less  in  the  second  generation  than  in 
the  first.  Although  modern  methods  of  diagnosis  may  be  useful, 
he  relies  for  treatment  upon  mercury  only. 

Lucas  {Brit.  Med.  Jour.,  February  i,  1908)  believes  that  syphilis 
acquired  by  the  mother  after  conception  at  any  period  of  her  preg- 
nancy may  be  transmitted  to  the  fetus.     This  usually  happens  dur- 
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ing  the  first  six  months  and  in  more  than  one-third  of  these  cases 
pregnancy  is  interrupted.  In  the  last  three  months  the  child  is 
often  infected,  but  symptoms  appear  days,  or  even  months,  after  its 
birth.  Pregnancy  usually  goes  to  its  natural  end  and,  as  a  rule,  the 
child  survives.  Infection  is  conveyed  through  the  blood  channels 
and  the  spirochetae  penetrate  to  the  placenta. 

Baisch  {Zentral.  j.  Gyn.,  1909,  No.  28,  No.  42)  from  the  study  of 
100  cases  of  syphilis  complicating  pregnancy,  believes  that  CoUes's 
and  Profeta's  laws  should  no  longer  be  recognized  as  valid.  He 
beheves  that  a  certain  percentage  of  primiparae  (in  the  most 
Uberal  estimate  8  per  cent.)  although  giving  birth  to  syphilitic  chil- 
dren, may  themselves  escape  infection,  but  that  with  each  renewed 
pregnancy  the  danger  of  infection  increases  enormously.  Ninety  per 
cent,  of  all  mothers  having  syphilitic  children  are  certainly  syphihtic, 
although  two-thirds  of  these  women  may  not  show  the  sHghtest 
sign  of  s}^hilis.  In  his  experience  mercury  treatment  during  preg- 
nancy is  most  successful. 

Bab  (Zentral.  f.  Gyn.,  1909,  No.  15)  finds  that  so-called  latent 
syphilis  in  the  woman  can  no  longer  be  denied,  and  that  it  may  be 
considered  as  ovogenous,  decidual  or  placental  in  the  method  of  its 
transmission.  While  in  active  syphilis  women  have  syphilitic 
children  from  six  to  ten  years  after  the  initial  infection,  in  latent 
syphilis  several  healthy  children  may  be  borne  before  the  disease 
becomes  active  in  the  mother.  Mercury  and  potassium  iodide  are 
still  valuable  in  latent  syphilis.  Syphihtic  children  from  a  latently 
syphilitic  mother  may  have  a  healthy  father.  Exceptions  to  Colles's 
law  can  best  be  interpreted  through  the  doctrine  of  latent  syphiUs 
and  the  spontaneous  appearance  of  later  lesions,  or  through  the 
fact  that  latent  peritoneal  or  glandular  syphihs  in  the  woman  may 
cause  a  reinfection  of  the  skin, 

Bab  does  not  deny  the  possibility  of  paternal  infection  by  syphihs 
and  the  immunizing  of  the  mother  through  the  child  and  the  reverse 
process. 

Fraenkel  {Monatschr.  f.  Geb.  u.  Gyn.,  1910,  Bd.  xxxi.  Heft  2  and  3) 
believes  also,  in  the  fact  that  the  mother  of  a  syphilitic  child  cannot 
remain  immune  but  becomes  practically  syphihtic.  Where  the 
mother  is  apparently  healthy  and  the  child  is  macerated  the  mother's 
latent  infection  has  a  much  more  important  bearing  upon  the  macera- 
tion than  is  often  supposed.  He  believes  that  all  cases  where  the 
fetus  is  macerated  point  strongly  to  syphilis.  It  is  possible  to 
imagine  a  condition  where  the  immunity  of  the  child  may  gradually 
cease  through  the  continued  infection  of  the  mother  without  neces- 
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sarily  symptoms  of  acute  syphilis  appearing.  A  positive  reaction 
with  the  child  does  not  prove  immunity,  but  only  that  the  child  itself 
is  syphilitic.  In  his  studies  he  never  found  a  positive  reaction  in 
the  child  with  a  negative  reaction  in  the  mother.  Although  he 
observed  that  the  placenta  rarely  contained  spirochetae,  he  did  not 
believe  that  was  an  argument  that  the  placenta  acts  as  a  filter  against 
the  germs.  In  the  treatment  of  these  cases  it  is  often  not  possible 
by  mercurial  administration  to  change  a  positive  to  a  negative  reac- 
tion. Although  the  patient  may  be  apparently  healthy,  should  the 
reaction  be  positive,  it  is  well  to  give  antispecific  treatment.  He 
urges  that  physicians  should  not  wait  until  the  characteristic  erup- 
tion appears  upon  the  mother. 

Bering  {Deutsche  med.  Wchnschr.,  1910,  No.  5)  joins  those  who 
deny  immunity  in  the  mother  of  syphilitic  children.  The  children 
of  syphilitic  mothers  are  not  immune  to  syphilis,  but  either  syphilitic 
or  healthy. 

Knoepfelmacher  and  Lehndorff  {Jahrh.  /.  Kinderheilk.,  1910, 
3,  Band  xxi,  Heft  2)  draw  attention  to  the  difficulty  at  times  in 
making  a  diagnosis  of  syphilis  through  the  bacterial  examination  of 
the  placenta.  The  body  of  the  fetus  is  a  much  better  culture  medium 
for  the  characteristic  germ  and  will  give  much  more  positive  results. 
The  umbilical  cord  and  the  liver  of  the  fetus  are  the  favorite  sites  of 
infection. 

Jaeger  {Miinchen.  med.  Wchnschr.,  1910,  pp.  1826-1829)  has 
studied  the  relation  between  premature  fetal  death  and  syphilis 
in  the  mother  and  puerperal  morbidity.  In  67  cases  there  were  54 
in  which  the  cause  of  fetal  death  could  be  absolutely  demonstrated. 
Of  these  46  were  from  syphilis,  6  from  nephritis,  i  from  anomaly  in 
the  placental  development,  and  i  from  infection  in  the  amniotic 
Hquid.  While  among  the  large  number  of  mothers  the  morbidity 
percentage  was  17,  among  those  having  syphilis  it  rose  to  36  per 
cent.  There  were  2  fatal  cases  in  this  series.  One  woman  had  given 
birth  to  a  macerated  child;  the  other  mother  died  of  nephritis. 
In  31  per  cent,  of  these  cases  the  lochial  discharge  was  foul.  A 
frequent  complication  of  labor  in  syphilitic  women  is  the  retention 
of  a  portion  of  the  placenta  or  membranes.  It  was  interesting  to 
note  that  the  morbidity  of  the  mother  is  higher  when  the  child  is 
born  living  or  has  just  died  before  birth,  than  in  cases  where  the 
child  has  died  sometime  previously  and  has  undergone  partial  de- 
composition. This  Jaeger  explains  by  the  fact  that  the  birth  of  a 
macerated  fetus  is  usually  short  and  with  comparatively  little 
laceration  or  pain.     In  one  series  of  specific  cases  the  mother  died  of 
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puerperal  septic  infection  fourteen  days  after  labor,  having  the 
characteristic  syphilitic  roseola  and  condylomata.  No  vaginal 
examination  had  been  made  in  this  case  during  labor.  The  birth 
was  spontaneous;  the  placenta  and  membranes  were  entirely  expelled. 
A  chill  with  temperature  of  104°  F.  developed  on  the  third  day; 
fever  was  high  and  intermittent,  and  on  the  eleventh  day  both 
hypogastric  vessels  were  ligated  without  result.  On  the  thirty- 
seventh  day  after  the  birth  of  her  child  this  patient  died.  In  three 
cases  which  were  severely  infected  but  recovered,  there  seemed  to 
be  in  two  of  them  no  doubt  but  that  the  characteristic  syphilitic 
lesions  on  the  external  genital  organs  had  been  the  source  from  which 
infection  was  conveyed  through  vaginal  examinations.  It  seems 
rational  to  suppose  that  the  specific  infection  lowers  the  patient's 
resisting  power  against  puerperal  sepsis.  He  advises  that  in  syphi- 
litic patients  labor  should  be  conducted  without  vaginal  examina- 
tions as  much  as  possible,  and  that  every  effort  be  made  to  disinfect 
and  render  aseptic  external  syphilitic  lesions. 

That  syphilis  may  affect  the  kidney  is  illustrated  by  Hirsch 
{Zentral.  f.  Gyn.,  1909,  No.  35).  His  patient  was  aged  thirty  years 
and  in  her  fifth  pregnancy.  The  previous  pregnancies  had  been 
complicated  by  nephritis  and  edema,  hydrocephalus  in  the  child, 
and  the  patient  had  weak  and  inefficient  pains  through  labor.  Dur- 
ing the  present  gestation  the  patient  had  been  treated  for  nephritis, 
but  developed  polyhydramnios  and  came  into  labor  with  a  dead  and 
hydrocephalic  fetus.  The  child  was  found  to  have  ascites,  large 
spleen  with  fibrous  tissue  in  the  capsule,  and  enlarged  thymus  and 
liver.  After  the  child  was  born  the  patient  became  worse,  the 
right  kidney  was  found  considerably  enlarged,  and,  as  the  patient's 
tissues  were  thin,  the  surface  of  the  kidney  could  be  palpated  and 
made  out  to  be  roughened.  This  examination  was  painful.  The 
left  kidney  could  not  be  detected  and  there  was  no  pain  in  the  left 
iliac  and  lumbar  regions.  The  urine  was  albuminous,  the  patient's 
general  condition  bad,  and  there  was  an  eruption  on  the  upper  por- 
tion of  the  trunk.  The  axillary  and  adjacent  lymphatics  were 
enlarged,  the  teeth  were  much  decayed,  there  was  thickening  in  the 
upper  part  of  the  lips,  exostosis  on  the  right  tibia,  and  swelling  over 
both  shins.  There  was  a  history  of  progressive  failure  in  strength, 
with  loss  of  weight.  The  feet  were  often  swollen.  In  diagnosis, 
chronic  nephritis  could  be  excluded,  and  it  seems  probable  that  the 
kidney  had  become  infected  with  pus-forming  organisms  or  with 
the  tubercle  bacillus,  or  the  spirochetas.  Under  the  free  use  of  iodide 
of  potassium  the  patient  greatly  improved.     He  also  reports  a  second 
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and  similar  case  where  the  right  kidney  could  be  palpated,  where 
the  secretion  of  urine  was  considerably  lessened,  and  a  well-marked 
percentage  of  albumin  was  present.  This  patient  also  improved 
under  the  free  use  of  iodide  of  potassium. 

Mangiagalli  {Arte  Ostetr.,  Milano,  191 2,  Anno.  26,  p.  217)  has 
studied  the  relations  between  syphihs  and  pregnancy  in  their 
clinical  aspects.  He  recognizes  four  conditions:  one  in  which 
both  parents  are  syphilitic  at  the  time  when  conception  occurs,  a 
second  where  the  mother  alone  is  infected,  a  third  where  the  father 
alone  is  syphilitic,  and  a  fourth  where  the  mother  becomes  s}T)hilitic 
after  conception,  although  both  parents  prior  to  conception  were 
healthy.  With  others,  he  finds  that  the  Wassermann  reaction  has 
demonstrated  the  fact  that  apparently  healthy  children  born  of 
svphilitic  mothers  are  themselves  syphilitic.  When  a  mother 
becomes  infected  after  the  seventh  month  of  gestation  the  symptoms 
in  the  fetus  are  much  less  severe.  Although  such  a  child  may  show 
no  gross  sign  of  syphilis  the  Wassermann  reaction  will  be  positive. 
There  seems  to  be  no  direct  relation  between  the  positive  Wasser- 
mann test  and  the  characteristic  clinical  signs  of  syphilis.  It  is 
possible  that  mothers  nursing  syphilitic  children  may  be  immune 
to  the  child  itself.  When  both  parents  are  syphilitic  the  child  is 
syphilitic  in  68  per  cent.  When  the  mother  alone  is  infected  the 
child  shows  the  characteristic  infection  in  60  per  cent.  When  the 
father  alone  is  syphilitic,  in  from  12  to  28  per  cent.  The  length  of 
time  which  elapses  after  the  primary  infection  very  much  weakens 
the  severity  of  the  syphilitic  process.  So  far  as  the  infection  goes, 
tertiary  cases  are  considered  not  infectious,  while  primary  and 
secondary  are.  It  is  well  to  treat  the  mother  when  the  father  has 
syphilis,  although  the  mother  may  show  no  clinical  sign  of  the  disease. 
A  mother  who  is  not  syphilitic  may  nurse  her  child,  as  the  writer 
believes  that  the  mother  is  practically  immune.  He  believes  that 
the  child  should  be  directly  treated,  but  that  one  should  not  rely 
upon  treatment  addressed  to  the  mother  only.  He  prefers  treat- 
ment by  inunction  for  infants  to  the  use  of  any  other  method. 

Miller  (Cleveland  Medical  Journal,  July,  191 2)  has  found  in  his 
observation  that  most  conceptions  occurring  in  syphilitic  patients 
terminate  in  abortion  during  the  first  month,  and  that  where  preg- 
nancy goes  further  than  this,  in  the  great  majority  of  cases  the  fetus 
is  born  macerated.  Should  the  child  escape  death  it  wiU  be  puny  and 
ill  developed,  although  it  may  show  no  positive  sign  of  syphilis. 
He  believes  that  22  per  cent,  of  all  pregnancies  end  in  abortion, 
but  that  in  syphilitic  women,  the  percentage  of  abortion  rises  to  70. 
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Where  the  infection  occurred  just  before  or  during  pregnancy  the 
entire  ovum,  both  placenta  and  fetus,  gives  abundant  spirochetae. 
Changes  in  the  placenta  are  responsible  in  most  cases  for  fetal  death. 
In  some  cases  the  severity  of  the  syphilitic  process  seems  to  have 
exhausted  itself  upon  the  placenta,  the  fetus  showing  little  signs  of 
the  disease.  The  Wassermann  reaction  is  not  always  present  in 
patients  giving  birth  to  macerated  children  nor  in  those  having 
repeated  abortion.  The  mother,  however,  will  give  a  positive  reac- 
tion whether  the  fetus  shows  signs  of  the  disease  or  not. 

Engman  {Jour.  Am.  Med.  Assn.,  May,  1912)  believes  that  the 
mode  of  infection  in  mother  and  child  is  practically  through  the 
blood-vessels,  the  spirochete  being  usually  found  more  abundantly 
in  the  fetal  than  in  the  maternal  portion  of  the  placenta.  This 
may  be  because  the  growing  portion  of  the  placental  connective 
tissue  is  less  resistant  than  other  portions. 

Gambarow  {Nowoje  w.  Med.,  1913,  No.  14),  among  other  patients 
to  whom  he  applied  the  Abderhalden  test,  had  two  that  were  syphi- 
litic. The  form  of  specific  disease  was  syphilitic  granuloma  and  a 
positive  reaction  to  the  Abderhalden  test  was  given. 

Conradi  (Jahrb.  J.  Kinder heilk.,  1913,  Bd.  Ixxvii,  pp.  190-193)  de- 
scribes a  case  of  umbilical  sepsis  where  Friedlander's  encapsulated 
bacillus  was  found  in  a  child  having  hereditary  syphilis.  In  the  liver 
and  spleen  there  were  spirochetae  and  in  the  blood  from  the  heart 
and  the  spleen  encapsulated  bacilli.  In  the  suprarenal  bodies  there 
were  large  dark  red  areas  of  hemorrhage  caused  by  the  septic  in- 
fection which  was  the  immediate  cause  of  the  death  of  the  child. 

The  practical  question  concerning  the  safety  of  marriage  among 
syphilitic  persons  is  discussed  by  Matthei  (Zentral.  f.  Gyn.,  1913, 
Nr,  29).  He  would  give  his  consent  when  at  least  five  years  had 
passed  since  the  infection,  and  when  for  the  last  two  or  three  years 
absolutely  no  symptom  has  been  present.  It  is  difi&cult  to  correctly 
estimate  the  virulence  or  lack  of  virulence  in  a  syphilitic  process. 
When  the  nervous  system  becomes  involved  the  infection  has 
been  a  severe  one.  Considerable  value  must  be  placed  upon  the 
reaction  of  the  patient  to  antisyphilitic  treatment,  and  the  Wasser- 
mann reaction  must  be  absolutely  negative. 

That  syphilis  may  cause  complications  in  labor  is  illustrated  in 
the  case  of  Oue  {Bull,  de  la  soc.  d'obst.  et  de  gyn.  de  Paris,  1913, 
2  Annee,  Nr.  5).  The  patient  was  a  young  primipara,  long  in  labor, 
and  the  external  os  only  admitting  one  finger.  The  parts  were 
becoming  edematous  and  a  spontaneous  delivery  was  impossible. 
Accordingly,  the  mother  was  delivered  by  section,  but  died  two  days 


798  DAVIS :    SYPHILIS    IX   ITS   RELATION   TO    OBSTETRICS 

later  from  pulmonary  embolus.  Although  many  have  denied  that 
spirochetae  can  be  found  in  the  milk  of  a  syphilitic  mother,  Uhlenhut 
and  Molzer  {Deutsche  med.  WcJmschr.,  1913,  p.  79)  in  two  cases  were 
able  by  inoculating  guinea-pigs  with  the  milk  from  syphilitic  women 
to  obtain  a  characteristic  reaction.  In  these  cases  there  were  no 
syphilitic  lesions  upon  the  nipples.  One  mother  had  no  symptoms 
herself  but  had  a  syphilitic  child.  Under  these  circumstances  it  is 
easy  to  understand  how  an  infant  can  become  infected. 

The  popular  belief  that  syphilis  is  a  frequent  cause  of  abortion 
is  denied  by  Trinchase  {Beitr.  z.  Geh.  u.  Gyn.,  1913,  1800-1802). 
He  believes  that  when  syphilitic  women  abort  it  is  because  they  have 
displacements  of  the  uterus  or  endometritis  or  some  other  disorder 
beside  syphihs.  He  asserts  that  up  to  the  present,  spirochetae  have 
not  been  found  in  the  product  of  conception  expelled  by  abortion. 
He  also  believes  that  in  the  interruption  of  pregnancy  between  the 
fifth  and  seventh  months,  s>'philis  plays  no  important  part.  Two- 
thirds  of  aU  syphilitic  children  are  born  in  the  last  three  months  of 
pregnancy,  and  of  these  but  5.3  per  cent,  are  fully  developed.  Fetal 
infection  usually  occurs  in  the  last  months  of  gestation  and  53.5 
per  cent,  of  stillborn  syphilitic  children  are  between  the  eighth  and 
tenth  months  of  development.  Antisyphilitic  treatment  of  the 
mother  should  begin,  if  possible,  before  the  fetus  has  become  infected; 
so  soon  indeed  as  a  diagnosis  of  specific  disease  can  be  made. 

SYPHILIS  IN  THE  NEW'-BORN. 

Syphilis  attacks  the  fetus  in  ver}^  different  ways  in  different  cases. 
The  su]>ject  of  maternal  syphilis  cannot  be  considered  without  ob- 
serving many  of  the  characteristics  of  the  disease  in  the  child  as  well, 
but  certain  symptoms  are  peculiar  to  the  sx'philitic  infant. 

Godron  (These  de  Paris,  1904)  calls  attention  to  sudden  death  in 
syphilitic  infants  many  of  whom  have  hereditary  syphilis  and  who 
give  no  clinical  symptoms.  When  the  child  does  not  nurse  well 
and  loses  weight,  even  though  no  characteristic  symptoms  of  syphilis 
be  present,  one  must  always  have  it  in  mind  and  try  the  effect  of 
mercury  given  by  inunction.  Such  children  often  improve  re- 
markably under  antisyphilitic  treatment. 

Ribbert  (Zentralbl.  f.  allge.,  it.  pathol.  Anat.,  1905,  Bd.  xv)  calls 
attention  to  masses  of  fatty  tissue  with  highly  granular  and  dis- 
colored substance  found  in  the  lumen  of  urinary  tubules  and  in  the 
parotid  gland  of  syphilitic  children.  These  masses  stand  in  no  rela- 
tion to  subjacent  cells  and  resemble  protozoa  whose  significance  is 
not  clear. 
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Thomsen  (Bibl.  fiir  Laeger,  1907,  pp.  69-92)  believes  that  the 
prognosis  in  sv^hihs  of  the  new-born  child  depends  greatly  upon 
the  prompt  making  of  a  diagnosis  and  speedy  and  efficient  treat- 
ment. He  lays  considerable  stress  upon  the  characteristic  inflam- 
mation of  the  umbilical  cord,  beUeving  that  it  is  present  in  three- 
fourths  of  all  cases.  In  the  Copenhagen  IMaternity  Hospital 
he  examined  all  children  of  s^-philitic  mothers  by  the  x-ray  during 
the  first  days  after  birth.  In  this  manner  he  could  detect  the  char- 
acteristic osteochondritis  at  once  and  institute  mercurial  treatment 
promptly.  Fifty-five  children  were  examined  of  whom  fifteen  were 
found  to  be  syphilitic.  In  seven  of  these,  by  the  x-ray,  the  charac- 
teristic osteochondritis  could  be  plainly  seen.  In  other  cases  where 
the  bones  were  normal  the  inflammatory  condition  of  the  umbilical 
cord  pointed  to  the  diagnosis.  He  considers  the  examination  of 
the  umbiHcal  cord  of  special  importance,  and  also  the  placenta,  and 
next  to  this  is  the  use  of  the  a-ray.  He  was  unable  to  base  the  prog- 
nosis upon  the  extent  and  severity  of  the  osteochondritis  present. 

Risel  {Vortrag  ajif  d.  Natiir-Versamml.,  Koln,  Aht.  J.  Kinderheilk., 
1908)  examined  the  blood  of  twenty  infants  having  hereditary  syph- 
ilis, finding  the  hemoglobin  percentage  less  than  normal  and  the  num- 
ber of  erythrocytes  reduced  to  1,500,000.  These  cells  were  also  much 
altered  in  contour.  Except  in  the  mildest  cases  the  red  blood  cells 
were  enucleated  with  many  variations.  A  marked  leukocytosis  as 
high  as  20,000  was  not  often  seen,  but  is  usually  present  in  cases 
comphcated  by  septic  infection  or  bronchopneumonia.  In  very 
severe  cases  a  higher  percentage  of  lymphocytes  is  often  observed 
while  the  leukocytes  may  be  absolutely  normal.  So  also  the 
mononuclear  leukocytes  may  be  increased.  Where  the  myelocytes 
are  markedly  increased  a  very  unfavorable  prognosis  may  be  given. 
The  most  extensive  changes  in  the  blood  were  seen  in  the  youngest 
children  studied.  As  these  were  children  nursed  by  the  mothers, 
the  influence  of  nursing  could  not  be  said  to  be  efficient  for  the  child. 
Additional  symptoms  of  syphilis  were  found  in  the  swelling  in  the 
spleen  and  liver,  and  in  many  children  in  the  pseudoparalysis  of  the 
extremities. 

Bauer  (Jahrb.f.  Kinderheilk.,  1908,  p.  232)  has  used  the  Wasser- 
mann  reaction  to  diagnosticate  syphilis  in  the  new-born  and  has 
attained  positive  and  reliable  results. 

Weyl  (Jahrb.  f.  Kinderheilk.,  1908)  has  examined  six  new-born 
infants  with  hereditary  syphilis,  varying  in  age  from  thirteen  days 
to  four  and  a  half  months,  in  whom  there  was  clinical  evidence  that 
the  brain  was  involved,  but  in  one  of  whom  significant  and  charac- 
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teristic  lesions  were  found  at  autopsy.  In  the  other  cases  the 
changes  were  in  the  pia  mater,  characterized  by  thickening  of  the 
connective  tissue  with  cell  infiltration.  In  five  fibroblasts,  plasma 
cells,  large  round  cells,  and  lymphocytes  were  found  in  abundance. 
Very  rarely  red  blood  corpuscles,  leukocytes,  and  mast  cells  were 
found.  In  the  lining  of  the  vessels  of  the  pia  mater  and  in  the 
brain  adjacent  there  were  masses  of  lymphocytes  and  white  blood 
cells  which  seemed  to  be  embryonal  tissue.  In  one  case  the  process 
present  in  the  meninges  had  extended  to  some  extent  to  the  cortex. 
In  only  two  cases  was  there  extravasation  of  the  blood  in  the  substance 
of  the  brain  itself.  In  three  there  seemed  to  be  a  mild  inflammatory 
process  in  the  cerebral  tissue.  From  his  observations  he  infers 
that  in  syphilis  in  the  new-born  the  brain  is  very  frequently  involved. 
David  {These  de  Toulouse,  1909)  believes  that  syphilis  con- 
tracted after  conception  is  much  more  slow  in  developing  than 
that  which  is  present  when  conception  occurs.  It  can,  however, 
attack  the  fetus  through  the  medium  of  the  blood  channels  and  the 
placental  circulation.  Vigorous  treatment  of  the  mother  is  indicated 
at  all  periods  of  her  gestation. 

Boissei  (Bull,  de  la  soc.  d'obst.  de  Paris,  1910,  Nr.  8,  p.  400),  in 
the  maternity  of  Saint-Louis,  found  that  in  95  per  cent,  of  cases  where 
a  macerated  fetus  was  born  after  the  fourth  month  that  S3^philis 
was  the  cause.  In  2  per  cent,  of  these  cases  the  mother's  albumin- 
uria produced  fetal  death;  in  3  per  cent,  the  cause  could  not  be 
ascertained. 

Tissear  in  115  cases  could  distinctly  recognize  S3qDhilis  as  the 
cause  of  fetal  death  in  71.  In  24  macerated  fetuses  where  the  mother 
was  syphilitic  the  spirochetae  could  be  demonstrated  in  19.  In 
32  cases  where  the  mother  was  probably  syphilitic  they  were  found  in 
28.  In  26  cases  where  the  mother  was  suspected  to  have  s}^hilis 
and  where  the  fetus  was  macerated,  syphilis  was  proved  in  14. 
In  78  apparently  healthy  women,  through  examining  the  fetus, 
S3rphilis  was  detected  in  38.  In  a  series  of  115  macerated  fetuses, 
99  were  the  result  of  syphilis. 

While  in  the  great  majority  of  cases  syphilis  is  acquired  before 
birth  it  can  occasionally  be  proved  to  have  occurred  during  par- 
turition itself.  Haslund  (Hospitalstid.,  191 1,  No.  9)  reports  the  case 
of  multiple  recent  extragenital  indurations  in  an  apparently  healthy 
child  at  birth,  developing  in  the  fifth  week  and  proved  to  have  been 
syphilitic  and  acquired  during  birth. 

It  is  interesting  to  know  the  fate  of  children  born  with  hereditary 
syphilis.     Obviously  many  circumstances  combine  to  obscure  the 
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facts  in  these  cases.  The  existence  of  the  disease  may  be  denied  or 
concealed,  and  those  knowing  the  condition  of  the  parents  may  be 
separated  from  the  child  and  the  parents  themselves  may  have 
died.  Bering  {Arckiv  /.  Dermatologie,  March,  igii)  has  studied 
and  followed  the  histories  of  37  cases.  The  syphilis  was  hereditary 
and  late.  The  infection  had  occurred  before  birth,  but  the  symptoms 
of  the  hereditary  disease  showed  themselves  later  in  life,  entirely 
independently  of  the  development  of  the  characteristic  lesions 
soon  after  birth. 

In  these  cases  there  was  no  evidence  regarding  syphilis  in  the 
parents;  examination  of  the  child  was  negative  and  the  test  by  serum 
was  also  negative.  The  father  admitted  previous  syphilis  in  4,  but 
in  no  case  would  the  husband  admit  that  he  had  infected  the  wife. 
In  27  cases  the  history  of  the  mother  showed  abortion,  stillbirth,  or 
a  diseased  child,  and  the  fact  that  they  were  infected  was  known  to 
6  of  the  mothers.  A  positive  Wassermann  test  was  present  in  8 
of  the  mothers,  none  of  whom  had  any  other  evidence  of  syphilis. 

Late  hereditary  syphilis  appeared  at  the  average  age  of  eight, 
varying  from  the  end  of  the  first  year  to  twenty-six  years  of  age. 
Out  of  the  37,  in  26  there  were  old  lesions  which  showed  that  the 
disease  then  present  was  not  the  first  hereditary  syphilitic  attack. 
With  the  exception  of  4  cases,  in  which  the  Wassermann  reaction 
could  not  be  made,  it  gave  a  positive  result  in  27  of  the  33  (73  per 
cent.). 

The  lesions  produced  by  hereditary  syphilis  were  a  disease  of  one 
or  both  knee-joints  in  16  cases,  in  2  of  which  other  joints  also  were 
involved.  In  19  there  were  glandular  swellings,  in  26  parenchy- 
matous keratitis,  and  lesions  of  the  bones  in  26. 

Where  the  joints  were  involved  there  was  chronic  inflammation 
of  the  capsule  and  secondary  changes  in  the  bone  and  periosteum. 
While  the  bone  is  apparently  thickened  the  appearance  is  often 
caused  by  swelling  of  the  joint  capsule.  Synovial  fluid  from  an 
affected  joint  was  tested  by  the  Wassermann  serum  in  2  cases,  in 
I  with  positive  result.  The  swelling  of  both  knee-joints  was  the 
most  significant  symptom  present  in  all  cases,  but  in  11  it  was  the 
first.  The  bilateral  character  of  the  swelling  distinguishes  it  from 
tuberculosis.  It  is  more  rapid  than  tubercle;  the  serum  gives  a 
positive  Wassermann  reaction  while  tuberculin  tests  are  negative. 

The  cervical  glands  were  most  often  affected  in  the  same  manner 
seen  in  acquired  syphilis.  Keratitis  is  usually  bilateral,  rapid  in  its 
course,  and  at  the  last  estimate  is  present  in  half  of  all  cases.  De- 
formities of  the  nose  and  tibia  were  most  frequent  alterations  seen 
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in  the  bones  and  in  26  cases.  It  was  comparatively  rare  to  find  the 
ears  affected;  in  but  2  cases  the  labyrinth  was  diseased  and  the 
process  went  quickly  on  to  complete  loss  of  hearing.  Hutchinsonian 
teeth,  scars  on  the  lips,  traces  of  papular  eruption  were  all  charac- 
teristic. In  3  children  the  mind  was  affected  and  i  was  melancholic. 
In  the  37  the  symptoms  most  usually  present  were  bone  deformities, 
keratitis,  or  swellings  of  the  knee-joints.  Syphilis  of  the  viscera 
was  usually  absent,  as  there  was  but  i  case  where  the  liver  was 
involved  and  another  in  which  the  aorta  was  diseased.  This  is 
probably  due  to  the  fact  that  where  the  syphilitic  infection  is  serious 
the  fetus  dies  before  birth.  So  far  as  treatment  was  concerned, 
salvarsan  was  used  in  3;  in  2  without  result,  while  in  the  third,  where 
there  were  large  gummas,  the  good  effect  was  seen  more  quickly  than 
from  mercury. 

Hochsinger  {Ergehnisse  der  inneren  Medicin  nnd  Kinderheilkiinde, 
1910,  vol.  v)  followed  208  children  for  more  than  four  years  after 
birth.  The  prognosis  is  worse  where  the  child  with  hereditary 
syphilis  develops  lesions  of  the  viscera,  especially  of  the  nervous 
system.  Of  the  263,  79  died,  38  before  the  end  of  the  first,  15  during 
the  second,  and  27  after  the  second  year  of  age.  In  12  per  cent,  of 
the  cases,  tuberculosis  was  present  in  addition  to  s^-philis.  So  far 
as  lesions  are  concerned  there  was  evident  s}^hilitic  changes  in  26,  89 
showed  parasyphilitic  changes  in  the  nervous  system;  syphilitic  dys- 
trophies were  present  in  92,  while  the  circulatory  system  was  attacked 
by  the  disease  in  13,  and  in  15  there  was  tuberculosis  in  addition. 

Carle  {Ann.  de  Dennat.  et  de  Syph.,  191 2,  Tome  iv,  pp.  451-460) 
has  found  that  the  mother  of  a  s\-philitic  child  must  be  considered 
syphilitic  and  treated  as  such  although  the  usual  clinical  signs  of 
syphilis  may  be  absent.  So  the  child  of  a  syphilitic  mother  must 
always  be  considered  syphilitic,  and  even  if  this  cannot  be  proved, 
it  should  never  be  regarded  as  immune. 

Jeanselme  {Journ.  de  med.  de  Paris,  1913,  Tome  xxx,  p.  199) 
draws  attention  to  the  necessity  for  caution  in  giving  weak  children 
who  have  no  positive  sign  of  disease  to  be  nursed  by  healthy  women. 
He  describes  a  case  of  a  healthy  wet-nurse  who  not  quite  three 
months  before  coming  under  observation  began  to  nurse  an  infant 
dying  later  of  syphilis.  A  characteristic  syphilitic  lesion  appeared 
in  the  areola  of  the  left  breast,  the  lymph  glands  in  the  left  axilla 
were  swollen  and  also  in  the  carotid  region  and  there  was  an  indolent 
erythema  about  the  mouth.  The  child  of  the  wet-nurse  as  well  as 
the  mother  later  gave  a  positive  Wassermann  reaction,  the  infant 
nursing  from  the  diseased  breast. 
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How  frequent  congenital  syphilis  may  be  among  the  poor  of  a 
large  city  may  be  inferred  by  Fildes's  paper  {Journal  of  Obstetrics 
and  Gynecology  of  the  British  Empire,  March-]SIay,  191 5).  The 
Wassermann  test  was  performed  upon  1000  infants  at  birth,  taken 
from  the  poor  of  the  East  Side  of  London,  and  the  test  was  again 
made  upon  the  same  infants  and  their  mothers  at  a  certain  period 
after  birth.  Owing  to  the  practical  diiSculties  in  applying  a  blood 
test  to  babies,  it  is  not  easy  to  use  the  Wassermann  reaction  in 
congenital  syphilis,  and  to  study  from  that  standpoint  so-called 
latent  syphilis.  But  the  occurrence  of  this  condition  in  mothers 
has  been  amply  proved.  It  may  be  expected  that  an  infant  con- 
genitally  syphilitic  will  develop  a  positive  Wassermann  reaction  in 
at  most  two  months  after  birth,  and  so,  in  this  series  of  cases,  the 
test  was  made  at  birth  and  between  two  and  a  half  and  four  months 
after  birth.  Fildes  recognizes  the  fact  that  an  infant  may  be  infected 
in  the  uterus  by  spirochetae  passing  through  the  placenta  from 
the  maternal  blood,  and  that  also  the  infection  may  occur  during 
labor  by  spirochetae  in  the  vulvar  secreti'ons  of  the  mother.  Should 
the  infant  escape,  this  infection  may  still  occur  shortly  after  birth 
by  spirochetae  in  the  mother's  milk  or  through  kissing  or  other 
contact.  Infection  before  and  at  birth  is  properly  congenital,  but 
infection  after  birth  through  nursing  should  not  be  so  described  with 
accuracy.  That  an  infant  should  become  syphilitic  through  nurs- 
ing some  time  after  birth  can  scarcely  be  considered  as  a  frequent 
occurrence. 

The  method  of  investigation  was  to  collect  blood  from  the  um- 
bilical cord  in  a  test-tube  from  the  placental  end  of  the  cut  cord  and 
send  it  immediately  to  the  laboratory,  while  subsequently  blood 
from  mothers  and  babies  was  obtained  from  the  thumb  or  great  toe 
by  Wright's  capsule.  Blood  must  be  taken  from  the  placenta  instead 
of  the  body  of  the  infant,  because  it  is  not  possible  to  obtain  sufficient 
from  the  infant's  body  by  Wright's  capsule  or  from  the  umbilical 
end  of  the  cord.  The  placental  blood  was  taken  at  birth  in  the 
houses  of  the  patients  by  visiting  student  nurses.  No  reference  was 
made  to  any  pathological  condition  in  mother  or  child.  Evidently 
the  test  could  not  be  made  in  early  miscarriages  because  sufficient 
blood  could  not  be  obtained.  Hence  more  or  less  viable  infants 
were  those  investigated,  and  this  study  has  no  bearing  upon  the 
effect  of  syphilis  in  producing  abortion.  Two  and  a  half  months 
after  birth  of  the  first  child  and  from  two  and  a  half  to  four  months 
after  the  birth  of  each  successive  baby  the  mothers  were  requested 
to  bring  their  babies  for  inspection  to  the  London  Hospital.     The 
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mother  was  taken  separately  into  a  room  adjacent  to  that  where  the 
babies  were  and  a  blood  test  was  made.  When  she  found  that  she 
was  not  harmed  by  this,  consent  was  usually  obtained  without 
difficulty  to  make  the  test  upon  the  infant.  So  far  as  could  be 
known  the  infants  were  the  children  of  married  couples,  and  criminals 
and  abandoned  drunken  persons  were  not  included  in  the  investiga- 
tion. Both  Jews  and  Christians  were  investigated  and  no  special 
differences  could  be  found,  so  far  as  the  prevalence  of  syphilis  was 
concerned,  between  them. 

The  results  were  rather  surprising  and  interesting.  Only  one  baby 
in  Id 5  showed  symptoms  of  syphilis  at  birth.  Among  660  infants 
but  three  developed  sj'philis  proved  by  a  positive  Wassermann  reaction 
while  under  observation,  and  of  these  three  only  one  had  charac- 
teristic symptoms.  In  677  syphiHs  was  proved  in  four,  which  is  a  ratio 
of  5.9  per  1000,  and  of  these  one  died  and  two  showed  no  clinical 
symptoms.  Only  one  child  died  of  syphiHs,  while  from  other  causes 
sixteen  perished.  3.9  per  cent,  of  the  women  gave  a  positive  Wasser- 
mann reaction  but  only  four  of  these  transmitted  syphilis.  Fildes 
believes  that  the  Wassermann  reaction  obtained  \\ath  blood  from  the 
placental  end  of  the  umbilical  cord  does  not  diagnose  syphilis  in  the 
infant  but  in  the  mother. 

THE    CLINICAL    MANTIFESTATIONS    OF    CONGENITAL    SYPHILIS. 

Armstrong  {British  Medical  Journal,  May  2,  191 4)  calls  attention 
to  the  report  of  the  Royal  Commission  on  Venereal  Diseases,  which 
emphasizes  the  frequency  of  congenital  syphilis.  His  observation 
agrees  with  the  report  of  the  commission  that  congenital  syphilis 
is  as  frequent  as  formerly,  but  less  severe.  At  present  one  does  not 
see  cases  of  new-born  infants  dying  shortly  after  birth  with  s^-philis 
with  extensive  necrosis.  The  bony  lesions  in  congenital  s}T3hilis 
are  less  frequent.  On  the  other  hand,  parasyphilitic  disease,  such  as 
cerebral  syphilis,  paralysis,  and  tabes,  are  increasing. 

In  the  great  majority  of  cases  the  Wassermann  reaction  has  proved 
reliable.  Luetin,  proposed  by  Noguchi,  in  some  cases  not  suspected 
from  the  cHnical  findings,  gave  a  positive  and  accurate  result. 
In  some  patients  known  to  be  syphilitic  the  test  was  negative. 
Such  are  the  reports  of  Brown  {American  Journal  of  Diseases  of 
Children,  1913,  p.  171)  at  the  Babies'  Hospital  in  New  York.  iVrm- 
strong  employed  the  von  Pirquet  test  for  congenital  syphilis  with  a 
similar  result.  In  late  syphilis,  where  the  Wassermann  reaction  is 
positive  in  the  cerebrospinal  fluid  but  not  in  the  blood  serum,  the 
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luetin  test  is  more  reliable.  It  may  be  difficult  to  employ  the 
Wassermann  reaction  ^vdth  the  infant,  but  if  the  mother  gives  a 
positive  reaction  it  may  be  concluded  that  her  child  is  syphilitic. 
Occasionally  the  infant  may  give  the  reaction  and  develop  no  symp- 
toms subsequently.  This  may  be  explained  by  the  absorption  of 
substances  from  the  placental  circulation  without  actual  infection. 
Marasmic  infants  may  never  give  a  positive  Wassermann  reaction, 
although  known  to  be  syphilitic  because  the  toxemia  present  over- 
shadows the  acute  syphilis.  Such  must  not  be  considered  true  ex- 
amples of  congenital  syphilis,  and  these  cases  are  usually  seen  where 
the  parent  has  had  the  disease  for  a  long  time. 

But  from  5  to  10  per  cent,  of  infants  born  of  syphilitic  mothers 
survive  the  first  year  of  life.  Abortions  and  premature  birth  are 
exceedingly  common  among  these  women.  The  birth  of  a  mon- 
strosity may  follow  a  series  of  abortions.  In  diagnosing  syphilis 
in  the  new-born,  one  must  avoid  error  in  considering  what  is  known 
as  pemphigus  neonatorum  as  a  genuine  syphiUtic  eruption.  It  is 
not  that,  but  is  caused  by  streptococcus  infection  of  the  skin  and 
resembles  impetigo  contagiosa.  Occasionally  a  bullous  syphilide  is 
seen  in  a  new-born  child.  This  is  always  upon  the  palms  of  the 
hands  and  soles  of  the  feet,  rapidly  changing  to  the  color  of  raw 
ham.  When  this  pemphigoid  eruption  develops  after  birth,  usually 
on  the  dorsal  surface  of  the  extremities,  it  indicates  a  severe  in- 
fection. 

Eczema  seborrhoicum  may  be  mistaken  for  congenital  sj'philis. 
The  usual  yellow,  greasy,  scaly  eruption  in  the  folds  of  the  face 
and  on  the  scalp  do  not  closely  resemble  syphilis.  But  when  this 
condition  is  upon  the  thighs  and  abdomen  and  about  the  bowel  and 
urethra,  discharges  retained  in  the  diaper  may  so  irritate  tissues 
as  to  obscure  the  characteristic  lesions.  The  surface  is  inflamed, 
moist,  oozing,  dark  red  in  color,  much  resembling  syphilis.  The 
child,  however,  is  well  nourished  and  without  lesions  on  the  hands 
and  feet.  On  other  parts  of  the  body  the  eruption  is  covered  with 
scales. 

Bosani  {Jahrh.f.  Kinder heilk.,  1914,  Ixviii,  177)  describes  two  cases 
of  infants  with  congenital  syphilis  having  Raynaud's  disease.  In 
some  cases  of  congenital  sj^hilis  severe  gangrene  of  the  lower  ex- 
tremities may  develop,  greatly  improved  by  antisyphilitic  treat- 
ment. In  early  infancy  these  children  have  condylomata  and 
laryngitis.  Laryngeal  cough  may  be  persistent  and  the  cry  may 
be  hoarse  and  occasionally  interstitial  pneumonia  complicates  the 
condition.  When  the  child  is  given  potassium  iodide  it  usually 
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recovers  rapidly.  Hemoglobinuria,  nephritis,  and  edema  are  also 
seen  in  children  congenitally  syphilitic.  Basal  meningitis  is  the 
most  usual  complication  on  the  side  of  the  nervous  system.  To 
make  a  positive  diagnosis  the  cerebrospinal  fluid  should  be  ob- 
tained by  lumbar  puncture  and  examined.  Should  the  Wasser- 
mann  reaction  be  negative,  it  may  still  be  obtained  from  the  blood. 
Infants  may  have  the  characteristic  symptoms  of  syphilis  of  the 
nervous  system  well  developed. 

Quirel  (Annales  deGynec,  December,  1904)  calls  attention  to  the 
fact  that  the  ratio  existing  between  the  weight  of  the  fetus  and 
placenta  is  normally  i  and  6.  In  syphilis,  however,  this  propor- 
tion is  changed  to  i  and  4.  The  characteristic  lesions  of  the  placenta 
in  congenital  syphilis  are  those  of  endarteritis.  That  the  syphilitic 
fetus  is  prone  to  sudden  death  is  emphasized  by  Godron  {These  de 
Paris,  1904).  He  is  suspicious  of  all  new-born  infants  who  lose 
weight  progressively  after  birth,  and  would  treat  such  children  by 
mercurial  inunction. 

Junghaus  {Inaug.  Diss.,  Konigsberg,  1904)  has  seen  excellent 
results  by  treating  the  mother  vigorously  with  mercury  during  preg- 
nancy. The  child  may  entirely  escape  syphilis.  Pinard  (Annales 
de  Gyn.,  1904)  agrees  in  this  recommendation. 

The  responsibility  which  parents  take  who  allow  their  children 
to  nurse  unhealthy  women  is  emphasized  very  strongly  by  Renaut 
{These  de  Paris,  1904). 

That  new-born  syphilitic  children  may  be  successfully  treated 
with  hypodermic  injections  of  bichloride  solution  is  asserted  by 
Salge  {Berliner  klin.  Wchnschr.,  1905). 

Muratow  {Zentral.f.  Gyn.,  1907,  No.  27)  describes  uterine  hemor- 
rhage of  syphilitic  origin  which  ceased  by  vigorous  mercurial 
treatment. 

THE   MODERN   TREATMENT    OF   SYPHILIS. 

Pinard  {Annales  de  Gynec,  1905)  believes  in  vigorous  prophylaxis 
with  mother  and  nursing  child  to  protect  both  from  syphilis.  He 
would  examine  a  wet-nurse  with  the  utmost  thoroughness,  recogniz- 
ing the  fact  that  she  may  have  become  infected  from  the  infant 
that  she  nursed  and  still  herself  present  no  evident  symptom. 
While  nursing  a  second  child,  however,  she  may  develop  active 
syphilis  and  infect  the  second  child.  The  same  is  true  of  infants 
with  hereditary  syphilis.  In  view  of  these  facts,  Pinard  believes 
that  women  should  nurse  their  children  as  a  protection  against 
syphilis  under  proper  precautions.     Where  there  is  reason  to  fear 
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it,  antisyphilitic  treatment  during  pregnancy  and  after  labor  should 
be  carried  out  with  all  hygienic  precautions,  and  the  infant  should 
be  nursed  by  no  one  but  the  mother.  Such  a  course  would  limit  the 
disease  and  give  the  best  results  for  mother  and  child. 

Salge  {Berl.  kiln.  Wchnschr.,  1905)  has  had  the  best  results  in  the 
treatment  of  hereditary  syphilis  by  hypodermic  injections.  The 
frequency  of  the  administration  varied  from  once  to  four  times 
weekly.  The  combination  employed  was  bichloride  of  mercury 
0.2,  sodium  chlorate  0.2,  distilled  water  10.  Of  this,  o.i  c.c.  to  be 
given  by  injection  into  the  muscles  one  to  four  times  weekly.  The 
nasal  catarrh  common  in  syphilis  is  to  be  treated  by  a  spray  or 
pencilled  application  of  nitrate  of  silver  or  mercurial  ointment. 
Preparations  of  adrenalin  have  been  useful  in  checking  the  nasal 
swellings  and  catarrh.  This  may  be  applied  by  tampons  of  cotton 
saturated  in  a  i  per  cent,  solution. 

Gaucher  {Journ.  de  med.  de  Paris,  September  10,  1905)  believes 
that  children  apparently  born  healthy  at  full  term  from  a  syphilitic 
mother  may  be  secured  when  the  mother  is  treated  early  in  preg- 
nancy and  the  infection  occurs  before  the  beginning  of  pregnancy 
or  when  the  infection  occurs  shortly  before  the  end  of  pregnancy. 
He  employs  pills  containing  o.i  of  bichloride  of  mercury  twice  daily 
or  a  compound  of  mercury  and  benzoic  acid  in  an  alkaline  solution, 
the  dose,  0.02,  given  by  deep  subcutaneous  injection  daily.  He 
has  the  best  results  when  he  alternates  the  pills  and  the  injection 
of  the  solution  described.  Should  the  patient  develop  albuminuria 
the  dose  should  be  reduced  one-half.  Caspery  {Deutsch.  med. 
Wchnschr.,  1905,  Nr.  24)  urges  that  pregnant  women  attacked  by 
syphilis  be  treated  promptly  and  energetically.  From  his  observa- 
tion he  believes  that  paternal  syphilis  is  possible  and  that  it  often 
occurs.  Schroeder  would  limit  his  mercurial  treatment  of  syphilis 
in  the  pregnant  mother  if  undertaken  in  the  interest  of  the  child 
to  cases  where  there  was  a  recent  eruption.  In  cases  of  latent 
syphilis  he  uses  iodide  of  potassium  in  doses  as  large  as  can  be  borne. 
Rosinski,  when  the  mother  has  had  one  or  more  syphilitic  children, 
treats  the  father  by  thorough  and  mixed  treatment.  In  a  series 
of  nine  such  cases  the  children  born  subsequent  to  such  treatment 
were  apparently  healthy.  Fieux  and  Maurice  {Ann.  de  gyn.  et  de 
obst.,  1908)  are  convinced  of  the  value  of  energetic  antisyphilitic 
treatment  of  the  mother  in  the  interest  of  the  child  at  all  periods  of 
gestation. 

In  the  obstetric  literature  of  191 1  appear  papers  on  salvarsan 
in   the   treatment  of  syphilis   of   mother  and   child.     Engelmann 
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(Zentral.  f.  Gyn.,  igii,  Nr.  3)  treated  the  new-born  syphilitic  child 
by  injecting  salvarsan  in  the  cubital  veins.  In  his  experience  the 
infant  has  not  benefited  by  salvarsan  given  to  the  mother,  nor  in 
the  new-born  can  the  remedy  be  used  by  subcutaneous  or  intra- 
muscular injection  successfully.  In  severe  infection  he  has  given 
relatively  large  doses,  not  less  than  0.04  gm.  by  intravenous  injec- 
tion; and,  where  the  disease  is  less  severe,  the  dose  is  smaller. 
Even  up  to  o.i  gm.  the  remedy  is  well  borne  by  full-term  children. 
Baisch  {Miinchen.  med.  Wchnschr.,  1911,  Nr.  5)  has  found  that  the 
intravenous  injection  of  salvarsan  in  the  syphilitic  mother  who  is 
nursing  a  child  is  not  sufficient  to  arrest  severe  syphiUs  in  her 
infant.  The  new-born  child  will  bear  salvarsan  well  in  compara- 
tively large  doses.  He  has  given  twice  to  a  child  0.15  to  0.3  gm. 
with  good  results.  In  cases  of  congenital  syphilitic  pemphigus, 
salvarsan  has  given  in  his  hands  a  brilliant  result.  This  is  especially 
interesting,  as  in  such  a  case  the  use  of  mercury  by  inunction  can- 
not be  carried  out.  Doblin  (Berl.  klin.  Wchnschr.,  1911,  Nr.  12) 
believes  that  in  the  new-born  infant  salvarsan  can  be  used  in  foiir  out 
of  every  six  cases.  In  a  child  dying  after  the  injection  of  salvarsan, 
autopsy  showed  marked  edema  of  the  mesenteric  and  subcutaneous 
fatty  tissues.  He  has  used  doses  of  from  o.oi  to  0.02  gm.  success- 
fully. Peiser  {Berl.  klin.  Wchnschr.,  i9ii,Nr.  i)  has  treated  two  new- 
born syphilitic  children  by  giving  the  mother  injections  of  sophol. 
This  remedy  seemed  to  have  no  direct  effect  upon  the  mother,  but 
did  not  disturb  her  health.  Soon  after  the  giving  of  the  remedy 
the  children  grew  better  and  the  s\^hilitic  process  seemed  to  sub- 
side for  a  short  time.  Afterward  a  secondary  infection  proved  fatal. 
He  is  skeptical  regarding  the  value  of  salvarsan  and  sophol  admin- 
istered to  a  nursing  mother  in  influencing  her  child.  Baisch  {Mon~ 
aischr.  f.  Geburtsh.  u.  Gyn.,  1911,  Bd.  xxxiv.  Heft  3)  treated  three 
pregnant  women  with  full  doses  of  salvarsan  which  were  well  borne 
and  which  seemed  to  produce  an  excellent  result  upon  the  infant. 
He  believes  in  combining  this  treatment  with  the  administration  of 
mercury.  In  spite  of  the  treatment,  one  child  gave  a  positive  Was- 
sermann  reaction.  Bar  {Bull,  de  la  soc.  d'obsl.  de  Paris,  191 1,  Nr.  2) 
has  used  salvarsan  by  intravenous  injection  in  pregnant  women  with 
good  results,  especially  in  the  prompt  disappearance  of  skin  lesions. 
He  saw  no  especially  severe  reaction.  In  one  case  there  was  pro- 
nounced albuminuria  from  which  the  child  perished  during  the  preg- 
nancy. He  believes  it  impossible  to  ascribe  this  to  the  salvarsan, 
as,  in  this  case,  the  placenta  showed  the  characteristic  infarcts  so 
often  present  in  albuminuria.     Injections  of  salvarsan  in  the  mother 
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did  not  seem  to  prevent  the  rapid  development  of  syphilitic  phe- 
nomena in  children  nursed  by  the  mother.  Two  children  died  during 
treatment  and  one  mother  died  three  days  after  confinement  of 
pneumonia.  He  treated  in  all  four  mothers.  Balaban  (Russ. 
Kongr.  f.  Gehurtsh.  u.  Gyn.,  St.  Petersburg,  December  16-18,  1911) 
gives  his  results  in  the  treatment  of  syphilitic  pregnant  women. 
In  severe  cases  he  has  employed  salvarsan  successfully,  but  in  the 
more  chronic  cases  he  prefers  the  mercurial  treatment.  Artom 
di  Sant  'Agnese  {Soc.  Lane,  degli  ospedali  di  Roma  Lueglio,  1911) 
reports  four  cases  of  pregnant  women  having  sjnphilis  successfully 
treated  by  salvarsan.  Girault  and  Tissier  {Bull,  de  la  soc.  d'obst. 
de  Paris,  1911,  Nr.  2)  report  the  case  of  a  primipara,  aged  twenty- 
two  years,  six  months  pregnant,  and  having  an  extensive  and  espe- 
cially well-marked  syphilitic  roseola.  Salvarsan  by  intravenous 
and  intramuscular  injection  was  given  three  times  in  doses  vary- 
ing from  0.03  to  0.04  gm.  The  result  of  this  treatment  was  the 
disappearance  of  the  mother's  sj^hilitic  symptoms,  but  the  death 
of  the  fetus  followed.  This  occurred  thirty-four  days  after  the 
last  injection,  and,  as  salvarsan  is  excreted  in  a  few  days,  it  is  not 
thought  that  this  remedy  produced  fetal  death.  Spirochetae  could 
not  be  found  in  the  fetal  body.  Salmon  (Soc.  de  Vintern.  des  hop. 
de  Paris,  February  23,  191 1)  has  seen  no  bad  results  in  the  treat- 
ment of  pregnant  sx'philitic  women  by  injections  of  salvarsan. 
Jaennin  {Soc.  de  Vintern.  des  hop.  de  Paris,  February  23,  1911)  found 
that  salvarsan  influenced  syphilis  in  pregnant  patients  favorably 
for  the  patient;  that  the  course  of  pregnancy  was  not  interrupted,- 
and  that  very  rarely  could  the  death  of  the  fetus  be  ascribed  to  the 
remedy,  as  hereditary  syphilis  could  not  be  excluded  as  a  cause  of 
death.  In  the  new-born  he  did  not  have  especially  good  results 
with  the  intramuscular  injection  of  salvarsan,  and  believes  that 
mercurial  injections  in  these  cases  are  more  efi&cient.  Langes 
{Med.  Klinik.,  1911,  Nr,  20)  used  salvarsan  in  both  pregnant  and 
puerperal  patients  with  good  results.  He  believes  it  essential  to 
employ  treatment  promptly  so  soon  as  a  suspicion  of  syphilis  arises 
and  found  that  the  treatment  gave  a  good  prognosis  for  the  child. 
If  the  patient  obtains  no  treatment  during  pregnancy  it  should  begin 
as  soon  as  possible  after  delivery.  Treatment  of  the  mother  alone 
influences  favorably  the  nursing  child.  Syphilitic  mothers  should 
nurse  all  of  their  children  themselves  to  avoid  the  spread  of  the 
disease.  Langes  is  not  decided  regarding  the  question  as  to  whether 
in  children  with  active  and  florid  syphilis  treatment  should  be 
limited  to  the  nursing  mother  or  whether  in  such  cases  the  child 
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should  not  be  directly  treated.  He  believes  that  the  doctrine  of 
latent  syphilis  in  the  mother  renders  valueless  CoUes's  law.  He 
administered  salvarsan  by  intravenous  injection.  Tschlenow 
{Prakt.  Wratsch.,  1911,  No.  12)  reports  the  case  of  a  pregnant  woman 
infected  by  syphilis  in  the  fourth  and  fifth  months  of  gestation. 
Salvarsan  was  administered  in  full  doses.  The  patient  went  to 
term  and  was  delivered  of  apparently  healthy  children.  The 
placenta  was  normal,  containing  no  spirochetae,  and  in  the  puerperal 
period  the  mother  gave  a  negative  reaction  to  the  Wassermann  test. 
Baisch  {Miinchen.  nied.  Wchnschr.,  1911,  Nr.  5)  has  found  that  it  is 
not  sufi&cient  to  treat  the  syphilitic  nursing  mother  by  salvarsan 
to  cure  severe  sj-philitic  infection  in  her  child.  In  a  case  of  severe 
syphilitic  pemphigus  in  a  nursing  infant,  two  injections  of  0.15  gm. 
salvarsan  were  necessary  to  arrest  the  disease,  the  child  fmally 
making  a  good  recovery. 

Aschheim  {Zentral.  f.  Gyn.,  1911,  No.  31)  has  been  disappointed 
in  his  effort  to  control  syphilis  in  the  nursing  child  by  treatment 
addressed  to  its  mother  only.  He  has  found  it  necessary  to  treat 
the  child  as  well.  Jaeger  {Fraiienarzt,  1911,  Heft  3)  reports  the  case 
of  a  woman  pregnant  during  the  latter  period  of  gestation,  and  a 
syphilitic,  who  was  treated  by  salvarsan.  The  death  of  the  fetus 
followed  immediately  after  the  treatment  with  the  development 
of  premature  labor. 

In  191 1  Gottheil,  of  New  York  {Progressive  Medicine,  191 1),  had 
employed  salvarsan  in  men  and  women,  although  he  does  not  men- 
tion that  among  the  women  were  those  who  were  pregnant.  He  had 
used  the  remedy  with  minute  observation  of  its  results,  and  con- 
cludes that  it  does  not  cure  syphilis,  but  that  with  mercury  and  iodine 
it  is  a  symptomatic  remedy  of  undoubted  efficiency.  It  should  not 
replace  the  mercury  and  iodine  treatment,  but  in  suitable  cases 
should  be  used  with  them.  Caution  is  necessary  in  giving  it,  be- 
cause its  action  is  not  well  known  upon  the  kidneys,  optic  nerves, 
and  some  internal  organs.  It  cannot  safely  be  given  in  office  prac- 
tice. The  patient  should  be  carefully  examined  before  it  is  admin- 
istered and  remain  under  observation  and  in  bed  for  several  days 
afterward.  It  is  most  successful  in  early  syphilis  where  the  contagi- 
ous manifestations  are  appearing  in  rapid  succession  in  spite  of 
mercurial  treatment.  Where  it  is  necessary  to  limit  the  production 
of  infective  material  or  cause  the  symptoms  to  disappear  as  soon  as 
possible  the  remedy  is  of  decided  value.  In  cases  where  mercury 
does  not  produce  a  good  effect  or  fails  to  control  the  disease,  salvar- 
san may  be  used.     In  patients  who  are  mentally  obsessed  concerning 
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syphilis,  its  effect  upon  the  mind  and  the  method  of  administration  is 
good.  In  very  early  cases  of  syphilis  before  organic  changes  have 
occurred  it  is  unquestionably  useful. 

When,  however,  cases  are  doing  well  under  mercury  and  iodine  or 
when  there  are  serious  lesions  in  the  eyes,  kidneys,  heart,  or  other 
internal  organs,  or  in  cases  where  there  is  disease  of  the  internal 
organs  following  or  developing  late  in  syphilis  the  remedy  should  not 
be  employed. 

Levis  (Jour.  Am.  Med.  Assn.,  August  24,  1912)  describes  the  case 
of  a  woman,  aged  thirty  years,  who  had  passed  through  two  normal 
pregnancies,  giving  birth  to  healthy  children.  In  the  fourth  month 
of  her  third  pregnancy  her  husband  became  syphilitic.  In  the 
eighth  month  the  patient  received  0.6  gm.  salvarsan,  and  this  dose 
was  repeated  three  weeks  later.  On  the  day  following  the  last 
injection  the  patient  gave  birth  to  healthy  twins  who  showed  no 
signs  of  syphilis  six  weeks  after  birth. 

Girauld  and  Tissier  (Bull,  de  la  soc.  d'obst.  et  de  gyn.  de  Paris,  191 2, 
Nr.  3)  report  a  group  of  four  cases  of  pregnant  women  treated  by  sal- 
varsan. The  first  was  a  primipara  who  on  the  sixth  month  was  given 
I  gm.  of  salvarsan  during  a  period  of  eight  days.  Thirty-four  days 
after  the  last  injection  fetal  heart  sounds  could  not  be  heard  and  two 
weeks  later  a  dead  fetus  was  born.  His  second  case  was  that  of  a 
multipara,  aged  twenty-two  years,  who  sixteen  months  before  her 
last  pregnancy  acquired  syphilis,  and  was  treated  with  bichloride  of 
mercury  by  injection  and  in  pill  form.  In  a  period  of  two  weeks  dur- 
ing her  pregnancy  she  received  i.io  gm.  salvarsan.  She  went  to 
term  and  gave  birth  to  a  living  child  giving  a  negative  Wassermann 
reaction  and  six  months  after  birth  this  child  showed  no  signs  of 
syphilis.  The  third  case  was  aged  eighteen  years,  with  well-marked 
symptoms  of  secondary  syphilis,  and  received  0.8  gm.  salvarsan, 
which  caused  the  syphilitic  eruption  to  disappear.  Three  months 
later  there  were  signs  of  syphilis  and  the  patient  received  0.13  gm. 
by  intravenous  injection.  Two  months  later  it  was  found  that  the 
patient  was  three  and  a  half  months  advanced  in  pregnancy  and  the 
Wassermann  reaction  was  positive.  In  three  months  during  the 
middle  of  her  pregnancy  the  patient  received  2.55  gm.  salvarsan  and 
the  Wassermann  reaction  was  negative.  At  the  end  of  the  ninth 
month  a  living  child  was  born,  weighing  2880  gm.  and  giving  a  posi- 
tive Wassermann  reaction.  The  child  died  of  general  atrophy 
six  weeks  after  birth  and  no  spirochetae  were  found  in  its  organs. 
Their  fourth  case  was  that  of  a  young  woman  who  acquired  syphilis 
eight  months  before  becoming  pregnant,  and  in  all  took  2.80  gm.  sal- 
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varsan.  At  the  beginning  of  the  pregnancy  there  was  no  sign  of 
syphilis,  and  she  had  an  injection  of  0.9  gm.  salvarsan.  She  went  to 
term  and  gave  birth  to  a  living  child,  which  continued  to  increase  in 
weight  so  long  as  the  patient  was  under  observation.  The  Wasser- 
mann  reaction  was  negative. 

Jaenselme  {La  Presse  med.,  191 2,  Nr.  103)  had  under  observation 
fourteen  patients  with  secondary  syphilis  and  in  various  periods  of 
pregnancy.  All  of  them  gave  birth  to  living  children  which  eight  days 
after  they  were  in  fairly  good  condition.  Four  died  of  some  other  dis- 
order than  syphilis.  Two  of  these  syphilitic  mothers  gave  a  history 
of  illness  sometime  previously,  had  premature  births,  or  gave  birth 
to  dead  children,  but  after  treatment  by  salvarsan  produced  living 
children.  The  writer  concludes  that  treatment  by  salvarsan  is 
superior  to  mercurial  or  mixed  treatment,  and  that  while  the  mothers 
may  not  go  to  full  term  they  frequently  give  birth  to  living  children. 

Oui  {Bull,  de  la  soc.  d'obst.  de  Paris,  191 1,  No.  9)  describes  the  case 
of  a  patient  who  had  a  broad  condyloma  on  the  vulva  and  who  was 
treated  by  the  injection  of  0.04  gm.  salvarsan  ten  days  before  labor. 
The  patient  went  to  full  term.  Mother  and  child  six  months  after- 
ward showed  no  signs  of  s}^hilis.  He  also  describes  the  case  of  a 
woman  in  her  third  pregnancy  who  had  borne  two  healthy  children 
by  a  healthy  husband.  In  the  ninth  month  of  the  third  pregnancy 
she  received  0.04  gm.  salvarsan  because  she  had  become  infected 
at  the  beginning  of  the  pregnancy  by  using  the  same  dishes  that  had 
been  used  by  a  syphilitic  person.  Her  husband  also  had  become 
infected.  At  the  end  of  this  pregnancy  she  gave  birth  to  a  healthy 
child  weighing  4380  gm.  Six  weeks  after  labor  she  received  a  second 
injection  of  salvarsan,  and  eight  months  afterward  the  mother  was 
healthy,  and  fourteen  months  later  the  child.  Apparently  salvarsan 
injected  just  before  labor  produces  no  ill  effect. 

Pamard  {La  Presse  med.,  191 2,  Nr.  23)  had  opportunity  to  observe 
four  cases  for  a  considerable  time.  Three  of  these  mothers  had  given 
birth  to  syphilitic  children  without  themselves  showing  manifesta- 
tions of  the  disease.  After  receiving  mercurial  treatment  they  gave 
birth  to  healthy  children.  Pamard  concludes  that  the  mucous 
membrane  of  the  uterus  had  become  infected,  but  that  the  mothers 
had  escaped  constitutional  infection,  although  the  husband  showed 
definite  signs  of  the  disease.  The  success  of  the  mercurial  treat- 
ment did  not  seem  to  contraindicate  that  of  salvarsan.  In  dis- 
cussing this  paper,  Pamard  believes  that  sj^hilis  is  much  oftener 
conveyed  by  the  father  than  the  mother  to  the  offspring.  He  cites 
an  instance  in  which  a  woman  had  given  birth   to   two  healthy 
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children  by  a  healthy  husband,  and  subsequently  marrying  a 
s\T3hiHtic  man  had  two  abortions,  and  making  a  third  marriage 
with  a  healthy  husband  again  gave  birth  to  two  healthy  children. 

Balzer  did  not  believe  that  women  give  birth  to  syphilitic  children 
without  themselves  becoming  infected,  although  the  disease  may  not 
manifest  itself  until  late.  Bar  had  frequently  seen  women  who  had 
given  birth  to  syphilitic  children  by  syphilitic  men  having  mucous 
plaques  or  chancres  and  even  symptoms  of  late  syphihs  without 
contagious  manifestations.  He  has  seen  a  woman  give  birth  to  a 
syphilitic  child  containing  spirochetae  who  herself  had  no  signs  of 
syphilis  and  gave  a  negative  Wassermann  reaction.  Even  where  the 
mother  was  syphilitic  the  Wassermann  reaction  of  the  fetus  is  often 
much  more  positive  than  in  the  mother.  This  raises  the  question 
whether  the  mother  does  not  become  passively  immune.  Again,  Bar 
raised  the  question  as  to  whether  the  Wassermann  test  did  not  behave 
differently  at  different  times.  He  would  diagnose  a  passively  im- 
mune condition  when  a  positive  Wassermann  reaction,  although 
comparatively  mild,  followed  a  negative  reaction.  Such  is  often  seen 
after  treatment  with  salvarsan. 

Pausut  (Revue  mens,  de  gyn.  et  d'obst.  de Paris,  191 2,  Nr.  6)  describes 
the  case  of  a  young  woman  who  became  impregnated  by  a  syphilitic 
man.  She  herself  was  not  syphilitic  but  gave  birth  to  a  macerated 
syphilitic  child.  She  later  married  a  healthy  man  and  gave  birth  to 
a  healthy  child,  and  a  year  later  to  a  second  child  apparently  healthy. 
Making  a  third  marriage,  later  she  again  acquired  syphilis.  This  case 
demonstrates  that  a  syphilitic  man  may  produce  syphilitic  children 
while  the  mother  remains  uninfected,  and  that  a  healthy  mother 
may  give  birth  to  syphilitic  children  without  herself  becoming 
infected. 

Sbilinsky  (Wratsch.  Gaz.,  191 2,  Nr.  27)  gave  a  patient  in  early 
pregnancy  an  injection  of  salvarsan  which  was  followed  two  hours 
afterward  by  uterine  contractions  and  two  hours  later  hemorrhage 
with  abortion.  Yahulo  {Gaz.  med.  d'Orient.,  191 2,  Tome  Ivii,  Nr. 
4)  describes  the  case  of  a  syphilitic  woman,  aged  twenty-five  years, 
six  and  a  half  months  pregnant,  who  was  given  an  intravenous 
injection  of  0.4  gm.  salvarsan.  Three  hours  later  she  had  a  chill, 
unusual  palpitation,  and  a  fever  reaching  103.5°  F.,  which  soon 
subsided  but  returned  again  three  days  later.  She  had  headache 
which  increased  in  severity  and  became  unconscious,  and  on  the 
following  day  coma  developed  with  no  reaction  of  the  pupils,  paralysis 
of  the  extremities,  sphincters,  stertorous  breathing,  and  fever.  The 
chnical  picture  was  that  of  cerebral  apoplexy.     On  the  next  day 
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Cheyne-Stokes  breathing  developed,  the  pulse  became  small  and 
running  (120),  the  temperature  rose  to  104.5°  F.,  and  the  patient 
was  cyanotic,  but  the  urine  contained  no  albumin.  200  gm.  of 
blood  was  taken  from  the  patient,  but  this  produced  no  improve- 
ment, and  she  died. 

Lameland  and  Brisson  {La  Presse  med.,  191 2,  Nr.  97)  have 
observed  after  injecting  salvarsan  that  the  patient's  temperature 
rises  somewhat,  the  pulse  becomes  more  rapid,  there  is  a  slight  chilly 
sensation,  and  often  nausea  and  vomiting.  Pulse  tension  is  in- 
fluenced differently  in  different  cases,  the  red  blood  corpuscles  are 
increased  and  also  the  quantity  of  hemoglobin.  About  one  hour 
after  the  injection,  arsenic  can  be  detected  in  the  excreta  and  the 
remedy  is  speedily  discharged  from  the  body.  Its  effect  upon 
syphilitic  lesions  is  very  rapid;  the  spirochetae  are  rapidly  destroyed 
and  the  Wassermann  reaction  in  most  cases  becomes  negative, 
rarely  positive,  and  even  increased  in  intensity.  So  far  as  he 
could  observe  the  injection  of  salvarsan  has  no  effect  upon  labor  or 
the  puerperal  period.  The  condition  of  the  children  is  always  im- 
proved and  they  grow  and  develop  much  better.  He  observed  no 
special  complications  for  mother  or  child  and  very  seldom  a  return 
of  the  syphilitic  process.  Bar  in  discussing  this  papef  warned 
against  the  dangers  of  injecting  salvarsan  as  he  had  observed  a 
fatal  case.  In  using  the  remedy  it  is  necessary  to  examine  the  urine 
carefully,  and  should  the  excretion  of  arsenic  become  greatly  de- 
layed the  condition  is  a  dangerous  one.  Salvarsan  is  not  univer- 
sally successful  and  seems  to  predispose  to  the  late  appearance 
of  disorders  of  the  nervous  system.  The  syphilitic  lesions  in  the 
children  disappear  very  rapidly,  but  the  children  not  infrequently 
die,  not  from  arsenical  poisoning  but  through  toxins  produced  by 
the  destruction  of  the  spirochetae.  In  Bar's  opinion  salvarsan  is  a 
very  efficacious  but  dangerous  remedy. 

Auderbert  and  Berny  {Bull,  de  la soc.  d'obst.  et  degyn. deParis,  1912, 
Nr.  9)  treated  seven  pregnant  patients  with  salvarsan.  After  a 
few  days  the  definite  lesions  of  syphiHs  disappeared  but  there  were 
traces  of  the  primary  lesions  and  mucous  plaques.  They  thought 
that  the  remedy  acted  more  rapidly  than  mercury.  In  one  case 
mucous  plaques  appeared  one  month  after  the  use  of  salvarsan,  and 
just  as  a  new  course  of  salvarsan  was  begun.  Among  the  seven 
mothers  there  was  but  one  case  of  abortion,  four  children  were 
born  at  the  natural  end  of  gestation,  weighing  from  3000  to  3650 
gm.,  and  these  children  left  the  hospital  without  symptoms  of 
syphilis  and  in  good  condition.     One  child  died  three  weeks  after 
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birth  without  showing  definite  lesions  of  syphilis.  In  two  cases 
the  pregnancy  was  prematurely  interrupted;  in  one  at  the  eighth 
month  with  a  Hving  child  weighing  2407  gm.  which  did  badly  after 
birth  (as  the  mother  received  but  one  injection  of  salvarsan  and  no 
mercurial  treatment  afterward).  In  the  second  case  pregnancy  was 
interrupted  at  six  months,  the  child  weighed  2000  gm.,  and  died. 
This  mother  after  four  months  received  two  injections  of  salvarsan 
but  no  mercurial  treatment.  These  cases  would  seem  to  indicate 
that  patients  treated  by  salvarsan  only  frequently  do  not  go  to 
full  term.  So  far  as  could  be  observed  the  placentae  were  normal 
in  their  proportions  to  the  fetus  in  these  cases.  The  patients  bore 
the  injections  of  salvarsan  well  and  the  remedy  seemed  to  produce 
the  rapid  development  of  scar  tissue  in  syphilitic  lesions  and  to 
hinder  the  development  of  intestinal  lesions  and  check  those  already 
in  process  of  growth.  The  writers  think  that  the  best  result  is 
obtained  by  the  combined  use  of  salvarsan  followed  by  mercury. 

Bar  {Bull,  de  la  soc.  d'obst.  et  de  gyn.,  July,  191 2)  reports  six  cases 
treated  by  salvarsan  for  syphilitic  infection.  All  of  them  had 
florid  syphiHs;  three  were  pregnant  and  three  had  been  confined. 
Neosalvarsan  had  a  very  decided  influence  upon  the  florid  lesions 
of  syphilis,  and  speedily  caused  the  disappearance  of  the  spirochetse. 
In  large  doses  it  produced  a  prompt  disappearance  of  the  Wasser- 
mann  reaction,  and  in  cases  where  the  syphilitic  process  was  in  the 
stage  of  development,  was  indicated  by  the  Wassermann  reaction, 
neosalvarsan  acted  energetically,  rapidly,  and  oftentimes  in  so 
various  a  manner  as  to  make  difficult  a  definite  conclusion.  In 
one  case,  after  two  injections,  death  followed  after  a  few  days. 
From  his  observation.  Bar  concludes  that  neosalvarsan  is  dangerous 
in  full  doses  in  parturient  women  and  should  be  given  only  in  small 
doses.  Excretion  of  arsenic  in  the  urine  should  be  carefully  watched 
as  a  safeguard.  Arsenic  should  be  quickly  and  abundantly  excreted 
and  a  second  injection  should  not  be  made  if  the  first  delays  in 
passing  out  of  the  body.  Bar  also  treated  two  infants  with  neo- 
salvarsan, in  one  of  whom  blood  taken  from  the  umbilical  cord  had 
given  a  positive  reaction.  This  child  was  born  with  pemphigus,  and 
three  hours  after  its  birth  received  o.oi  gm.  salvarsan,  and  on  the 
second  day  after  birth  the  vesicles  of  pemphigus  disappeared.  The 
second  injection  was  given  on  the  third  day.  The  child  developed 
melena  and  died  on  the  ninth  day  with  bloody  bowel  movements. 
A  second  child  had  well-marked  hydrocephalus.  Its  mother  had 
positive  Wassermann  reaction,  the  child  a  negative,  and  salvarsan 
produced  some  improvement. 
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v'Scily  (Wiener  med.  Wchnschr.,  191 2,  Nr.  49)  had  a  series  of 
ten  pregnant  patients,  some  of  whom  had  repeatedly  aborted,  and 
who  showed  a  positive  Wassermann  reaction,  whom  he  treated  with 
one  intravenous  injection  of  0.6  gm.  salvarsan  or  0.9  gm.  neosal- 
varsan,  with  the  result  that  all  of  them  gave  birth  to  healthy  children. 
Since  that  time  the  patients  have  reported  at  regular  intervals  at 
the  hospital  for  prophylactic  injections  of  salvarsan. 

Bonnet-Laborderie  {Bull,  de  la  soc.  d'obst.  et  de  gyn.  de  Paris, 
November  8,  191 2)  has  investigated  the  sudden  deaths  of  new- 
born svphilitic  children  and  ascribes  it  to  a  condition  which  he 
terms  glandular  splanchnomegaly,  by  which  is  meant  enlargement 
of  the  glands  in  the  abdominal  cavity,  as  the  Hver,  spleen,  kidneys, 
and  suprarenal  capsules.  In  most  cases  of  a  syphilitic  fetus  there  is 
considerable  ascitic  fluid  in  the  abdomen.  As  a  consequence  of 
this  condition  the  diaphragm  is  pushed  upward  and  the  expansion 
of  the  lungs  is  rendered  almost  impossible.  Respiration  is  cut  oflf 
and  carbon  dioxide  poisoning  ensues.  The  lungs  show  atelactasis, 
the  stomach  is  empty,  containing  no  gas,  showing  that  the  child  has 
swallowed  nothing  and  made  but  feeble  efforts  at  respiration.  It 
is  questionable  whether  any  method  of  treatment  can  influence  this 
condition,  although  Sfamany  urges  that  the  abdomen  be  tapped 
and  fluid  allowed  to  escape. 

Fabre  and  Berot  {La  Presse  med.,  191 2,  Nr.  97),  in  a  series  of 
cases  of  syphihtic  women  who  showed  no  well-marked  lesion  of 
active  syphilis,  found  treatment  by  salvarsan  so  dangerous  that 
they  were  not  disposed  to  give  up  mercurial  treatment  in  these 
cases.  When,  however,  the  patients  did  not  yield  readily  to  mer- 
curial treatment,  salvarsan  may  be  tried,  especially  in  the  early 
months  of  pregnancy  and  where  there  is  difficulty  in  carrying  out 
the  mercurial  course.  Where  patients  in  pregnancy  show  positive 
signs  of  syphilis  and  the  disease  is  developing  actively,  salvarsan 
may  give  a  better  result,  producing  usually  the  prompt  disappear- 
ance of  primary  lesions  and  seeming  to  hinder  the  development 
of  syphilitic  changes  in  the  body  of  the  child.  A  larger  dose  than 
0.3  gm.  should  not  be  given  as  the  effect  upon  the  fetus  may  be 
disastrous.  If  good  judgment  be  used  in  employing  the  remedy  it 
will  frequently  enable  the  s\-philitic  woman  to  go  to  full  term  in 
pregnancy. 

Sauvage  {La  Presse  med.,  191 2,  Nr.  97)  gives  his  results  in  the 
treatment  of  130  pregnant  syphilitic  patients  with  salvarsan.  A 
very  mild  albuminuria  developing  in  from  three  to  ten  days  after 
the  injection  was  usually  observed  with  increase  in  the  quantity  of 
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urates,  an  evidence  of  increased  urinary  formation  in  the  kidneys. 
In  most  of  these  patients  there  was  a  rise  of  temperature,  headache, 
vomiting,  increase  of  rapidity  in  pulse  sometimes  approaching 
arrhythmia,  all  of  which  soon  disappeared.  Gaucher  had  the 
opportunity  of  observing  a  fatal  case.  Bar  had  a  fatal  case  dying 
from  cerebral  hemorrhage.  The  remedy  should,  as  a  rule,  be  limited 
to  those  cases  in  which  mercurial  treatment  does  not  agree  or  seems 
inefficient.  The  unfavorable  symptoms  produced  by  salvarsan  are 
those  of  arsenical  poisoning,  to  which  is  sometimes  added  a  toxemia 
produced  in  the  rapid  destruction  of  spirochetae.  Arsenic  can  be 
detected  in  the  urine  in  from  twelve  to  twenty  hours  after  the 
administration  of  the  remedy.  Blood  pressure  is  somewhat  raised, 
and  this  should  make  one  cautious  in  giving  the  remedy  to  preg- 
nant women  who  already  have  increased  pulse  tension.  There  can 
be  no  question  of  the  fact  that  salvarsan  rapidly  destroys  spirochetae. 
Its  influence  upon  the  Wassermann  reaction  varies  greatly  and 
occasionally  it  has  no  influence  whatever.  The  child  gives  more 
frequently  a  positive  reaction  than  the  mother,  and  arsenic  certainly 
passes  from  mother  to  child.  Salvarsan  has  no  unfavorable  in- 
fluence upon  the  continuance  of  the  pregnancy,  and  in  84  cases 
there  were  but  3  in  which  the  remedy  seemed  to  hasten  the 
termination  of  pregnancy.  In  the  remainder  the  mother's  general 
health  during  pregnancy  was  improved.  Out  of  84  cases  38  came 
into  labor  at  the  natural  extreme  hmit  of  pregnancy;  32  in  the  ninth; 
2  in  the  eighth;  and  2  in  the  seventh.  Initial  lesions  of  syphilis, 
sclerosis,  plaques,  and  other  alterations  in  the  tissues,  disappeared 
very  rapidly,  but  can  reappear  during  pregnancy  or  in  the  puerperal 
period.  The  fetus  is  very  susceptible  to  the  action  of  salvarsan, 
and  soon  after  the  injection  one  can  detect  the  fact  that  the  fetal 
heart  sounds  are  prolonged  and  weaker  than  formerly.  Of  91 
children,  84  (92.3  per  cent.)  were  born  living,  and  in  73  cases  the 
syphilis  had  apparently  been  contracted  during  pregnancy  and 
threatened  the  fetal  life.  In  general  the  children  born  after  this 
treatment  seemed  to  be  better  developed,  and  more  than  half  of 
them  weighed  over  3000  gm.,  and  but  one-seventh  of  the  number 
weighed  less  than  2000  gm.  Of  84  children  77  showed  no  positive 
sign  of  syphilis  after  birth;  18  were  found  healthy  some  months 
after;  5  showed  signs  of  syphilis  and  4  died. 

An  interesting  comparison  is  found  in  the  statistics  of  Pinard, 
Champetier  de  Ribes,  Boissard  and  Patocki  in  the  treatment  of 
syphilis  by  mercury.  Their  cases  numbered  217.  In  133  (61  per 
cent.)  treatment  with  mercury  or  iodide  of  potassium  did  not  cause 
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the  primary  lesions  to  disappear.  In  74.54  per  cent,  the  child  was 
stillborn  or  died  soon  after  birth,  and  in  10.58  per  cent,  living  children 
were  born  with  signs  of  syphilis.  Where  the  infection  is  a  very 
recent  one,  salvarsan  undoubtedly  acts  more  promptly  than  mer- 
cury. 163  cases  are  reported  where  the  syphilis  had  produced  no 
apparent  lesions  before  pregnancy,  and  where  there  had  been  before 
the  birth  of  the  child  no  regular  and  vigorous  treatment.  There 
were  born  66.25  P^^  cent,  of  living  children  without  signs  of  syphilis 
in  the  first  days  of  life;  14.72  per  cent,  where  syphilis  was  acquired 
during  labor  or  in  the  first  days  after  birth,  and  in  19  per  cent,  there 
was  a  macerated  fetus  or  an  abortion.  A  third  group  of  128  cases 
contained  twelve  syphilitic  w^omen,  who  gave  no  positive  sign  of 
syphilis  during  pregnancy,  who  had  received  treatment  before  concep- 
tion and  regularly  during  pregnancy.  Among  these  there  were  88.28 
per  cent,  of  children  born  living.  The  results  of  the  study  of  these 
cases  seems  to  indicate  that  mercurial  treatment  when  employed  late 
in  the  history  of  the  disease  does  not  produce  a  good  result,  and 
that  this  remedy  is  most  successful  immediately  after  the  infection 
or  for  some  time  before  conception  or  during  the  entire  period  of 
gestation.  Salvarsan  is  most  useful  when  during  pregnancy  symp- 
toms of  recent  syphilis  develop  vigorously,  and  then  the  remedy 
acts  promptly  and  efficiently.  The  percentage  of  living  children 
obtained  by  salvarsan  treatment  is  stated  to  be  92,  while  in  mercurial 
treatment  but  74.64  per  cent,  are  essentially  benefited.  Evidently 
one  cannot  abandon  mercurial  treatment.  If  it  is  feared  that  a 
patient  will  not  bear  salvarsan  well,  one  can  always  try  Fowler's 
solution  in  small  doses  until  the  patient  becomes  accustomed  to  it. 
Where  syphilis  is  suspected  it  seems  best  to  use  salvarsan  as  soon  as 
possible  after  the  beginning  of  pregnancy  to  prevent  the  spirochetas 
causing  severe  visceral  lesions. 

Trillat  (Bull,  de  la  soc.  d'obst.  et  de  gyn.  de  Paris,  November  8, 
191 2)  describes  the  case  of  a  woman  suffering  from  pernicious  anemia 
who  had  been  treated  by  an  intravenous  injection  of  salvarsan  and 
who  died  during  the  first  stage  of  labor.  It  seemed  as  if  the  salvarsan 
injection  had  contributed  to  the  fatal  shock  preceding  her  death. 

Engelmann  {Zentral.  /.  Gyn.,  1912,  No.  3),  in  treating  new-born 
infants  severely  infected  with  syphilis,  gave  as  an  average  dose  of 
salvarsan  not  less  than  0.04  gm.  In  six  cases  of  congenital  syphilis 
he  had  excellent  results  from  this  treatment  Kohler  {Zentral.  J. 
Gyn.,  191 2,  No.  50),  in  a  case  of  puerperal  septic  infection  caused 
by  the  colon  bacillus,  gave  injections  of  salvarsan  without  result. 

It  is  interesting  to  know  what  has  been  ascertained  concerning 
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the  local  effects  and  ultimate  fate  of  salvarsan  in  the  body.  Gottheil 
{Progressive  Medicine,  191 2,  p.  137)  has  found  that  in  a  few  hours,  or 
at  most  a  few  days,  arsenic  poured  into  the  general  circulation  by 
intravenous  injection  disappears  from  the  urine.  Thus  the  thera- 
peutic results  and  the  poisonous  symptoms  appear  rapidly.  That 
there  may  be  later  effects  is  possible,  but  these  have  not  been 
accurately  ascertained. 

Lovejoy  (Journal  of  Cutaneous  Diseases,  July,  191 1)  found  local 
necrosis  at  the  site  of  injection.  Where  the  remedy  was  in  sus- 
pension, large,  persistent,  and  painful  areas  of  induration  were 
observed  when  salvarsan  was  given  by  intramuscular  injection. 
Some  of  these  sloughed  or  had  been  excised,  the  entire  mass  being 
black  and  dry,  and  necrosis  occurring.  Four  months  after  injection 
Lovejoy  found  granules  of  the  remedy  in  the  indurated  base  of  an 
ulcer.  The  blood-vessels  and  lymphatics  were  filled  and  blocked 
with  granules  of  the  substance  and  the  vessel  walls  thinned  and 
degenerated.  There  was  no  e\ndence  of  inflammatory  reaction,  but 
the  remedy  had  acted  purely  as  a  foreign  body. 

Scholtz  and  Salzberger  (Archiv  f.  Dermatologie,  April,  191 1)  ex- 
amined the  tissues  after  salvarsan  had  been  injected  in  various  media. 
In  all  cases  there  was  marked  necrosis  twenty-four  hours  after  the 
injection.  Muscles,  nerves,  vessels,  and  all  of  the  tissues  were 
involved.  The  salvarsan  was  completely  cut  off  from  the  circulation 
by  thrombosis  of  the  vessels  at  the  site  of  injection.  As  late  as  four 
weeks  after  large  amounts  remained  in  the  tissues.  E^dently  but 
a  small  portion  of  the  substance  when  injected  into  the  muscles  is 
absorbed  during  the  first  few  days  or  weeks  after  the  injection.  By 
intramuscular  injection  the  substance  behaves  much  as  mercury 
does  when  given  in  the  same  manner. 

Ullmann  and  Haudek  {Archiv  f.  Dermatologie,  April,  191 1)  ex- 
amined the  tissues  after  the  injection  of  salvarsan  into  the  muscles 
by  the  .r-ray  and  could  demonstrate  the  metallic  infiltrate  weeks 
after  its  administration. 

Tryb  (Monatsheft  f.  praktische  Dermatologie,  April  15,  1911)  ex- 
amined histologically  the  tissues  in  cases  where  the  remedy  was 
given  by  subcutaneous  and  intramuscular  injection.  The  fibrillas 
of  the  muscle  bundles  had  undergone  degeneration  far  beyond  the 
necrotic  area,  where  portions  of  the  drug  remained.  Surrounding 
this  a  dense  mass  of  connective  tissue  was  found,  showing  that  the 
whole  had  become  encapsulated. 

Chambrelent  {Arch.  mens,  d'obst.  et  de  gyn.,  1913,  Tome  iij  had 
used  salvarsan  with  good  results  in  the  s}'phins  of  the  new-born, 
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adjusting  the  dose  from  lo  to  15  mg.  to  the  kilogram  of  body  weight. 
Lev\--Bing  and  Durveux  (Uenfance,  1913,  Tome  i)  are  opposed  to 
the  use  of  iodide  of  potassium  or  salvarsan  in  the  treatment  of 
syphilis  in  the  new-born.  They  believe  that  the  syphilitic  infant 
should  nurse  the  mother  or  a  syphilitic  wet-nurse,  and  that  mercurial 
treatment  by  inunctions  of  gray  ointment  or  subcutaneous  injections 
of  the  soluble  productions  of  mercury  constitute  the  only  efl5cient 
treatment.  They  have  abandoned  salvarsan,  iodide  of  potassium, 
calomel  by  the  mouth,  and  sublimate  baths.  Simpson  and  Thatcher 
{British  Med.  Jour.,  1914,  No.  2748)  give  results  obtained  in  forty 
cases  of  children  treated  by  salvarsan  given  intravenously.  The 
dose  was  o.oi  gm.  for  each  kilogram  of  body  weight.  There  were 
seven  deaths  in  the  series. 

Jaenselme  (A7in.  de  gyn.  et  d'obsi.,  1913,  Tome  xl)  has  treated 
s^'philitic  pregnant  women  by  injections  of  salvarsan  administered 
at  intervals  of  eight  days.  In  all  these  patients  received  five  or  six 
injections.  The  first  comprised  the  smallest  dose,  0.2  to  0.3  mg. 
salvarsan,  because  the  reaction  following  the  first  injection  is  some- 
times severe.  Later  the  dose  was  increased  to  0.3  to  0.4  gm.  intraven- 
ously given.  With  special  care  in  observing  the  secretion  of  sal- 
varsan by  the  kidneys  the  results  obtained  were  exceedingly  good. 

Sauvage  (Ann.  de  gyn.  et  d'ohst.,  1913,  40,  Series  2,  and  Congres. 
de  la  soc.  obst.  de  France,  191 2)  has  found  that  florid  S}'phiUs  during 
pregnancy  caUs  for  the  use  of  salvarsan.  In  cases  of  latent  syphilis, 
or  those  in  which  previous  treatment  has  not  been  successful,  sal- 
varsan may  also  be  used.  WTiere  sj^hilis  resists  salvarsan,  mercury 
should  be  employed. 

Congenital  syphilis  is  a  subject  of  great  importance  in  view  of  the 
necessity  and  reasons  for  preserving  infantile  life.  Leonard  and 
Findlay  and  Robertson  {Glasgow  Medical  Journal,  191 5,  No.  83,  p. 
330)  give  their  results  during  the  last  two  years  by  various  methods. 
Some  were  treated  by  inunctions  of  mercury  and,  where  the  child 
was  breast  fed,  by  giving  potassium  iodide  and  bichloride  of  mercury 
to  the  mother.  The  results  were  far  from  satisfactory  and,  in  the 
experience  of  the  writers,  in  eighteen  cases  the  general  mortalit}'  was  66 
per  cent.,  while  for  children  under  three  months  it  rose  to  71  per  cent. 

When  salvarsan  was  employed  by  intramuscular  injections  and 
mercurial  inunction  was  also  practised  the  results  were  somewhat 
better;  but  this  treatment  had  to  be  abandoned,  because  of  its  great 
pain  and  the  necrosis  and  sloughing  which  frequently  followed. 
Forty-three  cases  were  treated  with  neosalvarsan  by  intravenous 
injection  and  with  inunction  of  mercury.     The  veins  of  the  scalp 
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were  selected  for  the  injections  in  the  younger  children  while  the 
external  jugular  was  employed  for  older  children.  The  solutions  were 
concentrated,  0.05  to  0.3  gm.  to  3  or  5  c.c.  normal  salt  solution.  Of 
these  patients  twenty-two  were  under  three  months  and,  including 
all  cases  dying  within  a  year  after  the  last  treatment,  the  mortality 
was  45  per  cent.  In  seven  cases  antenatal  treatment  was  employed. 
This  consisted  in  giving  to  pregnant  women  neosalvarsan  by  intra- 
venous injection  and  mercury  by  inunction.  Good  results  followed; 
clinical  signs  of  syphilis  being  absent  in  the  children  at  birth  and  sub- 
sequently, while  the  Wassermann  reactions  were  negative.  In  no 
case  was  pregnancy  interrupted.  It  was  thought  that  the  fact  that 
the  disease  was  located  in  the  uterus  accounted  for  the  absence  in 
the  mothers  of  syphilitic  children  of  clinical  manifestations.  If 
treatment  be  delayed  until  after  the  birth  of  the  child,  although  it  be 
prompt  and  vigorous,  the  mortality  remains  high.  So  antenatal 
treatment  is  especially  important,  and  for  this  salvarsan  seems  well 
adapted.  The  experience  of  the  writer,  and  the  reports  of  Sauvage 
having  93  per  cent,  recoveries,  and  Bourret  and  Fabre  with  100  per 
cent,  recoveries,  indicate  the  success  of  this  method.  To  carry  it 
out  properly  some  form  of  notification  is  required,  and  syphilis 
should  be  added  to  the  list  of  notifiable  diseases.  Could  this  be 
accomplished,  unquestionably  the  number  of  cases  might  be  very 
much  reduced  by  well-selected  treatment. 

Meyer  {Zeitschr.f.  Geburtshillfe  nnd  Gyndkologie ,  1915,  Band  Ixxvii, 
Heft  i),  publishes  the  results  of  his  clinical  and  experimental  studies 
upon  the  efifect  of  salvarsan  on  congenital  syphilis  in  the  infant 
through  the  medium  of  treating  the  mother.  These  observations 
were  made,  so  far  as  their  clinical  aspect  was  concerned,  in  Walthard's 
wards  in  the  Frankfort  Frauenklinik,  while  much  of  the  work  in 
chemistry  was  done  in  Ehrlich's  Institute.  The  writers  found  that 
the  placenta  contained  a  considerable  quantity  of  arsenic,  which 
may  be  taken  to  represent  that  of  the  maternal  blood  which  circu- 
lates through  the  placenta.  A  perfectly  healthy  placenta,  not  the 
site  of  disease,  does  not  permit  the  passage  of  arsenic.  In  syphilitic 
disease  of  the  placenta  arsenic  is  transmitted  through  the  placenta. 
For  this  one  cannot  assign  any  definite  cause  nor  can  one  state  with 
what  frequency  arsenic  thus  passes.  Evidently  the  result  of  the 
treatment  of  congenital  syphilis  in  the  child  by  means  of  salvarsan 
is  practically  the  result  obtained  upon  the  mother  by  the  use  of  this 
remedy.  Probably  the  efi'ect  is  prophylactic  and  seems  to  limit  the 
transmission  of  the  disease  through  the  placenta.  Salvarsan  given 
to  pregnant  women  is  well  borne.  By  the  method  of  intravenous 
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transfusion  neither  hemorrhage  nor  abortion  occurred.     In  no  case 
did  the  fetus  perish  in  utero  as  a  result  of  the  treatment. 

Especially  gratifying  success  was  obtained  by  combining  the 
salvarsan  with  the  use  of  mercury.  Thus  in  thirty-seven  pregnant 
women  treated  by  this  method  97.4  per  cent,  gave  birth  to  living 
children.  In  forty-three  women  treated  during  pregnancy  with 
salvarsan  and  mercury  86  per  cent,  of  their  children  remained  alive 
after  the  first  ten  days.  Of  the  children  born  of  these  mothers  15.8 
per  cent,  gave  a  positive  Wassermann  reaction. 

If  one  desires  in  all  stages  of  maternal  syphilis  to  secure  a  living 
healthy  child  at  the  termination  of  pregnancy,  one  must  push  the 
treatment  by  salvarsan  in  increasing  doses.  Perhaps  the  smallest 
dose  which  will  produce  a  therapeutic  effect  is  1.5  gm.  salvarsan 
with  0.5  gm.  salicylate  of  mercury.  Very  rarely  can  one  obtain  a 
healthy  child  with  a  smaller  dosage  than  this.  The  children  of 
syphilitic  mothers  should  be  treated  with  salvarsan  after  birth  inde- 
pendently of  the  appearance  of  clinical  or  other  signs  of  s^-philis, 
until  one  is  absolutely  sure  that  the  disease  is  eradicated. 

Salvarsan  has  obtained  some  measure  of  success  in  the  treatment 
of  diseases  caused  by  parasites  other  than  the  spirochetae.  So  in 
practical  doses  it  has  sometimes  proved  useful. 

Bleymie  {Revue  mens,  de  gyn.  d'obst.,  1913,  vol.  vii,  No.  3)  has 
employed  this  remedy  in  cases  of  puerperal  septic  infection,  giving 
30  eg.  by  intravenous  injection.  He  reports  a  favorable  influence  on 
the  temperature,  pulse,  and  general  condition  of  the  patient. 

That  the  extensive  use  of  salvarsan  in  controlling  syphilis  must 
greatly  reduce  the  frequency  of  abortion  is  evident  from  Bab's  report 
{Zentralh.  /.  Gyn.,  1907,  No.  27).  He  reports  a  case  in  which  the 
woman's  first  conception  came  from  a  perfectly  healthy  man.  Four 
months  after  this  she  contracted  s>^hilis  and  four  weeks  before  labor 
enlargement  of  the  lymphatic  glands  developed.  At  the  eighth 
month  she  gave  birth  to  a  macerated  fetus  containing  spirochetae. 
This  case  shows  that  syphilis  acquired  during  pregnancy  may  be 
conveyed  to  a  healthy  embryo  or  fetus. 

In  treating  these  cases,  Bab  has  found  that  the  employment  of 
mercury  may  result  in  the  absence  of  spirochetae  in  the  fetus.  He 
believes  that  this  should  invariably  be  combined  with  the  use  of 
iodide  of  potassium,  so  that  the  fetus  perishes  from  intoxication 
rather  than  from  the  infection.  In  some  cases  the  poisoned  material 
remains  in  the  placenta  alone  and  the  child  becomes  diseased  through 
rupture  or  leakage  of  the  placental  vessels.  There  is  an  interesting 
contrast  between  the  absence  of  spirochetal  in  the   placenta  and 
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maternal  cord  and  their  presence  in  abundance  in  the  body  of  the 
fetus.  They  are  found  in  abundance  immediately  behind  the 
umbilical  ring  in  the  fetal  umbilical  arteries  and  umbilical  vein. 
This  fact  points  conclusively  to  the  placental  method  of  infection. 
In  some  cases  some  of  the  spirochetse  unquestionably  pass  into  the 
fetal  body.  In  cases  where  none  are  found  in  the  fetal  liver,  while 
the  other  organs  contain  them,  one  must  admit  the  possibility  of 
ovogenous  development  of  syphilis,  in  view  of  the  fact  that  the  fetus 
in  utero  may  inspire  infected  amniotic  liquid. 

In  addition  to  the  use  of  salvarsan,  Brodfeld  {Med.  Klinik,  191 5, 
No.  16)  has  had  good  results  in  the  treatment  of  syphilis  by  using 
embarin,  a  mercurial  preparation.  This  substance  is  employed  in  a 
solution  containing  3  per  cent,  of  a  compound  of  mercury,  salicylic 
acid,  and  sulphuric  acid  with  0.5  per  cent,  acoin  as  an  agent  to  pre- 
vent pain.  Injections  of  from  1.3  c.c.  were  given  in  the  gluteal 
region  jfifteen  times  daily  every  second  day.  The  results  were 
excellent;  the  injections  were  not  painful  and  there  were  no  secondary 
results  of  a  disagreeable  sort.  After  the  treatment  the  Wassermann 
reaction  was  negative. 

Klemperer  (Therapie  der  Gegenwart,  191 5,  Heft  3)  has  employed 
iodide  of  sodium  by  intravenous  injection  in  the  treatment  of 
syphilis  with  good  results.  He  has  given  from  5  to  20  gm.  in  10 
per  cent,  solution  every  two  or  three  days.  In  some  cases  the  dose 
was  even  greater.  The  injections  were  painless  and  very  rarely 
produced  disturbance.  The  method  of  treatment  seems  especially 
valuable  and  indicated  rare  syphilitic  lesions  of  the  internal  organs 
and  the  nervous  system. 

It  is  possible  by  this  method  to  procure  a  negative  result  from 
the  Wassermann  test.  In  many  cases,  however,  Klemperer  com- 
bined salvarsan  and  mercury.  He  found  that  treatment  with  iodide 
seemed  to  increase  the  efl&ciency  of  the  salvarsan  treatment.  In 
syphilitic  lesions  of  the  aorta  small  doses  of  salvarsan  with  large 
doses  of  iodide  gave  especially  good  results. 

Baginsky  (Therapie  der  Gegenwart,  1915,  Heft  i  and  2)  has  ob- 
served that  the  treatment  of  hereditary  syphilis  is  greatly  influenced 
by  the  fact  that,  because  of  their  deficient  power  of  resistance,  these 
children  frequently  suffer  from  bronchitis  and  bronchial  pneumonia, 
diarrhea,  and  other  complications.  The  streptococci  find  especially 
favorable  soil  in  syphilitic  tissue. 

Many  children  who  have  hereditary  syphilis  show  at  first  no  signs 
of  the  disease,  and  weeks  or  even  months  may  pass  before  the  disorder 
breaks  out.     The  treatment  must  varv  in  accordance  with  the  organs 
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involved  and  the  condition  of  the  patient,  but  should  have  for  its 
aim  the  one  point  of  limiting  the  activity  of  the  syphihtic  process  as 
promptly  and  completely  as  possible.  Hereditary  syphilis  is  one  of 
the  most  active  and  virulent  of  diseases.  WTiile  it  is  claimed  that 
cases  occasionally  recover  spontaneously,  the  form  of  syphilis  present 
is  such  as  to  lead  to  the  belief  that  the  disease  had  been  latent  for 
some  time. 

In  treating  congenital  sv-philis,  Baginsky  believes  that  one  should 
not  suspend  treatment  until  the  Wassermann  reaction  is  absolutely 
negative  on  repeated  examination,  remembering  that  in  children 
this  reaction  often  varies  more  greatly  than  in  adults.  If  he  should 
find  children  apparently  perfectly  recovered  but  still  giving  positive 
reaction,  he  would  detain  such  cases  under  observation. 

As  to  the  method  of  treatment,  he  prefers  external  application. 
Intravenous  injections  should  only  be  used  with  children  when 
absolutely  necessary  and  internal  administration  of  remedies  when 
there  is  some  good  reason  why  the  external  method  cannot  be  used. 
Mercury,  iodide,  and  arsenic  can  be  given  in  increasing  doses  and 
are  borne  quite  as  well  by  children  as  by  adults.  Such  children 
should  be  nursed  through  infancy  by  the  mother,  as  the  results  of 
artificial  feeding  are  not  good  in  these  cases. 

In  children  he  has  found  the  best  method  of  using  mercury  to  be 
the  sublimate  bath.  As  a  rule,  thirty  baths  each  of  lo  liters  of  water 
with  0.5  to  o.io  gm.  bichloride  of  mercury  will  be  required.  Where 
there  are  extensive  lesions  of  the  skin  this  method  is  contraindicated. 
Where  the  skin  is  unbroken  and  sound  the  method  by  inunction  may 
not  be  as  convenient,  but  can  be  carried  out  to  great  advantage. 
In  accordance  with  the  age,  0.5  to  0.2  gm.  of  mercurial  ointment 
may  be  employed. 

The  cure  usually  occupies  from  four  to  eight  weeks  or  even  more. 
Where  there  are  skin  lesions  0.5  per  cent,  sublimate  alcohol  may  be 
injected  or  mercurial  plasters  used.  Sublimate  injections  0.002  to 
0.006  gm.,  in  accordance  with  the  age  of  the  child,  may  also  be 
employed.  One  must  watch  for  the  appearance  of  albumin  in  the 
urine  or  for  diarrhea.  In  some  cases  one  may  prefer  to  use  remedies 
by  internal  administration.  With  most  children,  calomel  is  not  well 
borne.  Protoiodide  of  mercury  in  doses  of  5  mg.  twice  daily  are 
useful,  and  in  older  children  the  quantity  may  be  increased  to  i  eg. 
Iodide  of  potassium  or  iodide  of  sodium  is  with  children  far  more 
successful  than  any  other  remedy,  and  especially  in  combination 
with  mercury.  So  far  as  the  treatment  with  neosalvarsan  is  con- 
cerned, one  must  use  this  drug  with  children  with  great  caution. 
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The  younger  the  child  the  more  careful  must  one  be  in  adjusting  the 
dosage.  Intramuscular  injection  is  the  favorite  method.  A 
convenient  rule  is  to  begin  with  o.oi  gm.  neosalvarsan  for  i  kg. 
of  the  body  weight,  and  to  allow  from  eight  to  ten  days  to  elapse 
between  the  first  and  second  injections.  Baginsky  believes  that 
there  is  no  essential  reason  with  children  to  prefer  intravenous 
injection  to  the  intramuscular  method.  He  does  not  believe  in 
combining  salvarsan  with  mercury,  but  in  selected  cases  would 
alternate  them. 

From  this  review  of  the  Hterature  and  from  personal  observation 
it  seems  fair  to  conclude  that,  in  the  present  stage  of  our  knowledge, 
a  positive  diagnosis  of  syphilis  as  affecting  the  parturient  woman 
andlier  offspring,  is  best  obtained  by  the  recognition  of  the  spiro- 
chetae.  The  fact  that  this  parasite  is  found  in  these  cases  in  the  walls 
of  the  umbilical  vein  and  in  the  connective  tissue  of  the  umbilical 
cord,  gives  an  opportunity  for  examination  in  every  suspected 
case  without  exposing  mother  or  child.  The  spirochetse  may  be 
absent  from  the  placenta,  but,  in  the  present  state  of  our  knowledge, 
they  will  be  found  in  the  larger  percentage  of  cases  in  the  location  in- 
dicated. They  are  not  present  in  the  membranes  in  many  instances ; 
occasionally  in  the  chorion;  never  in  the  amnion.  When  detected 
in  the  placenta  they  are  found  in  the  villi,  and  especially  in  the  walls 
of  these  tissues.  They  are  probably  destroyed  by  the  cells  of  the 
villi  should  the  placental  resistance  be  successful. 

The  diagnosis  of  syphiUs  may  be  made  from  the  placenta  when 
gummas  or  placental  abscess  or  marked  overgrowth  of  the  con- 
nective tissue  of  the  placenta  is  present.  The  ratio  existing  between 
the  weight  of  the  placenta  and  that  of  the  fetus  must  be  kept  in  mind, 
for  normally  the  placenta  may  be  represented  by  one  and  the  fetus 
by  six,  while  in  syphilis  the  placenta  may  be  represented  as  one  and 
the  fetus  as  four,  showing  the  marked  increase  in  size  in  the  syphilitic 
placenta.  In  cases  where  the  mother  is  syphilitic,  although  the  fetus 
may  show  no  signs  of  syphilis,  the  spirochetse  are  found  in  the  cord 
in  over  50  per  cent.,  and  where  both  parents  are  syphilitic  the  tissues 
of  the  placenta  show  evidence  of  syphilis  in  70  per  cent.  The  fact 
that  when  the  characteristic  germs  are  found  in  the  placenta  they  are 
in  the  fetal  portion,  especially  indicates  that  the  transmission  of 
syphilis  is  from  fetus  to  mother  through  the  leukocytes  of  the  um- 
bilical vein  or  through  ruptured  vessels  of  the  vilU.  This  renders  the 
part  played  by  paternal  syphilis  in  the  infection  of  the  fetus  much  less 
important  than  was  previously  supposed. 

Where  the  opportunity  occurs  to  examine  the  organs  of  the  fetus 
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the  spirochetae  are  found  abundantly.  Bab  found  them  in  all  the 
organs  of  the  syphilitic  fetus,  and  especially  in  the  connective  tissues 
and  in  the  walls  of  the  blood-vessels.  They  were  also  present  in  ova 
and  in  spermatozoids.  They  were  not  detected  in  colostrum  and 
but  rarely  in  breast  milk.  Their  presence  in  the  body  of  the  fetus 
would  render  a  diagnosis  of  syphilis  positive,  although  both  parents 
might  give  a  negative  reaction  to  other  tests.  In  three-fifths  of 
macerated  fetuses  the  spirochetae  proved  the  existence  of  syphilis. 

The  detection  of  the  spirochetae  in  the  blood  of  either  parent  or  in 
tissues  removed  from  lesions,  makes  the  diagnosis  of  syphilis  positive 
in  the  individual.  In  making  such  examination  one  must  remember 
that  bichloride  of  mercury  in  i  to  5000  solution  causes  the  spirochetae 
to  disappear  from  the  tissues,  and  hence  care  must  be  taken  lest 
antiseptic  precautions  do  not  destroy  the  possibility  of  diagnosis. 

The  study  of  the  spirochetae  has  also  given  us  information  con- 
cerning those  antigens  which  are  formed  as  a  protection  against  this 
germ.  Thus  it  is  found  that  the  milk  of  the  syphilitic  mother  con- 
tains bodies  which  protect  against  active  infection.  The  mother 
then  is  especially  well  prepared  to  nurse  her  offspring,  which  may  be, 
and  probably  is,  syphilitic.  If  the  child  be  syphilitic  and  the  mother 
has  no  antigens  then  a  syphilitic  nurse  is  required;  but  if  the  mother 
be  syphilitic  and  the  child  healthy  the  child  should  be  artificially  fed. 
In  cases  where  there  is  no  sign  of  syphilis  about  the  infant  but  there 
is  a  possible  suspicion  that  the  disease  may  be  latent  the  child  should 
have  a  wet-nurse. 

The  discussion  of  the  antigens  of  syphilis  naturally  brings  up 
Colles's  law,  which  was  that  the  apparently  healthy  mother  of  a 
syphilitic  child  might  nurse  it  with  impunity,  although  such  an  infant 
would  certainly  infect  another  woman.  Colles's  law  implied  that 
some  immunizing  substance  was  transmitted  from  fetus  to  mother, 
thus  protecting  her  against  the  child.  The  majority  of  writers  at 
the  present  day  are  disposed  to  discard  Colles's  law  and  also  Prof  eta's, 
which  is  of  much  the  same  import.  The  explanation  of  the  ap- 
parently healthy  woman  nursing  safely  the  syphilitic  child,  lies  in 
the  latent  syphilis  of  the  mother  and  in  the  antigens  which  her  breast 
milk  contains,  the  modern  doctrine  being  that  it  is  the  fetus  which 
is  the  conveyer  of  syphilis  and  that  no  woman  gives  birth  to  a  syphi- 
litic child  without  herself  acquiring  the  disease,  although  it  may 
remain  latent  for  an  indefinite  time. 

Obviously,  if  the  spirochetae  be  the  cause  of  svphilis  then  the  de- 
struction of  this  germ  should  cure  the  patient.  Antisyphilitic 
treatment  is  frequently  successful  so  far  as  the  mother  is  concerned, 


dams:  syphilis  in  its  relation  to  obstetrics  827 

but  the  child  dies.  In  these  cases  the  toxins  produced  by  the  spiro- 
chetae  are  the  cause  of  fetal  death.  This  fact  renders  the  prognosis 
for  the  fetus  of  a  syphilitic  mother  always  exceedingly  uncertain. 

The  study  of  the  favorite  habitat  of  the  spirochetae  in  the  fetus 
shows  that  it  is  most  numerous  in  the  spleen  or  liver  and  in  some  por- 
tions of  the  placenta.  Hence  one  may  look  to  these  organs  for  gross 
lesions  indicating  syphilis.  It  is  interesting  to  observe  that  when 
the  spirochetas  are  retained  in  the  maternal  portion  of  the  placenta, 
the  Wassermann  reaction  becomes  negative. 

The  technical  difficulties  of  recognizing  the  spirochetae  and  the 
necessity  for  some  more  simple  diagnostic  agent  have  caused  great 
hopes  to  be  based  upon  the  Wassermann  reaction.  Experience 
shows  that  this  is  usually  efficient,  but  there  are  sufficient  exceptions 
to  lead  us  to  beheve  that  the  Wassermann  reaction  is  rarely  conclu- 
sive in  pregnant  or  parturient  women,  and  that  it  must  be  supple- 
mented by  the  examination  of  the  placenta,  cord,  and,  if  possible, 
the  fetus  for  spirochetae.  The  condition  known  as  latent  maternal 
syphilis,  to  which  allusion  has  been  made,  where  syphilitic  spermato- 
zoids  are  in  the  genital  tract  of  the  woman  for  some  time,  apparently 
creates  an  immunity  against  active  infection,  and  also  against  the 
Wassermann  test.  These  patients  form  antigens  in  the  blood  serum 
and  also  in  the  breast  milk.  Such  a  woman  may  remain  indefinitely 
in  good  health,  but  may  convey  latent  syphilis  to  the  fetus,  through 
the  ovum,  decidua,  or  placenta. 

In  common  with  some  other  tests  of  similar  nature,  the  Wasser- 
mann reaction  is  sometimes  positive  alike  in  the  milk  of  syphilitic 
mothers  and  of  those  who  are  not  syphilitic,  although  in  the  latter 
the  reaction  is  not  as  pronounced  as  in  the  former;  so  pregnant 
women  suSering  from  scarlatina  may  give  a  positive  Wassermann 
reaction,  and  severe  cases  of  eclampsia,  where  syphilis  can  be 
excluded,  will  give  a  positive  Wassermann  test.  The  macerated 
fetus  frequently  gives  no  reaction,  although  it  may  be  s^'philitic. 
The  test  fails  in  cancer  of  the  uterus  and  in  puerperal  sepsis,  in  both 
of  which  it  is  positive,  while  in  severe  eclampsia  it  is  especially  well 
marked.  Of  cases  of  abortion  about  15  per  cent,  give  a  positive 
Wassermann  reaction.  In  the  foundling  asylum  in  Prague,  Epstein 
tested  all  patients  ^\dth  the  Wassermann  test  and  found  among 
mothers  admitted  to  the  institution  that  10  per  cent,  gave  a  positive 
reaction,  and  of  all  the  children  3.3  per  cent.  Obstetricians  have  fre- 
quently observed  that  a  negative  Wassermann  reaction  is  no  contra- 
indication to  antisyphiUtic  treatment  during  pregnancy,  if  there  is 
reason  to  suspect  that  the  patient  be  syphilitic.     In  pregnant  pa- 
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tients  afflicted  with  diseases  caused  by  protozoa,  and  those  having 
tuberculosis,  maUgnant  growths,  scarlatina,  or  pneumonia,  the  Was- 
sermann  reaction  does  not  exclude  paternal  infection,  which,  although 
comparatively  rare,  must  be  admitted  in  some  cases.  Blood  from 
the  umbilical  cord  will  frequently  not  give  a  positive  Wassermann 
test,  although  specific  disease  be  present,  and  hence  this  method  is 
not  reliable. 

In  its  unreliability  in  pregnant  patients  the  Wassermann  test  is 
analogous  to  the  Abderhalden  test  for  pregnancy.  The  latter  gives  a 
positive  reaction  in  nonpregnant  patients  suffering  from  malignant 
disease,  tuberculosis,  suppurating  lesions,  and,  in  some  cases,  during 
the  menstrual  period. 

The  effort  made  by  Noguchi  to  prepare  from  the  spirochetal  a 
vaccine  which  might  be  used  by  hypodermic  injection  has  proved 
most  valuable  in  tertiary  syphilis.  This  substance  is  called  luetin, 
but  has  been  less  successful  in  pregnant  patients  than  in  others.  We 
have  as  yet  too  little  experience  with  parturient  women  in  the  use  of 
this  method  to  form  a  judgment. 

The  frequency  of  syphilis  among  parturient  women  is  always  a 
subject  of  interest.  Fournier  found  that  20  per  cent,  of  his  female 
patients  were  married  women,  of  whom  70  per  cent,  had  syphilis 
before  marriage  and  30  per  cent,  afterward.  In  76  per  cent,  of  those 
syphilitic  the  signs  of  the  disease  appeared  in  the  first  six  months 
after  marriage.  When  the  histories  of  the  cases  were  analyzed  it  was 
found  that  in  women  who  contracted  syphilis  after  marriage,  the 
husband  had  become  infected  less  than  three  years  before  marriage. 
In  such  instances  the  first  three  years  after  marriage  is  the  most 
dangerous  period  of  the  woman's  married  life.  In  order  to  marry 
safely,  both  syphilitic  men  and  women  should  receive  continuous  and 
efficient  treatment  for  at  least  six  years  before  marriage. 

The  consequences  of  syphilis  in  parturient  patients  are  frequently 
serious.  The  cervix  is  frequently  the  site  of  syphilitic  lesions  result- 
ing in  stenosis.  In  some  cases  edema  of  the  cervix  develops  during 
labor  followed  by  long  delay  and  favoring  infection  with  serious 
results.  The  earlier  in  pregnancy  the  infection  occurs  the  more 
extensive  are  the  placental  lesions  and  premature  separation  of  the 
syphilitic  placenta  is  not  uncommon.  Where  placental  lesions  are 
very  slight  the  infection  may  have  developed  during  the  first  stages 
of  labor.  It  is  estimated  that  the  mortality  of  syphilitic  and  par- 
turient women  is  73  per  cent.,  largely  from  mixed  infection.  This 
fact  was  impressed  upon  the  mind  of  the  writer  by  the  case  of  a 
woman  who,  soon  after  giving  birth  to  a  child,  developed  symptoms 
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of  a  violent  septic  infection.  A  skin  lesion  supervened  which  resem- 
bled somewhat  the  appearances  seen  in  cerebrospinal  meningitis. 
The  case  was  so  rapid  in  its  course  and  so  extremely  severe  in  its 
manifestations,  and  the  cutaneous  lesions  were  so  atypical,  that 
Kaposi  was  called  in  consultation,  who  made  a  diagnosis  of  acute 
syphilitic  mixed  infection.  The  course  of  the  disease  was  as  rapid 
as  severe  and  autopsy  proved  the  correctness  of  the  diagnosis. 

Puerperal  morbidity  is  much  increased  by  the  presence  of  syphilis, 
and  Hirsch  calls  attention  to  nephritis  in  the  puerperal  period  as  the 
result  of  this  condition.  Tertiary  cases  are  not  actively  infective, 
but  florid  cases  of  syphilis  during  parturition  and  in  the  puerperal 
period  are  virulent.  The  milk  of  a  parturient  woman  having  florid 
syphilis  has  furnished  material  sufficient  to  inoculate  guinea-pigs 
with  syphilis. 

It  is  commonly  found  that  syphiUs  is  a  frequent  cause  of  abortion, 
but  this  is  denied  by  recent  writers,  and  it  is  thought  that  fetal 
infection  is  most  common  during  the  last  months  of  pregnancy. 

Our  modern  knowledge  of  syphilis  is  especially  interesting  as 
regards  the  condition  of  latent  syphilis  in  the  pregnant  woman,  to 
which  illusion  has  been  made.  This  is  held  to  be  of  ovogenous  ori- 
gin through  the  medium  of  the  placenta.  Apparently  the  infective 
germs  may  remain  indefinitely  confined  to  the  embryo  audits  adnexa, 
and  such  a  woman  may  give  birth  to  several  healthy  children  before 
the  latent  syphilis  becomes  active.  A  knowledge  of  this  possibility 
may  account  for  some  alleged  cures  of  syphilis  and  also  for  some  cases 
in  which  the  children  are  healthy  and  the  mother  also  is  thought  to  be 
sound. 

Much  interest  will  always  obtain  in  the  discussion  of  syphilis  re- 
garding the  new-born  child.  Our  modern  knowledge  indicates  that 
syphilis  is  conveyed  most  frequently,  first  and  directly  through  the 
ovum  and,  in  the  absence  of  a  lesion  of  continuity  in  the  mother's 
tissues,  to  the  mother  through  the  medium  only  of  the  ovum. 
Syphilis  in  the  new-born  has  long  been  recognized  as  a  potent  cause 
in  the  decrease  and  limiting  of  populations  and  those  countries 
maintaining  large  standing  armies  naturally  legislate  and  take 
action  against  s^'philis,  because  of  its  destruction  of  infant  Ufe. 

The  diagnosis  of  syphilis  in  the  living  new-born  may  be  made,  as 
already  stated,  by  examining  the  umbilical  cord  and  detecting  the 
spirochetae  in  the  walls  of  the  umbilical  vein  and  in  the  connective 
tissue  surrounding  the  vessels  at  the  umbilicus.  In  children  appar- 
ently remaining  healthy  no  spirochetae  are  often  found  above  the  ring 
of  tissue  which  surrounds  the  vessels  at  the  umbilicus.     Diagnosis  of 
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syphilis  in  the  new-born  may  also  be  made  by  the  a;-ray,  which  shows 
the  osteochondritis,  which  is  a  cardinal  symptom  of  the  condition. 
Examination  of  the  blood  in  hereditary  syphilis  shows  the  hemo- 
globin reduced,  the  erythrocytes  about  1,500,000,  leukocytes  about 
20,000. 

The  course  of  syphilis  in  the  new-born  may  be  insidious  and,  with- 
out the  detection  of  the  spirochetae,  a  positive  diagnosis  may  be 
difficult.  Sudden  death  in  frail,  ill-nourished  infants  is  suspicious 
of  syphilis.  The  nervous  system  is  often  involved  from  the  start 
and  syphilitic  lesions  are  frequently  present  in  the  substance  of  the 
brain  and  in  the  pia  mater.  One  must  remember  that  syphilis  in  the 
new-born  may  be  of  varying  duration.  Thus  some  children  acquire 
the  infection  during  birth,  while  others  are  born  with  well-estab- 
lished and  widely  diffused  lesions.  Children  born  syphilitic  may 
remain  apparently  healthy  and  quiescent  as  late  as  eight  years, 
when  they  will  develop  diseases  of  the  joints,  the  lymphatic  glands, 
the  bones,  and  the  cornea.  Both  knees  are  often  attacked,  and  the 
bilateral  character  of  the  disease  differentiates  it  from  tubercular 
disease  of  the  knee-joint,  which  is  unilateral.  The  blood  serum  in 
such  a  case  and  the  synovial  fluid  from  such  a  joint  will  give  a  posi- 
tive Wassermann  test.  The  cervical  glands  on  both  sides  and  both 
eyes  may  be  affected.  The  ears  commonly  escape.  The  character- 
istic lesions  in  the  teeth  and  about  the  mouth  develop. 

If  syphilitic  children  be  followed  during  the  first  four  years  of  hfe, 
it  is  found  that  7  per  cent,  die  before  the  end  of  the  first  year  and 
that  among  such  children  tuberculosis  develops  in  12  per  cent.  As 
the  child  grows,  the  nervous  system  shows  changes  in  -89  per  cent. 
It  must  not  be  forgotten  in  deahng  with  the  syphilitic  new-born  that 
such  a  child  may  infect  its  nurse. 

To  form  some  idea  of  the  probable  frequency  of  syphilis  among  the 
new-born  in  the  poor  of  London  on  the  East  side,  Fildes  made  the 
Wassermann  test  upon  1000  children  at  birth,  then  upon  the  mothers 
and  children  from  two  and  a  half  to  four  months  later.  Blood  from 
the  cord  was  taken  for  the  first  test  and  later  blood  from  the  thumb 
or  great  toe  of  mother  and  child.  Both  Jews  and  Christians  gave 
similar  results.  One  infant  in  1015  was  found  in  this  investiga- 
tion to  be  syphilitic  at  birth;  in  all  5.9  per  1000,  or  3.9  of  mothers, 
gave  a  positive  Wassermann  reaction. 

'  The  clinical  manifestation  of  congenital  syphilis  is  frequently  less 
severe  than  the  acquired  disease.  In  these  cases  the  Wassermann 
reaction  is  usually  rehable,  the  reaction  to  luetin  useful  in  some  but 
negative  in  others.     The  same  is  true  of  von  Pirquet's  test.     In  late 
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syphilis,  where  the  spinal  fluid  can  be  obtained  for  examination,  the 
luetin  test  may  prove  useful.  In  children  highly  toxemic  and  syphi- 
litic the  Wassermann  test  may  be  negative.  The  mortality  among 
the  congenitally  syphilitic  is  always  high,  but  from  5  to  lo  per  cent, 
remaining  alive  after  the  first  year.  Modern  investigators  do  not 
consider  the  pemphigus  of  the  new-born  as  syphilitic.  This  is  more 
often  the  result  of  a  streptococcus  infection.  The  characteristic 
lesions  of  congenital  syphilis  are  found  in  the  palms  of  the  hands  and 
soles  of  the  feet;  in  the  peculiar  raw-ham  color  in  the  staining  of  the 
tissues  about  the  anus  and  also  about  the  mouth.  The  erythema 
seen  about  the  genitourinary  organs  is  often  the  result  of  the  feces 
and  urine  retained  in  the  diaper,  and  is  not  a  mark  of  syphilis  at  all. 
So  eczema  seborrhoicum  is  not  a  sign  of  congenital  syphilis.  Ray- 
naud's disease  and  basal  meningitis  may  complicate  the  syphilitic 
condition.  In  these  cases,  lumbar  puncture  followed  by  examina- 
tion of  spinal  fluid  will  give  a  positive  diagnosis.  The  blood  of  the 
congenitally  syphilitic  child  may  be  examined  by  the  Wassermann 
test,  and  usually  a  positive  reaction  wall  be  obtained. 

THE   MODERN   TREATMENT   OF   SYPHILIS. 

The  introduction  of  salvarsan  has  had  the  usual  result  following  the 
employment  of  new  remedies  in  raising  unusual  hopes  and  expecta- 
tions of  the  cure  of  syphilis.  The  original  salvarsan  has  been,  to 
some  extent,  superseded  by  a  later  preparation  called  neosalvarsan. 
The  present  conditions  obtaining  in  Europe  have  practically  stopped 
the  exportation  of  these  products,  and,  as  a  result,  American  chem- 
ists have  endeavored  to  manufacture  them.  In  this  they  have  been 
reasonably  successful  so  far  as  clinical  results  indicate.  Should 
international  law  ever  become  reestablished,  the  original  manufac- 
turers might  stop  the  domestic  production  in  this  country  by  invok- 
ing their  patents. 

The  fact  that  salvarsan  is  essentially  an  arsenical  preparation, 
and  that  parturient  women  bear  arsenic  well,  and  that  children  take 
it  well,  would  indicate  that  the  remedy  might  be  useful  in  the  treat- 
ment of  syphilis  in  obstetric  cases. 

The  necessity  for  vigorous  prophylaxis  to  prevent  the  conveyance 
of  syphilis  is  universally  recognized.  Pinard  urges  the  utmost  thor- 
oughness in  the  examination  of  wet-nurses.  Clinical  observation 
shows  that  a  woman  may  have  become  infected  from  a  nursing  infant 
and  present  no  evident  symptom  of  the  condition.  While  nursing 
another  child  the  specific  infection  may  become  evident,  and  the 
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second  child  may  receive  infection.  The  same  is  true  of  infants 
with  hereditary  syphiHs.  Women  should  nurse  their  children  as  a 
protection  against  syphilis,  under  proper  precautions.  In  the  inter- 
est of  the  child,  antisyphilitic  treatment  during  pregnancy  and  after 
labor  should  be  thoroughly  carried  out  with  all  hygienic  precautions 
and  the  infant  should  be  nursed  by  no  one  but  the  mother.  It  is  a 
familiar  fact  that  when  the  mother  is  treated  early  in  pregnancy  the 
results  for  the  child  as  well  as  for  the  mother  are  much  better  than 
when  treatment  is  first  given  in  the  later  months.  In  both  these 
cases  the  children  may  be  born  apparently  healthy.  IMany  obstetri- 
cians, for  such  treatment,  prefer  the  use  of  mercury,  usually  in  the 
bichloride.  Thus  Gaucher  gives  the  mother  pills  containing  0.012 
gm.  of  bichloride  twice  daily,  or,  by  deep  subcutaneous  injection, 
0.02  of  a  compound  of  mercury  and  benzoic  acid  in  an  alkaline  solu- 
tion. The  pills  and  the  injections  may  alternate,  and  should 
albuminuria  develop  the  dose  is  reduced  one-half.  In  the  condition 
of  latent  syphilis,  many  obstetricians  use  iodide  of  potassium  in  doses 
as  large  as  can  be  borne. 

All  observers  unite  in  urging  the  importance  of  prophylaxis,  and 
that  all  women  qualifying  as  wet-nurses  be  examined  most  thor- 
oughly. Nursing  by  the  proper  woman  is  a  prophylactic  measure  as 
well  for  mother  as  child.  In  the  interest  of  the  child,  where  the  mother 
shows  the  symptoms  of  active  syphilis,  Salge  and  others  have  had 
good  results  by  injecting  deeply  into  the  muscles  bichloride  0.02, 
sodium  chloride  0.2,  distilled  water  10.  Of  this  o.io  c.c.  are  given 
at  one  injection.  For  the  obstinate  nasal  condition,  which  accom- 
panies it,  adrenahn  and  silver  nitrate  locally  are  especially  valuable. 
As  has  been  stated,  the  mixed  treatment — mercury  in  pill  form,  or 
iodide  of  potassium  by  mouth,  alternating  with  bichloride  by  sub- 
cutaneous injection,  or  mercury  inunction — is  thought  of  decided 
value.  In  treating  the  father  in  suspected  cases  the  mixed  treatment 
is  preferred. 

Great  interest  naturally  attaches  to  the  use  of  salvarsan  and  its 
modifications  in  the  treatment  of  syphilis  in  parturient  women.  In 
the  new-born  infant  it  seems  best  to  administer  by  intravenous  injec- 
tion, the  cubital  vein  being  especially  well  adapted  for  this  purpose, 
and  the  dose  varying  from  0.04  gm.  to  o.i  gm.  Baisch  and  others 
have  found  that  it  was  not  enough  to  give  salvarsan  to  the  nursing 
mother  if  the  child  shows  manifestations  of  severe  syphilis  and  the 
physician  hopes  to  control  them.  In  addition  to  the  mother's 
treatment  the  infant  should  receive  0.15  to  0.3  gm.  of  salvarsan^by 
intravenous  injection.     This  treatment  is  especially  successful  where 
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severe  pemphigus  is  present.  Some  prefer  to  give  the  mother  sal- 
varsan  while  using  mercurial  inunctions  for  the  child.  In  cases  of 
active  syphilis  in  pregnant  patients,  where  skin  lesions  predominate, 
Bar  had  excellent  results  with  the  intravenous  injection  of  salvarsan. 
The  children,  however,  showed  syphilitic  lesions,  although  nursed 
by  the  mother.  In  his  cases  there  was  considerable  mortality  among 
the  children  and  one  death  from  pneumonia  among  the  mothers. 

One  cannot  be  sure,  in  using  salvarsan  in  a  pregnant  woman,  that 
labor  may  not  be  brought  on.  Such  cases  are  reported  not  only 
before  term  but  at  term,  and  where  this  happens  the  fetus  is  usually 
stillborn.  We  do  not  as  yet  know  the  cause  for  the  fetal  death. 
Probably  the  majority  of  obstetricians  believe  that  the  best  results 
in  treating  syphilis  in  parturient  women  are  obtained  by  using  mer- 
cury and  salvarsan.  It  seems  to  be  the  fact  that  salvarsan  will 
destroy  the  spirochetae,  but  that  the  fetus  will  perish  before  birth 
from  toxemia,  or,  if  it  be  born  alive,  from  atrophy  and  malnutrition. 
It  is  well  known  that  in  some  cases  salvarsan  produces  abortion,  its 
administration  being  followed  by  uterine  contractions,  bleeding  and 
expulsion  of  the  embryo. 

The  reaction  of  a  given  patient  to  salvarsan  seems  to  depend  con- 
siderably upon  the  length  of  time  elapsing  after  the  infection  and  the 
patient's  general  vigor.  Thus  in  a  healthy  woman  who  became 
infected  in  the  latter  portion  of  pregnancy  from  dishes  used  by  a 
syphilitic  person,  the  prompt  use  of  salvarsan  stopped  the  disease  in 
the  mother  and  the  child  was  born  healthy  and  survived  in  good 
condition. 

After  taking  salvarsan  it  is  not  unusual  for  the  temperature  and 
pulse  of  the  patient  to  rise  considerably,  and  nausea,  vomiting,  and  a 
chilly  sensation  to  supervene.  Red  cells  and  hemoglobin  are 
increased  and  arsenic  can  be  detected  in  the  excreta,  in  some  cases 
about  an  hour  after  taking  the  remedy.  The  spirochetae  are  de- 
stroyed with  greater  or  less  rapidity.  The  cUnical  test  for  safety  in 
using  salvarsan  consists  in  the  examination  of  the  urine  to  detect  the 
presence  of  arsenic  and  to  observe  whether  or  not  nephritis  is  devel- 
oping. It  is  a  curious  fact  that  in  cases  treated  with  salvarsan, 
syphiUtic  lesions  of  the  nervous  system  frequently  develop.  Bar's 
experience  has  been  considerable,  especially  with  neosalvarsan,  and 
he  has  seen  active  cases  of  syphilis  greatly  improved,  among  them  an 
infant  with  hydrocephalus.  He  believes  that  a  dose  larger  than  0.03 
gm.  should  not  be  given.  He  has  also  observed  a  fatal  case  dying 
with  symptoms  of  arsenical  poisoning,  which  has  caused  him  to  con- 
sider  the   administration   of   salvarsan  as   a  critical  matter.     His 
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maximum  dose  is  also  that  advised  by  Fabre  and  Berot.  Yohulo 
reports  in  the  Gazette  of  Oriental  Medicine  the  case  of  a  woman 
pregnant  six  and  a  half  months,  who  received  0.49  gm.  of  salvarsan. 
This  was  followed  by  a  chill  and  a  temperature  of  103.5°  F.  This 
subsided  to  return  three  days  afterward,  and  the  patient  suffered 
with  severe  headache,  became  unconscious  and  partly  paralyzed,  and 
died.  There  was  no  albuminuria.  The  symptoms  were  those  of 
cerebral  apoplexy. 

One  of  the  largest  series  of  cases  reported  is  that  of  Sauvage,  130 
pregnant  women  treated  with  salvarsan.  ]Mild  albuminuria,  fever, 
vomiting,  and  moderately  rapid  pulse  were  frequently  observed,  but 
lasted  but  a  short  time.  Arsenical  poisoning  and  toxemia  from  the 
dead  spirochetae  are  the  dangerous  factors.  The  remedy  should  be 
limited  to  cases  which  do  not  do  well  with  mercurial  treatment. 
Blood  pressure  is  raised,  and  some  pregnant  women,  for  this  reason, 
cannot  endure  the  treatment.  In  this  series  there  were  no  inter- 
ruptions to  pregnancy  and  the  initial  lesions  of  syphilis  promptly  dis- 
appeared. The  fetal  heart  seemed  to  beat  more  slowly  and  less 
strong,  although  92  per  cent,  of  the  children  were  born  living. 

In  a  group  of  cases  reported  by  Pinard  and  others,  217  pregnant 
women  having  syphilis  were  treated  with  mercury.  In  sixty-one 
cases  the  treatment  failed  to  cause  disappearance  of  the  primary 
lesions.  In  75  per  cent,  the  child  was  born  dead,  or  died.  WTiere 
the  infection  had  occurred  some  time  previously,  mercurial  treatment 
was  inefficient,  but,  if  the  syphihtic  infection  occurred  soon  after 
conception  and  the  patient  promptly  came  under  observation,  a  long 
mercurial  treatment  seemed  efficient. 

Salvarsan  was  most  useful  in  cases  of  acute  and  rapidly  developing 
syphilis.  The  percentage  of  Uving  children,  born  after  treatment 
by  salvarsan  in  florid  syphilis,  was  greater  than  in  the  patients 
treated  by  mercury.  In  some  cases  where  the  patient  was  not  in 
good  condition,  small  doses  of  Fowler's  solution  were  given  before 
the  administration  of  salvarsan  was  undertaken. 

Caution  must  be  used  in  employing  salvarsan  in  pregnant  or 
syphilitic  women  who  are  profoundly  anemic.  Thus,  Trelat  lost 
such  a  patient  who  had  received  salvarsan,  from  apparent  exhaus- 
tion in  the  first  stages  of  labor.  Salvarsan  causes  ulceration  and 
necrosis  in  badly  nourished  patients,  the  granules  of  arsenic  remain- 
ing in  the  tissues. 

In  the  treatment  of  infants,  Leonard,  Findlay,  and  Robertson  had 
a  mortality  in  infants  without  salvarsan  of  60  per  cent.  When  neo- 
salvarsan  was  used  and  mercury  by  inunction  the  children  suffered  a 
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good  deal  of  pain,  and  sloughing  was  sometimes  seen.  The  combined 
treatment  is  best  administered  to  the  mother  before  the  birth  of  the 
child.  The  comparative  value  of  antenatal  and  postnatal  treatment 
for  mother  and  child  is  seen  in  the  high  percentage  of  recoveries 
where  salvarsan  is  used  promptly.  Sauvage  reports  93  per  cent,  of 
recoveries  in  the  mother;  Boret  and  Fabre  100  per  cent.  Where  sal- 
varsan was  used  during  pregnancy,  with  the  hope  of  producing  an 
effect  upon  the  child,  it  was  found  that  the  placenta  contained  arsenic 
derived  from  maternal  blood.  One  can  readily  understand  from  this 
how  the  remedy  reaches  the  fetus. 

In  selected  cases,  series  have  been  found  in  which  97  per  cent,  of 
the  children  were  born  living,  where  the  mother  received  the  mixed 
treatment  of  salvarsan  and  mercury.  If  it  is  the  one  object  of  the 
obstetrician  to  secure  a  living  child,  salvarsan  must  be  pushed,  the 
smallest  dose  to  be  efficient  being  1.5  gm.  salvarsan  and  0.5  gm.  sal- 
icylate of  mercury.  Children  should  also  receive  treatment  as  soon 
as  they  are  born.  Bleymie  had  the  interesting  experience  of  giving 
30  eg.  to  a  case  of  puerperal  sepsis,  with  recovery  of  the  patient.  The 
intravenous  use  of  sodium  iodide  in  Klemperer's  experience  (5  to  20 
gm.  10  per  cent,  solution)  increased  the  efficiency  of  salvarsan. 

In  the  treatment  of  hereditary  syphilis,  Baginsky  considers  it 
necessary  to  use  active  measures.  He  relies  upon  inunction,  and 
very  rarely  uses  intravenous  injections.  He  gives  thirty  baths,  con- 
taining 0.5  to  o.io  gm.  bichloride  of  mercury  to  10  liters  of  water. 
He  also  uses  by  inunction  0.5  to  0.2  gm.  in  ointment.  The  usual 
period  of  treatment  is  from  four  to  eight  weeks.  Where  there  are 
skin  lesions  he  employs  0.5  per  cent,  sublimate  alcohol  or  mercury  in 
plasters.  He  also  employs  protiodide  of  mercury  0.002  to  0.006 
gm.  by  injection.  He  frequently  uses  the  iodides  and  sometimes 
mercurial  inunctions.  In  using  neosalvarsan  his  rule  has  been  to 
give  o.oi  gm.  for  each  kilogram  of  body  weight  and  to  allow  from 
eight  to  ten  days  to  elapse  between  the  injections.  He  has  given 
salvarsan  to  infants  by  intramuscular  injection  and  not  by  the  intra- 
venous method.  He  has  frequently  found  it  of  great  advantage  to 
alternate  salvarsan  and  mercurial  treatment. 

Great  anticipations  were  raised  when  the  discovery  of  salvarsan 
promised  to  destroy  syphilis.  In  common  with  many  other  experi- 
ences in  medical  progress,  these  expectations  have  not  been  fully 
realized.  We  have  seen  that  in  active  syphilis  of  comparatively 
recent  origin  the  drug,  cautiously  and  promptly  used,  may  destroy 
the  spirochetae,  at  the  risk  of  acute  toxemia  for  mother  and  child. 
Unless  caution  be  exercised,  arsenical  poisoning  may  result.     That 
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important  element  in  all  diseased  conditions,  the  resisting  power  of 
the  patient,  has  peculiar  force  in  the  ability  of  certain  cases  to  react 
well  to  treatment  by  salvarsan,  and  in  the  failure  of  others  to  profit 
by  it.  This  is  an  element  which  cannot  be  accurately  estimated.  So 
far  as  pregnant  patients  are  concerned,  we  believe  that  in  the  present 
stage  of  our  knowledge  the  obstetrician  will  do  best  to  limit  his  use 
of  salvarsan  to  cases  of  active  and  recent  syphilitic  infection,  and  to 
use  the  remedy  for  a  short  time  only  and  in  moderate  doses.  Pro- 
longed treatment  by  mercury  and  iodide  of  potassium  is  indicated. 
The  danger  of  pregnant  women  infected  by  syphilis  becoming  anemic 
must  always  be  kept  in  mind,  and  frequently  iron,  arsenic,  and  bitter 
tonics  are  required.  The  more  thorough  the  treatment  for  the 
mother  the  better  the  chance  for  the  child.  With  the  latter,  inunc- 
tions of  mercury  are  especially  valuable,  and  salvarsan  may  be 
reserved  for  cases  where  skin  lesions  are  active  and  the  infection 
seems  especially  virulent. 

It  may  be  well  to  heed  a  word  of  caution  from  a  syphilographer  of 
experience  in  Gottheil's  summary  {Progressive  Medicine,  September, 
1 91 5).  He  believes  it  is  an  acknowledged  fact  that  tabes  and  pare- 
sis directly  result  from  syphilis.  Many  cardiac  and  vascular  diseases 
formerly  attributed  to  alcohol  and  other  intoxicants  are  directly  the 
result  of  syphilis.  Much  chronic  disease  of  the  viscera  is  undoubt- 
edly syphilitic,  and  syphilis  vies  with  tuberculosis  as  a  cause  of 
general  morbidity. 

In  early  syphilis  the  recognition  of  the  living  spirochetae  is  espe- 
cially valuable  in  diagnosis.  Treatment  should  not  begin  until  the 
diagnosis  can  be  established,  but  no  time  should  be  lost  in  making  a 
diagnosis  and  then  in  promptly  beginning  treatment.  Where  the 
chancre  is  present  the  spirochete  are  readily  found  in  scrapings  from 
its  surface,  while  the  blood  test  is  always  available.  In  local  treat- 
ment, cleanliness  and  mild  bichloride  solution  or  mercurial  ointment 
or  powder  are  all  that  are  required.  In  the  constitutional  treatment, 
salvarsan  is  useful  in  the  early  stages,  but  mercury  remains  our  great 
reliance,  to  be  given  in  all  stages,  but  most  vigorously  in  the  early 
ones;  iodine  for  late  syphilis,  not  excluding  the  other  two  drugs. 

These  general  recommendations  may  be  carried  out  by  from  four 
to  eight  intravenous  injections  of  neosalvarsan,  as  soon  as  the  diag- 
nosis is  made,  at  intervals  of  five  to  eight  days.  Between  these  injec- 
tions, from  twelve  to  twenty  intramuscular  injections  of  an  insoluble 
mercurial  given  at  intervals  of  about  a  week;  then  a  rest  of  several 
months  and  a  blood  examination;  then  a  similar  course  of  treatment, 
varying  the  dose  and  extent  in  proportion  to  the  patient's  reaction. 
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This  would  carry  the  pregnant  patient  through  her  pregnancy  and 
labor,  and  Gottheil's  rule  for  the  treatment  of  late  syphilis  would 
come  into  play  after  the  puerperal  period.  For  the  later  stages  he 
urges  a  thorough  use  of  iodine  as  much  more  efficient  than  salvarsan. 

If  a  man  had  been  under  thorough  and  prolonged  treatment  for 
several  years,  and  then  for  one  year  without  treatment,  and  had 
shown  no  syphiUs,  he  was  formerly  considered  in  a  condition  where 
marriage  might  be  permitted.  Many  of  these  patients,  however, 
never  give  a  permanently  negative  Wassermann  reaction.  Such 
must,  in  the  present  stage  of  our  knowledge,  be  considered  as  not  con- 
tagious and  allowed  to  marry,  although  they  cannot  be  said  to  be 
completely  cured. 

250  South  Twenty-first  Street. 
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BY 
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New  York. 
I.    HEREDITARY   SYPHILIS    IN   THE    LIGHT    OF    TO-DAY. 

Within  a  couple  of  generations  of  the  appearance  of  the  great  epi- 
demic of  syphiUs  that  swept  over  Europe  at  the  end  of  the  fifteenth 
century,  physicians  began  to  notice  that  infants  born  of  infected 
women  often  came  into  the  world  suffering  from  the  sins  of  their 
parents. 

Until  a  recent  period,  the  way  in  which  syphilis  was  transmitted  to 
the  offspring  was  thought  to  be  clear.  Women  with  active  syphilis 
gave  birth  to  dead  children  showing  evidence  of  the  disease,  or  to 
children  which  soon  after  birth  showed  such  evidence,  or  a  dead  fetus 
was  expelled  prematurely.  The  circumstance  that  such  incidents 
occurred  in  the  case  of  women  who  had  acquired  the  disease  after  con- 
ception by  a  healthy  father  was  proof  that  the  infection  of  the  fetus 
took  place  by  way  of  the  blood  current,  the  infectious  elements 
passing  through  the  placenta  from  the  mother  to  the  embryo.  In 
the  case  of  women  who  were  syphilitic  before  conception,  an  infec- 
tion of  the  ovum  through  the  mother's  syphilis  was  regarded  as  a 
satisfactory  explanation  of  the  disease  in  the  infant.  There  could 
be,  of  course,  no  proof  whatever  of  the  occurrence  of  this  mode  of 

*  Presented  by  invitation  before  the  American  Gynecological  Society  of  the 
Forty-first  Annual  Meeting,  Washington,  May  9  to  11,  1916. 
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infection.  The  finding  of  spirochetae  in  the  unimpregnated  ovum  of 
a  s^'philitic  woman  might  lend  some  weight  to  the  hypothesis,  but 
even  that  would  not  be  proof.  The  probabiUties,  indeed,  are  that 
an  ovum  harboring  spirochetae  would  not  be  capable  of  developing 
into  a  fetus. 

Transmission  of  the  disease  from  a  syphilitic  father  to  the  fetus 
was  regarded  as  the  most  frequent  event  in  hereditary  syphilis. 
It  was  a  common  observation  that  healthy  women  showing  no  signs 
of  syphilis  gave  birth  to  syphilitic  children  by  syphilitic  fathers. 
Assuming  that  the  mother  was  free  from  the  disease,  transmission  by 
way  of  the  semen  to  the  ovum  was  a  necessary  corollary.  Proof  of 
this  mode  of  infection  was  found  in  the  fact  that  treatment  of  the 
father  alone  often  resulted  in  the  later  production  of  syphilis-free 
children,  and  the  strongest  proof  of  paternal  conceptional  syphilis 
was  derived  from  the  so-called  exceptions  to  Colles's  law. 

Colles,  in  1837,  called  attention  to  the  fact  that  the  healthy 
mothers  of  syphilitic  infants  might  nurse  their  babies  with  impunity, 
while  a  healthy  wet-nurse  suckling  the  child  would  almost  inevitably 
acquire  S}^hilis.  This  observation  was  elaborated  by  Baume,  and 
is  known  on  the  Continent  as  the  Colles-Baume  law.  Further 
observations  showed  that  there  were  occasional  exceptions  to  this 
rule.  It  happened  sometimes  that  the  healthy  mother  nursing  her 
syphilitic  infant  acquired  syphiUs,  the  primary  lesion  appearing 
generally  on  the  breast  of  the  mother.  These  cases  of  exceptions 
to  Colles's  law  were  regarded  as  clinching  the  e\'idence  in  favor  of 
paternal  syphilis,  for  if  the  mother  could  acquire  syphilis  after  the 
birth  of  the  child,  it  followed,  of  course,  that  she  was  not  syphilitic 
before  and  that  the  infant's  syphilis  must  have  been  acquired  from 
the  father;  that  is,  that  the  syphilitic  semen  of  the  father  conveyed 
the  syphilis  to  the  ovum  at  the  moment  of  conception. 

The  theory  of  the  paternal  transmission  of  syphilis  prevailed  until 
almost  the  present  day,  though  there  was  no  lack  of  opposition  to  it 
on  various  grounds.  It  was  pointed  out,  in  the  first  place,  that  this 
kind  of  hereditary  transmission  of  a  disease  was  unique — was  un- 
known in  the  entire  range  of  pathology.  In  the  second  place,  the 
apparently  cogent  fact  that  treatment  of  the  father  alone  sometimes 
resulted  in  the  birth  of  healthy  children,  lost  its  importance  when 
it  was  shown  that  healthy  children  sometimes  alternated  with  syphi- 
litic children  even  when  no  treatment  had  been  administered,  and 
that  women  known  to  be  syphilitic  often  gave  birth  to  healthy  chil- 
dren in  their  later  pregnancies,  even  though  no  treatment  had  been 
administered  to  either  parent.     Furthermore,  the  argument  derived 
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from  the  "exceptions  to  CoUes's  law"  lost  its  weight  when  a  closer 
inquiry  was  made  into  the  supposed  infections  of  the  mother  through 
her  nursing  infant.  These  rare  cases  date  from  the  period  of  forty 
or  fifty  years  ago,  when  our  clinical  knowledge  of  syphilis  was  some- 
what inexact.  We  know  now  that  isolated  lesions  may  occur  in  the 
secondary  period  of  syphilis  that  bear  a  strong  resemblance  to  the 
primary  lesion  of  the  disease,  and  that  such  lesions  are  apt  to  occur 
at  the  site  of  irritation  of  the  skin — so,  for  instance,  in  the  nursing 
mother,  at  or  near  the  nipple.  Since  the  salvarsan  period,  among  the 
hundreds  of  cases  of  reinfection  after  salvarsan— cases  that  were 
presumed  to  prove  that  a  single  injection  of  salvarsan  had  cured 
the  patient — a  great  many  are  undoubtedly  cases  of  solitary  papules 
of  the  secondary  period.  The  old  cases  of  supposed  infection  of  the 
mother  by  her  syphilitic  infant,  so  far  as  we  have  careful  records  of 
them,  cannot  withstand  the  more  critical  examination  of  recent 
times.  Finally,  the  circumstance  that  the  mothers  of  syphilitic 
infants  so  frequently  presented  neither  signs  of  the  disease  nor  his- 
tory of  infection  lost  its  value  in  the  light  of  knowledge  based  on 
accumulated  statistics  covering  an  enormous  number  of  cases.  In 
less  than  half  of  the  cases  of  syphilis  in  women,  in  fact  in  little  more 
than  one-third  of  them,  presenting  definite  tertiary  lesions,  there  is 
no  history  of  infection  nor  of  any  lesions  of  the  earlier  period  of  the 
disease. 

These  considerations  sufficed  to  render  the  theory  of  paternal 
syphiHs  extremely  doubtful  even  ten  years  ago.  The  achievements 
of  the  recent  period,  the  period  of  the  spirochete  and  the  Wasser- 
mann  reaction,  have  served  to  relegate  it  to  the  limbo  of  things  med- 
ical that  have  only  an  historical  interest.  I  have  never  seen  an 
infant  with  active  syphilis  whose  mother's  serum  did  not  give  a  posi- 
tive Wassermann  reaction.  This  experience,  based  now  on  thou- 
sands of  cases  by  many  observers  all  over  the  world,  is  virtually 
without  exception.  If  we  regard  a  positive  Wassermann  reaction  as 
proof  of  syphilis — and  syphilidographers  are  unanimous  on  that 
question — then  there  is  no  need  to  introduce  the  phenomenal  element 
of  paternal  syphilis  to  account  for  the  syphilitic  infant.  The  child 
is  syphilitic  because  its  mother  is  syphilitic.  A  s>'philitic  child  cannot 
infect  its  mother,  because  its  mother  is  already  infected,  and  CoUes's 
law  merely  expresses  a  truism. 

Similarly,  Profeta's  law,  that  the  "healthy"  infant  cannot  acquire 
syphilis  from  its  actively  diseased  mother,  is  explained  through  the 
Wassermann  reaction  in  the  same  way;  the  child  is  already  s}^hi- 
litic  without  at  the  time  showing  any  evidence  of  the  disease  other 
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than  a  positive  Wassermann  reaction.  Indeed,  it  required  only  more 
careful  observation  extending  over  a  long  period  to  show  that  both 
Colles's  and  Profeta's  law  were  not  well  founded.  The  mothers  of 
syphilitic  children  and  the  children  of  syphilitic  mothers  very  often 
present  clinical  evidence  of  their  disease  if  we  follow  them  long 
enough. 

To  illustrate  with  a  few  cases:  Both  parents  of  a  syphilitic 
infant  deny  infection  and  present  no  signs  of  the  disease.  A  dead 
fetus  a  year  ago.  Both  give  a  strongly  positive  Wassermann 
reaction  but  refuse  treatment.  A  year  later  the  mother  applies 
for  treatment  for  a  scaling  serpiginous  syphilide  on  the  thigh.  This 
woman  nursed  her  child  without  harm  to  herself,  '"proof  of  the 
correctness  of  Colles's  law.  She  had  presented  no  clinical  evidence 
of  syphilis  until  two  years  after  the  birth  of  the  dead,  presumably, 
sj^hilitic  fetus,  and  might  have  passed  as  an  example  of  a  healthy 
woman  giving  birth  to  a  paternally  infected  child. 

The  mother  of  three  healthy  children  applies  for  treatment  for 
a  superficial  gummous  ulceration  of  the  forearm  which  had  per- 
sisted for  four  years.  Never  ill  before.  Married  ten  years.  No 
miscarriages.  Wassermann  reaction  strongly  positive.  The  father 
admits  infection  three  years  before  marriage,  for  which  he  had  re- 
ceived the  current  inadequate  treatment  wnth  pills,  was  pronounced 
cured  and  permitted  to  marry.  No  trouble  since.  Wassermann 
reaction  4-}--  Examination  of  the  three  children,  eight,  seven, 
and  four  years  of  age,  respectively,  discloses  no  symptoms  of  the 
disease,  but  the  two  older  children  have  a  4+  Wassermann  reaction; 
the  youngest  is  negative.  Had  this  woman  been  known  to  be 
syphilitic,  the  fact  that  she  nursed  her  children  without  infecting 
them  would  have  been  regarded  ten  years  ago  as  proof  of  the  correct- 
ness of  Profeta's  law.  The  oldest  of  these  children,  now  eleven  and 
a  half  years  of  age,  is  still  Wassermann  positive  and  asymptomatic; 
the  second  child  developed  interstitial  keratitis  at  the  age  of  ten; 
the  youngest  is  still  negative  and  is  probably  not  syphilitic.  So 
far  as  her  history  shows  the  first  sign  of  syphilis  in  the  mother 
appeared  as  a  late  lesion  six  years  after  marriage. 

A  lad  of  six  years  received  a  blow  on  the  shin.  The  resulting 
swelling  did  not  subside,  and  after  four  weeks  he  applied  to  a  surgical 
clinic,  where  a  fluctuating  tumor  over  the  bone  was  incised.  The 
wound  not  healing,  a  blood  test  was  made,  and  a  4+  Wassermann 
reaction  being  found,  the  case  was  referred  to  me.  Osteoperiostitis 
gummosa  of  the  tibia.  The  boy  was  the  third  of  six  healthy  children 
out  of  seven  pregnancies,  the  fourth  pregnancy  having  resulted 
in  a  miscarriage.  This  history  indicated  the  probability  of  an 
acquired  syphilis,  an  infection  of  the  child  in  infancy,  but  this 
surmise  was  found  to  be  erroneous  on  further  examination.  The 
mother  and  every  one  of  the  remaining  five  children  gave  a  strongly 
positive  Wassermann  reaction,  without  history  or  other  symptoms, 
while  the  father  presented  signs  of  a  beginning  paresis. 
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Since  the  discovery  of  the  spirochete,  additional  evidence  of 
the  maternal  source  of  infantile  syphilis  has  been  adduced  by 
careful  studies  of  the  placenta  in  s\'philitic  infants.  The  gross 
and  microscopic  changes  of  the  syphihtic  placenta  have  long  been 
known,  but  it  is  only  recently  that  spirochetae  have  been  shown  to 
be  present  in  the  diffuse  and  wedge-shaped  indurations  of  the 
syphilitic  placenta,  and  present  moreover  on  the  maternal  aspect 
of  that  organ  as  well  as  on  the  fetal  side.  Such  a  location  necessarily 
implies  an  infection  of  the  mother. 

In  view  of  the  evidence  of  maternal  syphilis  in  the  case  of  syphilitic 
infants  derived  from  spirochetal  findings  in  the  placenta,  a  con- 
stantly positive  Wassermann  reaction,  and  the  frequent  develop- 
ment of  subsequent  syphilitic  lesions  in  these  women,  together 
with  the  prevailing  absence  of  any  history  of  syphilis  in  women 
with  late  lesions  of  the  disease — in  view  of  these  facts  it  seems  idle 
to  discuss  the  question  of  the  possibility  of  paternal  syphilis  through 
spirochete-containing  spermatozoa.  A  spirochete  is  about  three 
times  as  long  as  the  diameter  of  a  spermatozoon  head,  and  we  can 
hardly  imagine  a  spermatozoon  so  freighted  finding  its  way  to  an 
ovum  and  performing  there  its  physiological  function.  Nor  is  it 
likely  that  spirochetae  lying  free  in  the  semen  reach  and  penetrate 
the  ovum  simultaneously  with  the  spermatozoa.  All  that  we  know 
from  experiments  on  invertebrates  and  lower  vertebrates  tends  to 
prove  that  the  slightest  disturbance  of  a  single  blastomere  in  an 
egg  results  in  a  failure  in  development.  It  is  true  that,  though 
no  one  has  ever  seen  a  spirochete  in  the  spermatic  fluid,  in  an 
extended  series  of  experimental  inoculations  with  the  semen  of 
syphilitics  a  few  have  been  successful.  It  is  possible  that  these 
occult  seminal  spirochetae  may  explain  one  way  in  which  the  woman 
is  infected,  but  that  they  may  infect  an  ovum  which  nevertheless 
goes  on  to  the  development  of  a  fetus  seems  quite  out  of  the  question. 
The  idea  which  I  strongly  advocated  on  cUnical  grounds,  five  years 
ago,  that  there  is  some  form  of  resting  or  resistant  stage  in  the 
life  cycle  of  the  spirochete,  possibly  a  granular  form  of  the  organism, 
seems  to  me  to  possess  a  high  degree  of  probabihty,  and,  if  it  be 
true,  the  absence  of  visible  forms  of  spirochete  in  semen,  which 
nevertheless  is  infectious,  is  explained.  Such  In^othetical  granules 
might,  of  course,  be  carried  by  a  spermatozoon,  but  for  reasons 
already  mentioned  it  seems  unlikely  that  this  kind  of  infection  of 
an  ovum  can  occur  and  the  ovum  undergo  the  changes  incident 
to  impregnation.  Such  spirochetal  "Dauer-forme"  may  serve, 
however,  to  bring  about  an   intrauterine   infection  which,  like  a 
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subcutaneous  infection,  may  run  an  aberrant  course  and  show  little 
or  nothing  of  the  clinical  symptoms  of  the  secondary  stage. 

It  seems  equally  futile  to  discuss  the  possibility  of  explaining 
the  mother's  positive  Wassermann  reaction  as  due  to  the  absorption 
of  Wassermann  bodies  from  the  (paternally)  infected  fetus.  The 
possibility  of  such  an  absorption  must,  of  course,  be  admitted 
theoretically  if  we  admit  the  possibility  of  paternal  sj^hilis,  but 
no  proof  can  be  adduced.  On  the  other  hand,  if  the  Wassermann 
bodies  in  the  mother's  blood  were  due  to  absorption  from  the  syphi- 
litic fetus,  the  expulsion  of  the  fetus  in  which  the  Wassermann  bodies 
are  produced  would  soon  be  followed  by  the  disappearance  of 
the  mother's  positive  Wassermann  reaction.  This  we  know  is 
not  the  case;  the  positive  Wassermann  reaction  in  the  mothers  of 
syphilitic  babies  persists  until  they  are  freed  from  their  s>^hilis. 
Just  so,  conversely,  the  healthy  child  of  a  s\'philitic  mother  escaping 
infection  may  show  a  positive  Wassermann  reaction  at  birth,  the 
Wassermann  bodies  of  the  mother's  blood  serving  to  give  the  Wasser- 
mann reaction  in  the  child's  blood;  but  if  the  child  is  not  syphilitic, 
its  Wassermann  reaction  soon  becomes  negative. 

The  product  of  conception  in  the  syphilitic  woman  may  be  a 
syphilitic  fetus  prematurely  expelled,  or  the  child  may  be  actively 
syphilitic  at  birth,  or  it  may  present  signs  of  active  syphilis  soon 
after  birth,  or  it  may  show  no  signs  of  the  disease  except  a  positive 
Wassermann  reaction  until  several  years  after  birth.  In  a  succession 
of  pregnancies  Kassowitz's  rule — decreasing  grades  of  infection — 
applies  in  the  majority  of  cases.  But  sometimes  a  syphilitic  woman 
may  bear  healthy  and  diseased  children  alternately,  or  without 
any  apparent  rule,  and  it  has  been  observed  that  one  of  a  pair  of 
twins  may  be  diseased,  the  other  healthy.  Finally,  we  have  the 
cases  of  syphilis  hereditaria  tarda  in  which  no  evidence  of  the  disease 
appears  until  quite  late  in  the  life  of  the  child,  or  even  as  late  as  the 
twenty-fifth  or  the  thirtieth  year. 

The  causes  of  these  apparently  mysterious  variations  are  quite 
clear,  it  seems  to  me,  if  only  we  bear  in  mind  the  nature  of  the 
syphilitic  infection  and  the  physiology  of  pregnancy.  In  a  recent 
case  of  syphilis  the  mother's  blood  is  flooded  with  spirochetae. 
These  do  not  pass  into  the  fetus  until  the  placental  circulation  is 
established;  hence,  infection  of  the  fetus  with  abortion  before  the 
third  month  does  not  occur.  If  the  mother  has  an  acute  spirochetal 
septicemia  at  the  time  that  direct  connection  between  her  circulation 
and  that  of  the  fetus  is  estabUshed,  infection  of  the  fetus  is  inevitable, 
the  fetus  is  killed  in  the  course  of  a  few  weeks,  and  soon  expelled; 
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hence,  miscarriage  of  a  dead  fetus  after  the  fourth  month.  (Mis- 
carriage between  the  fourth  and  the  seventh  month,  the  fetus  being 
born  alive,  is  rarely,  if  ever,  due  to  syphiHs.)  If  the  infection  of 
the  woman  takes  place  after  conception  the  effect  on  the  fetus  will 
depend  on  the  period  of  the  woman's  infection.  Infection  in  the 
early  months  of  pregnancy  will  probably  have  the  same  result  as 
infection  shortly  before  conception.  The  mother  will  be  actively 
spirochetemic  at  a  time  when  the  fetus  offers  Uttle  resistance  to  the 
infection  through  the  placenta  and  is  killed  by  it.  But  if  infection 
of  the  mother  takes  place  later  in  the  pregnancy,  about  the  fifth  or 
the  sixth  month,  the  child  may  be  born  alive  with  the  signs  of  an 
active  syphilis.  If  infection  of  the  mother  occurs  in  the  eighth 
or  ninth  month  the  child  has  a  fair  chance  to  be  born  healthy,  escap- 
ing infection  entirely,  because  it  takes  several  weeks  after  infection 
for  the  mother's  blood  to  be  so  charged  with  spirochetae  as  to  make 
infection  of  the  fetus  inevitable;  and,  furthermore,  the  spirochetae 
must  encounter  some  additional  delay  in  the  passage  through  the 
placenta. 

The  syphilitic  woman  who  has  passed  through  the  early  period 
of  her  disease,  say,  after  the  second  year  of  her  infection,  harbors 
spirochetae,  but  they  are  located  in  the  tissues,  and  only  occasionally 
find  their  way  in  small  numbers  into  the  blood.  In  the  later  stages 
of  S3^hilis  it  is  a  comparatively  rare  event  to  find  spirochetae  in  the 
blood,  and  attempts  at  inoculation  with  the  blood  at  this  period  are 
successful  in  only  a  small  proportion  of  cases.  This  fact  explains 
the  erratic  course,  the  haphazard  occurrence  of  syphilis  in  the  chil- 
dren of  late  syphiUtic  women.  It  is  a  matter  of  chance  whether  or 
not  a  few  of  the  spirochetae  occasionally  present  in  the  mother's 
blood  at  this  time  happen  to  reach  the  placenta.  Sometimes  they 
do,  and  then  the  child  is  syphilitic;  sometimes  they  do  not,  and 
then  the  child  is  healthy.  But  if  a  few  spirochetae  make  the  passage 
of  the  placenta  and  enter  the  fetal  circulation,  does  the  fetus  undergo 
the  same  series  of  events  that  occur  after  infection  in  acquired 
syphilis?  By  no  means,  and  for  the  obvious  reason  that  the  child's 
blood  is  the  mother's  blood,  and  the  mother's  blood  at  this  stage  of 
her  disease  contains  substances,  the  product  of  the  interaction  of 
her  tissues  and  the  spirochetae,  that  confer  on  her  tissues  that  modi- 
fied immunity  which  we  find  in  the  late  stage  of  syphiUs.  This  is, 
of  course,  not  true  immunity,  but  during  this  stage  the  tissues 
are  resistant  to  a  fresh  infection  from  without,  and  a  few  spirochetae 
that  make  their  way  from  syphiUtic  foci  into  the  blood  of  their  host 
do  not  proliferate  to  any  extent,  do  not  reproduce  the  conditions 
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that  prevailed  on  their  first  eruption  into  circulation  two  or  three 
months  after  the  original  infection.  The  term  anergy  has  been 
employed  to  designate  this  modified  form  of  immunity. 

The  spirochetae  in  the  mother's  blood  in  the  later  stages  of  her 
syphiUs,  penetrating  by  chance  to  the  fetus,  find  there  the  same 
anergic  condition  that  prevails  in  the  mother,  and  the  organism  can 
produce  only  those  lesions  that  they  might  have  produced  in  the 
mother;  that  is,  the  lesions  of  late  syphilis.  The  fetus  is  anergic 
before  it  becomes  spirochetal.  A  spirochetal  focus  thus  deposited  in 
the  tissues  of  the  fetus  udll  serve  to  keep  the  child's  blood  Wasser- 
mann  positive,  but  it  may  remain  in  a  state  of  quiescence  in  the  child, 
just  as  it  may  in  any  late  syphilitic,  for  an  indefinite  period,  and 
only  after  many  years  occasion  the  late  lesions  of  "hereditary" 
syphilis  when  some  special  stimulus  provokes  it  to  activity.  To 
assume  that  the  victim  of  a  lesion  of  syphilis  hereditaria  tarda  must 
have  passed  the  early  manifestations  of  syphilis  and  to  speculate  on 
the  possibility  of  these  manifestations  having  occurred  in  utero, 
or  of  having  been  of  so  mild  a  degree  as  to  have  escaped  observation 
in  infancy,  is  as  unnecessary  as  it  is  unscientific. 

In  a  considerable  percentage  of  cases  of  habitual  abortion  in 
the  early  months,  in  which  a  dead  and  macerated  fetus  is  born, 
no  evidence  of  syphilis  is  found  in  the  fetus.  I  do  not  know  of  any 
recent  investigations  on  this  class  of  cases  from  the  syphiiidological 
point  of  view;  but  the  old  idea  that  syphilis  of  the  father  may  cause 
a  deterioration  of  his  semen  analogous  to  that  produced  by  alcohol 
or  lead  poisoning,  which  renders  the  ovum  fertilized  by  it  incapable 
of  development  into  a  normal  fetus,  need  not  be  entirely  rejected. 
Specific  treatment  of  the  father,  if  he  presents  evidences  of  s^^Dhilis 
and  the  mother  none,  may  result  in  the  production  of  a  healthy  child. 
I  must  repeat,  however,  that  there  is  at  present  no  scientific  proof 
of  this  view;  it  rests  merely  on  general  considerations. 

The  obvious  practical  conclusions  to  be  drawn  from  the  facts 
of  "hereditary"  syphilis,  in  the  Hght  of  modern  pathology,  is  that 
the  Wassermann  test  should  be  employed  in  every  case  of  abortion 
or  miscarriage;  that  syphilis  should  not  be  regarded  as  the  last 
explanation  to  be  applied  in  a  given  case  while  all  sorts  of  fancied 
causes — -adhesions,  displacements,  etc. — are  regarded  as  satisfactory; 
but  that  syphilis  should  be  thought  of  first.  In  view  of  the  readi- 
ness and  the  certainty  with  which  a  suspicion  of  syphilis  may  be 
confirmed  or  rejected  a  Wassermann  test  should  be  as  much  a 
part  of  the  gynecologist's  armamentarium  as  the  test  for  albumin. 
It  is  not  my  function  to  discuss  the  Wassermann  reaction  itself. 
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suffice  it  to  say  that  for  the  syphilidologist  a  positive  Wassermann 
reaction,  excluding  only  some  rare  and  readily  recognized  condi- 
tions, is  a  positive  and  infallible  proof  of  syphilis.  There  is  only 
one  warning  I  should  wish  to  express  in  the  light  of  an  experience  of 
many  thousand  Wassermann  tests  made  for  me  on  cases  personally 
observed.  The  test  is  not  an  automatic  process;  it  is  made  by  a 
human  being  in  a  laboratory,  and,  like  any  other  human  process, 
it  is  subject  to  a  factor  of  error.  Mistakes  are  sometimes  made. 
It  is  my  rule,  if  the  Wassermann  reaction  does  not  harmonize  with 
my  clinical  expectation,  to  have  the  test  repeated.  As  to  the 
interpretation  to  be  placed  on  a  doubtful  one  or  a  weakly  positive 
reaction,  much  will  depend  on  the  particular  antigen  employed; 
but  a  weak  or  doubtful  reaction  in  the  class  of  cases  that  concerns 
the  gynecologist  or  obstetrician  has  in  general  a  considerable  sig- 
nificance. At  any  rate  the  test  should  be  repeated  after  the  lapse 
of  a  few  weeks,  and  it  may  sometimes  be  well  to  administer  a 
provocative  injection  of  salvarsan  which  will  have  the  effect  of  in- 
creasing the  intensity  of  the  reaction  if  syphilis  be  present.  The 
importance  of  definitely  estabhshing  a  diagnosis,  the  importance  to 
the  individual,  the  family,  and  the  community,  and  incidentally  to 
the  reputation  of  the  physician,  justifies,  nay,  demands,  this  harmless 
procedure.  Furthermore,  in  every  case  of  syphilis  in  a  wife  or 
mother  the  husband  and  all  the  children  should  be  examined; 
and  in  the  case  of  syphilis  in  the  child,  both  parents  and  the  other 
children  should  be  examined.  In  this  way  only  will  it  be  possible 
to  forestall,  through  knowledge  and  adequate  treatment,  the 
frightful  possibilities  of  a  neglected  syphilis. 

II.  when  may  the  syphilitic  marry? 

The  recent  progress  in  our  knowledge  of  syphilis  has  greatly 
changed  our  views  both  as  to  the  gravity  of  the  syphilitic  infection 
and  the  criteria  of  cure.  On  the  other  hand,  the  new  remedies  have 
greatly  improved  the  prognosis  of  syphilis  and  increased  the  prospect 
of  a  successful  therapy. 

Although  the  first  glimmerings  of  visceral  syphilis  were  recognized 
nearly  seventy  years  ago,  it  is  only  within  the  past  decade  that  we 
have  come  to  a  realization  of  the  enormous  and  far-reaching  damage 
that  may  result  from  the  spirochetal  invasion,  and  only  three  years 
since  Noguchi's  discovery  of  spirochetae  in  the  brain  of  paretics 
swept  away  the  dust  of  a  fifty-year-old  controversy  and  gave  the 
palm  to  those  clear-sighted  clinicians  who  for  half  a  century  had 
contended  for  the  view  that  paresis  and  tabes  were  syphilitic  diseases. 


846   pollitzer:  syphilis  in  relation  to  some  social  problems 

In  addition  to  the  risk  of  developing  one  of  these  grave  and 
hopeless  diseases  of  the  central  nervous  system,  the  greatest  danger 
to  the  syphilitic  lies  in  the  prospect  of  early  death  or  prolonged 
invalidism  from  injury  to  the  blood-vessels  resulting  in  cerebral 
hemorrhage  or  aortic  disease.  When  we  realize  the  fact  that  from 
2  to  5  per  cent,  of  the  cases  of  syphilis  develop  tabes  or  paresis  and 
that  in  not  less  than  8o  per  cent,  of  a  series  of  nearly  500  autopsies 
on  syphihtics,  recently  summarized  from  the  records  of  the  Leipzig 
General  Hospital,  more  or  less  grave  disease  of  the  aorta,  ranging 
from  a  mild  mesaortitis  to  an  aneurysm,  was  disclosed;  when  we 
remember  that  in  a  fair  proportion  of  cases  the  wives  and  children 
of  syphilitics  become  infected;  and  when  we  add  to  these  alarming 
statistics  the  fact  that  every  one  of  these  cases  might  have  undergone 
the  current  treatment  considered  adequate  ten  years  ago,  been  pro- 
nounced cured  and  permitted  to  marry;  when  we  realize  these  facts, 
it  is  evident  that  the  criteria  of  cure  up  to  ten  years  ago  were  woefully 
inadequate  and  often  resulted  in  the  most  frightful  misfortunes  for 
the  victim  of  the  disease  and  for  the  family. 

The  question  of  the  medical  sanction  to  the  marriage  of  the 
syphilitic  has  long  occupied  the  attention  of  the  syphilidographers. 
The  principles  laid  down  by  Fournier  forty  years  ago  had  generally 
been  adopted,  with  but  little  modification.  The  syphilitic  might 
marry  if  he  had  received  three  years  of  treatment  with  mercury  and 
iodides,  beginning  soon  after  his  infection,  and  if  then,  during 
another  year  or  preferably  two  years  without  treatment,  he  remained 
free  from  any  signs  of  syphilis. 

That  in  a  considerable  proportion  of  cases,  that  fulfilled  these 
requirements  and  married,  infection  of  the  wife  and  children  oc- 
curred, or  the  patient  later  was  overwhelmed  by  one  of  the  terrible 
accidents  of  the  tertiary  period,  is  proof  of  the  inadequacy  of  the 
criteria  of  cure  at  that  time.  There  were,  unfortunately,  no  means 
of  determining  when  the  last  trace  of  the  specific  virus  had  left  the 
system;  no  gong  was  sounded  when  the  patient  was  cured.  We 
did  the  best  we  could.  Often  enough,  indeed,  we  found  it  a  struggle 
to  induce  the  patient  to  submit  to  the  minimum  of  treatment  con- 
sidered adequate  and  to  postpone  his  marriage  until  the  minimum 
lapse  of  time  regarded  by  the  consensus  of  the  best  medical  opinions 
as  necessary.  The  millions  of  happy  marriages  undertaken  in  ac- 
cordance with  the  rule  empirically  adopted,  marriages  in  which 
healthy  children  were  produced  and  the  patient  lived  out  his  normal 
span  of  life  without  ever  again  being  reminded  of  his  early  disease 
attest  the  wisdom  of  the  rule.     But,  on  the  other  hand,  the  thous- 
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ands  of  cases  in  which  a  marriage  undertaken  after  compliance 
with  the  demands  of  the  syphiUdologist  resulted  in  infection  of  the 
wife,  in  the  production  of  miscarriages  or  syphilitic  infants,  or  in 
children  apparently  well  that  later  became  blind  or  deaf,  or  were 
overtaken  with  any  one  of  the  lesions  of  hereditary  S}^hilis;  or 
who  themselves  in  later  years  developed  tabes  or  disease  of  the 
heart  or  aorta,  or  died  too  young  from  cerebral  hemorrhage:  all 
these  occasional  events  in  the  life  of  the  syphilitic  pronounced 
cured  and  permitted  to  marry,  showed  that  the  rule  was  by  no  means 
infallible,  and  that  the  marriage  of  the  man  once  syphilitic  was  at 
best  a  matter  attended  with  considerable  risk.  We  had,  however, 
no  choice  in  the  matter.  To  carry  out  our  reasoning  to  its  logical 
conclusion,  there  remained  no  course  but  to  forbid  forever  the 
marriage  of  the  victim  of  a  syphilitic  infection.  Such  a  conclusion 
would  have  worked  such  manifest  injury  to  so  many  people  that 
the  alternative  of  permitting  the  patients  to  assume  what  seemed 
after  all  a  relatively  small  risk  was  justified. 

It  must  be  borne  in  mind  that  the  great  majority  of  syphilitics 
recover  entirely  from  their  disease  after  good  treatment  with  mercury 
alone,  and  sometimes  it  must  be  admitted  with  very  little  treatment. 

In  1892  I  saw  a  young  man  with  a  chancre,  adenopathies,  and  a 
beginning  roseola.  He  was  a  travelling  salesman  and  only  occasion- 
ally consulted  me  during  the  succeeding  two  years.  His  medica- 
tion was,  I  thought,  absurdly  inadequate;  several  courses  of  pills 
of  tannate  of  mercury.  In  1894  he  came  to  me  with  a  breaking- 
down  gumma  of  one  testicle,  which  responded  promptly  to  injec- 
tions of  salicylate  of  mercury  and  was  absorbed  without  ulceration. 
He  disappeared  from  treatment  after  four  injections,  and  six  months 
later  informed  me  by  letter  that  he  had  recently  married.  In  due 
time  he  became  the  father  of  two  apparently  healthy  children,  his 
wife  enjoys  good  health  and  has  never  had  a  miscarriage,  and  two 
years  ago,  when  I  had  an  opportunity  to  make  a  Wassermann  test 
upon  him,  I  found  his  serum  normal. 

Instances  like  this,  which  every  sj^hilidographer  can  duplicate 
in  his  practice,  teach  us  that  syphilis  is  not  inevitably  the  frightful 
monster  it  sometimes  shows  itself  to  be.  It  is  not,  however,  on 
cases  of  such  exceptionally  favorable  character  that  we  base  our 
rules  of  treatment  nor  our  prognosis  in  regard  to  marriage.  Never- 
theless, such  cases  serve  to  emphasize  the  injustice  that  would  be 
done  by  a  rule  forbidding  the  marriage  of  syphilitics  who  have  re- 
ceived good  treatment  and  have  gone  without  symptoms  for  a 
considerable  period. 

Happily,   the  last   dozen   years   that   have   given   us  the  cause 
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of  syphilis  and  a  new  specific  remedy  for  it  have  produced  also  a 
criterion  of  cure  that  has  taken  a  heavy  load  of  responsibility  from 
our  shoulders. 

A  positive  Wassermann  reaction,  except  in  certain  rare  and 
readily  differentiable  conditions,  is  a  positive  indication  of  an  ex- 
isting syphilis.  The  converse,  that  a  negative  Wassermann  reaction 
is  an  infaUible  sign  of  the  absence  of  syphilis  is,  of  course,  not  true. 
The  reaction  in  a  syphilitic  may  be  negative  in  consequence  of  alcohol 
or  possibly  some  other  substances  temporarily  present  in  the  blood; 
it  may  be  negative  in  consequence  of  recent  though  insufficient 
treatment;  it  is  always  negative  in  the  first  two  or  three  weeks  after 
infection;  it  is  commonly  negative  in  malignant  S}^hilis;  it  is  often 
negative  (in  the  blood)  in  treated  cases  of  tabes  and  paresis,  while 
still  positive  in  the  cerebrospinal  fluid.  These  questions  of  the 
interpretation  of  the  Wassermann  reaction  are  the  subject  of  an- 
other paper  in  this  symposium  and  need  not  be  further  discussed 
here.  Suffice  it  to  say  that  a  negative  Wassermann  reaction  alone 
is  not  a  sufficient  criterion  of  cure,  though  a  positive  reaction  is  a 
practically  certain  proof  of  noncure. 

Basing  our  conclusion  on  the  established  practice  of  the  clinical 
masters  who  formulated  the  rule  for  guidance  in  the  case  of  syphi- 
Htics  who  are  candidates  for  marriage,  and  bringing  it  to  accord  with 
the  recent  teachings,  I  should  say  that  the  marriage  of  the  syphilitic 
might  receive  medical  sanction  if  the  patient  had  undergone  treat- 
ment for  a  period  which  could  not  be  arbitrarily  fixed,  had  remained 
free  from  symptoms — including  a  positive  Wassermann  reaction  as 
a  symptom — for  at  least  one  year  and  preferably  two  years  after 
cessation  of  treatment,  had  at  the  expiration  of  this  period  reacted 
negatively  to  a  provocative  injection  of  salvarsan,  and  finally  had 
shown  no  signs  of  abnormality  in  the  chemical  or  cellular  constitu- 
ents of  the  cerebrospinal  fluid.  Such  a  case  might,  in  the  light 
of  our  present  knowledge,  be  regarded  as  cured. 

It  will  be  observed  that  no  definite  period  of  treatment  is  specified. 
The  treatment  should  be  carried  out  systematically  until  the 
patient's  Wassermann  reaction  becomes  negative,  and  for  a  sufficient 
time  after  that  to  secure  in  the  judgment  of  the  physician  a  per- 
manently negative  reaction.  This  period  may  be  a  couple  of  months 
or  it  may  extend  over  several  years.  In  the  case  of  the  patient  who 
is  seen  within  a  few  days  after  the  appearance  of  the  initial  lesion, 
before  the  Wassermann  reaction  has  yet  become  positive,  the 
diagnosis  of  syphilis  being  based  on  the  appearance  of  the  chancre 
and  on  the  presence  of  spirochetae,  a  single  energetic  course  of  sal- 
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varsan  and  mercury,  five  intravenous  injections  of  salvarsan  at 
short  intervals  and  eight  intramuscular  injections  of  one  of  the 
insoluble  salts  of  mercury,  one  each  week,  will,  with  almost  mathe- 
matical certainty,  cure  the  patient.  Furthermore,  whenever  the 
location  of  the  lesion  makes  it  possible  the  chancre  should  be  ex- 
cised. Every  case  in  my  experience  treated  in  this  way  during  the 
past  five  years  has  remained  free  from  symptoms,  Wassermann 
negative,  and  negative  after  a  prov'ocative  salvarsan  injection, 
and  negative  in  the  cerebrospinal  fluid.  These  cases  are  certainly 
cured  and  their  marriage  may  be  permitted.  I  am  personally  of 
the  opinion  that  in  these  early  cases  treatment  with  mercury  is  not 
necessary;  I  throw  it  in  as  a  sop  to  prejudice.  In  two  of  my  cases  I 
relied  on  salvarsan  alone  and  with  entirely  satisfactory  results.  I 
do  not  doubt  that  these  cases  are  cured  immediately  after  the  con- 
clusion of  the  course  of  treatment — the  numerous  authentic  cases 
of  sv-philitic  reinfection  after  a  single  energetic  course  of  salvarsan 
would  seem  to  establish  that  fact — but  I  should  deem  it  foolhardy 
in  a  matter  fraught  with  such  grave  possibilities  not  to  insist  on 
the  lapse  of  a  period  of  a  year  or  two  of  observation  and  test  before 
sanctioning  marriage. 

In  the  case  of  patients  who  come  for  treatment  after  a  wide 
dissemination  of  spirochetae  has  taken  place,  patients  with  a  positive 
Wassermann  reaction  and  an  eruption  of  the  secondary  period,  the 
results  of  a  single  course  of  treatment  are  often  not  less  striking  than 
those  we  observe  in  the  cases  treated  abortively  in  the  early  primary 
stage.  But  not  always.  In  general,  I  should  say  that  the  pros- 
pects of  a  successful  therapia  magna  sterilisans  diminish  with  the 
length  of  the  elapsed  time  after  infection,  and  the  treatment  begun 
in  the  secondary  stage  should  be  carried  on  for  a  period  of  not  less 
than  a  year,  treatment  with  salvarsan  and  mercury  by  the  inter- 
rupted method,  and  thereafter  for  another  year  the  Wassermann 
reaction  should  be  carefully  watched.  In  the  late  secondary  stage, 
and  in  the  tertiary  stage,  the  treatment  should  extend  over  a 
sufficient  period  to  render  the  Wassermann  reaction  negative,  and 
should  then  be  continued,  with  negative  Wassermann  reactions, 
for  another  year.  The  Wassermann  reaction  may  become  negative 
after  the  first  course  of  treatment  in  these  cases;  the  treatment, 
however,  should  be  continued  for  another  year.  Or  the  Wasser- 
mann reaction  may  not  become  negative  until  after  several  courses 
of  treatment;  or,  again,  in  some  cases,  the  Wassermann  reaction 
cannot  be  made  permanently  negative  at  all.  It  is  evident,  there- 
fore, that  the  attempt  to  fix  upon  an  arbitrary  period  of  time  for 
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the  duration  of  treatment,  such  as  two  years  or  three  years,  is 
vain  and  unscientific.  The  consent  to  marriage  should  await  the 
estabhshment  of  a  permanently  negative  Wasserraann  reaction,  as 
tested  by  repeated  examination  of  the  serum  after  the  cessation  of 
treatment,  and  finally  by  a  provocative  salvarsan  injection. 

With  regard  to  those  resistant  cases  that,  despite  energetic  treat- 
ment, constantly  remain  Wassermann  positive,  or  after  a  brief 
period  of  negative  reaction  relapse  into  a  positive  without  showing 
any  other  symptom  of  syphilis,  what  should  be  our  attitude  toward 
them  on  the  question  of  marriage?  By  the  old  standards  before 
the  Wassermann  period  no  physician  would  have  raised  any  objec- 
tion to  their  marriage.  In  a  certain  proportion  of  the  resistant 
Wassermann  cases  an  examination  of  the  cerebrospinal  fluid  will 
disclose  evidences  of  syphilitic  involvement  of  the  central  nervous 
system.  Such  patients  are,  ipso  facto,  excluded  from  marriage. 
WhUe,  of  course,  the  chance  of  their  being  sources  of  infection  to 
their  connubial  partners  is  small,  there  is,  nevertheless,  the  possi- 
bility of  such  an  accident;  but  aside  from  this  risk  the  victim  of  an 
incipient  tabes  or  paresis  has  no  right  to  marry,  and  our  consent  as 
medical  advisers  must  be  withheld.  But  in  a  certain  proportion 
of  these  resistant  Wassermann  cases  the  central  nervous  system 
is  found  unaffected.  The  syphilitic  focus  lies  possibly  in  one  of  the 
abdominal  viscera,  or,  more  probably,  in  view  of  the  statistics  of 
aortic  diseases  in  syphilis,  in  or  around  the  walls  of  the  blood- 
vessels, without  at  the  time  giving  any  clinical  evidence  of  focal 
disease.  What  should  be  our  attitude  toward  the  marital  ambitions 
of  these  cases,  old  syphilitics  who  are  free  from  symptoms  of  their 
disease,  whose  cerebrospinal  fluid  is  norm.al,  and  who  are  persistently 
Wassermann  positive? 

The  question  resolves  itself  into  two  phases:  Confident  as  we  are 
that  a  persistent  positive  Wassermann  reaction  means  a  persistent 
syphilis,  we  may  consider  (i)  the  risk  to  the  patient  of  the  future 
development  of  a  serious  syphiHtic  lesion  in  some  important  or 
vital  organ,  heart,  aorta,  or  central  nervous  system;  and  (2)  the  risk 
of  infection  to  the  wife  and  children.  The  first  part  of  this  question 
concerns  us  as  medical  men,  because  we  know  as  medical  men  the 
risk  the  patient  runs;  but  it  is  on  broader  sociological  and  humani- 
tarian grounds  that  we  must  oppose  the  marriage  of  one  whose 
early  death  or  prolonged  invalidism  may  deprive  the  family  of  its 
bread-winner,  or  may  render  him  a  burden  to  the  family  and  pos- 
sibly to  the  community.  The  man  who  faces  such  a  prospect  has 
no  right,  on  purely  economic  grounds,  to  marry.     He  would  be  called 
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a  bad  risk  by  a  life  insurance  company,  and  no  company  would 
issue  an  ordinary  policy  of  insurance  to  such  a  man.  He  would 
probably  be  advised  to  continue  treatment  and  apply  again  when 
his  Wassermann  reaction  becomes  negative.  The  candidate 
rejected  for  life  insurance,  whether  it  be  on  account  of  Bright's 
disease  or  of  syphilis,  should  not  be  accepted  as  a  candidate  for 
marriage;  certainly  not  without  making  a  full  statement  of  his 
condition  to  his  prospective  partner  or  her  family,  and  if  syphilis  is 
confessed  the  probabiHties  are  that  the  conscientious  medical  ad- 
viser will  not  be  called  upon  to  exercise  any  unpleasant  authority 
to  prevent  the  marriage. 

The  second  phase  of  the  question.  What  is  the  risk  of  infection 
to  the  wife  from  the  Wassermann-positive  husband,  cannot  be 
answered  mathematically.  That  the  syphilitic  who  presents  no 
objective  signs  of  his  disease  may  still  be  a  source  of  danger  to  his 
wife,  is  obvious  from  the  histories  of  the  thousands  of  unfortunate 
marriages  contracted  by  syphilitics  who  had  compHed  with  the 
Fournier  requirements  but  nevertheless  infected  their  wives.  In 
these  cases  it  seems  reasonable  to  suppose  that  the  Wassermann 
reaction  had  remained  positive.  Recent  experimental  work  on  the 
persistence  of  the  spirochetae  in  the  blood  in  latent,  i.e.,  symptom- 
free  cases  of  s\^hilis  with  a  positive  Wassermann  reaction  has  demon- 
strated the  infectiousness  of  the  blood  in  a  small  proportion. 
Successful  inoculations  have  been  made  with  the  blood  of  latent 
syphiHtics,  five  or  six  years  after  their  infection;  and  the  numerous 
cases  of  marital  infection  by  latent  syphiHtics,  infection  proven  by  the 
occurrence  of  symptoms  in  the  wife  or  the  birth  of  syphilitic  chil- 
dren, find  a  scientific  explanation  in  these  demonstrations.  By 
what  means  the  spirochetae  make  their  way  from  the  blood  of  their 
host  to  that  of  the  recipient  of  the  infection,  we  do  not  know;  but 
the  cases  of  successful  inoculations  with  the  semen  of  syphilitics 
afford  a  possible  clue. 

In  brief,  the  Fournier  rule  failed  in  a  certain  proportion  of  cases, 
infection  took  place  notwithstanding  the  apparent  cure  of  the 
patient;  in  a  certain  proportion  of  treated  cases  the  Wassermann 
reaction  remains  positive  in  the  absence  of  somatic  symptoms;  in 
a  certain  proportion  of  these  latent  Wassermann-positive  cases  the 
infectiousness  of  the  blood  has  been  proven.  It  seems  a  reasonable 
assumption  that  those  old  cases  that  infected  their  wives  are  Wasser- 
mann positive,  just  as  to-day  the  asymptomatic  fathers  of  syphilitic 
children  and  husbands  of  chaste  syphilitic  women  are  still  found  to 
be  Wassermann  positive.     The  woman,  therefore,  who  marries  a 
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Wassermann-positive  asymptomatic  syphilitic  distinctly  runs  a 
risk  of  infection  by  her  husband,  and  however  small  that  risk  may 
be  it  is  our  duty  as  medical  men  to  interpose  our  veto. 

I  am  aware  that  in  taking  this  stand  I  am  not  in  agreement  w^th 
some  of  my  colleagues  whose  position  in  regard  to  this  question  re- 
mains unchanged  from  the  time  of  Fournier.  I  should  be  willing 
to  stand  alone  in  my  opinion!  Those  who  regard  the  old  require- 
ments as  sufficient  to  warrant  marriage  ignore  the  teachings  of  the 
last  ten  years,  or  they  fail  to  follow  these  teachings  to  their  logical 
conclusion.  They  say,  with  a  shrug  of  the  shoulder,  "the  risk  of 
disaster  to  the  uncured  syphilitic  and  his  family  after  five  years  is 
not  very  great;  let  him  take  a  chance;  life  is  at  best  a  hazardous 
business." 

To  my  mind  this  attitude,  in  the  light  of  our  present  knowledge, 
is  indefensible.  Is  it  not  a  fact  that  the  blood  of  the  Wassermann- 
positive  syphilitic  at  any  period  of  the  disease  may  contain  spiro- 
chetas?  Is  it  not  a  fact  that  the  semen  of  syphilitics  who  have  no 
symptom  but  a  positive  Wassermann  reaction  may  be  infectious? 
And,  above  all,  is  it  not  a  fact  that  thousands  of  marriages  con- 
tracted by  asymptomatic  syphilitics  in  the  later  stages  of  their 
disease  have  resulted  in  infection  of  the  wife  and  children?  What 
matters  it  that  tens  of  thousands  of  such  marriages  have  not  been 
followed  by  disastrous  results?  The  question  that  we  as  medical 
men  have  to  answer  is:  Can  we  assure  the  Wassermann-positive 
asymptomatic  syphilitic  that  he  may  marry  with  as  little  risk  to  his 
wife  as  if  he  had  never  been  syphilitic?  The  answer  to  this  question 
must  be  an  emphatic  no!  I  know  that  the  argumentum  ad  Jioynhiem 
is  not  always  justifiable,  but  sometimes  it  clarifies  a  situation  to 
bring  a  question  down  from  the  abstract  to  the  concrete  and  per- 
sonal, and  I  should  like  to  ask  you,  my  dear  doctor,  whether  you 
would  be  willing  to  permit  the  marriage  of  your  daughter  to  a 
latent  Wassermann-positive  syphilitic.  You  need  not  reply;  I  know 
your  answer. 

One  consideration  remains  to  be  added:  we  are  physicians,  not 
judges;  we  may  not  be  warranted  in  attempting  to  control  the  lives 
of  two  individuals  and  their  right  to  happiness  in  marriage.  The 
late  syphilitic  generally  does  not  infect  his  wife.  If  the  woman 
chooses  to  run  the  risk  of  infection,  a  risk  which  we  admit  is  not  very 
great,  it  is  her  affair;  but  we  should  never  grant  our  consent  to 
the  marriage  of  the  uncured  syphilitic  unless  the  prospective 
wife  has  been  fully  informed  of  the  chance  she  is  taking  f6r  herself 
and  her  prospective  children.     Unfortunately  we  cannot  tell  her 
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in  mathematical  terms  how  great  or  how  small  this  risk  is,  whether 
it  is  one  in  twenty  or  one  in  a  hundred.  In  practice,  however,  the 
stand  I  advocate  would  generally  result  in  an  interview  with  the 
father  of  the  intended  bride,  and  he  in  his  ignorance  and  perplexity 
would  surely  turn  to  us  with  the  question,  "Well,  Doctor,  what 
would  you  advise?"  It  behooves  us  therefore  to  give  this  question 
some  thought  in  advance. 

Is  then  the  persistently  Wassermann-positive  syphilitic  con- 
demned to  celibacy  for  Hfe?  Yes,  if  his  positive  Wassermann  re- 
action is  due  to  a  focus  in  the  central  nervous  system;  if  he  is  an 
asymptomatic  paretic  or  tabetic,  as  shown  by  examination  of  his 
cerebrospinal  fluid,  because  in  that  case  the  prognosis  of  his  dis- 
ease is  hopeless;  up  to  the  present  time  no  paretic  or  tabetic  has 
been  cured,  although  symptoms  have  undoubtedly  been  amelio- 
rated. But  if  the  cerebrospinal  fluid  be  normal,  and  the  syphilitic 
focus  be  located  in  other  viscera,  the  prognosis  as  to  the  cure  of 
the  syphilis,  the  prospects  of  rendering  him  permanently  Wasser- 
mann negative,  are  by  no  means  hopeless.  In  other  words,  he  may 
not  be  permanently  Wassermann  positive  but  only  unusually 
resistant. 

At  the  present  time  there  is  frequent  reference  to  the  persistently 
positive  Wassermann  reaction,  in  a  sense  implying  permanence  of 
the  reaction  and,  in  accordance  with  our  interpretation  of  it,  in- 
curability of  the  disease.  A  few  years  ago  I  was  inclined  to  this 
view  of  the  persistent  Wassermann  positive,  but  the  experience  of 
the  past  few  years  has  led  me  to  modify  my  opinion.  I  have  seen 
so  many  cases  with  persistently  positive  reaction  finally  become 
negative,  and  remain  negative  for  a  sufficient  period  to  warrant 
the  belief  that  the  negative  reaction  is  permanent  and  the  patient 
cured,  that  I  am  strongly  incUned  to  believe  that  every  case  of 
syphilis,  excepting  only  those  whose  central  nervous  system  is  in- 
volved, can  be  cured.  At  present,  however,  this  view  must  be  re- 
garded rather  as  the  expression  of  a  hope  than  as  an  absolute  con- 
viction.    To  illustrate: 

A  man  whose  syphilis  dates  from  the  year  1897  received  treat- 
ment by  pills  for  eighteen  months,  married  in  1900  with  his 
physician's  consent;  came  to  me  for  treatment  in  191 2;  asympto- 
matic; Wassermann  reaction,  4+;  wife  and  children  syphilitic. 
It  required  three  years  of  persevering,  energetic  treatment  with 
salvarsan  and  mercury  to  bring  about  a  negative  reaction  that 
has  remained  negative  after  a  provocative  salvarsan  injection. 

A  man  infected  in  1901,  treated  systematically  and  well  by 
injections  and  inunctions  of  mercury,  came  to  me  in  March,  1910, 
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with  a  gumma  on  the  site  of  the  former  chancre.  VVassermann 
negative,  becoming  positive  after  institution  of  treatment  by  in- 
jections of  mercury  which  was  continued  systematically  till  treat- 
ment with  salvarsan  was  begun  in  February,  191 1;  repeated  courses 
of  salvarsan  and  mercury  in  full  doses;  Wassermann  reaction 
negative  in  October,  1913,  after  three  and  a  half  years  of  most 
energetic  treatment.  Two  more  courses  of  salvarsan  and  mercury 
during  the  succeeding  year,  the  Wassermann  reaction  remaining 
negative.  Provocative  salvarsan  in  December,  1914,  followed 
by  negative  reactions.  Spinal  puncture  in  January,  191 5,  showed 
a  normal  fluid.  The  patient  was  married  with  my  consent  a  few 
months  ago. 

The  first  case  illustrates  two  points:  (i)  the  physician's  consent 
to  marriage  three  years  after  infection,  based  on  the  absence  of 
symptoms,  was  followed  by  disastrous  results  to  the  wife  and 
children;  (2)  the  persistently  positive  Wassermann  reaction  in  this 
old  asymptomatic  syphilitic,  finally  became  negative  after  patient 
and  energetic  treatment.  If  he  had  been  treated  to  this  degree 
before  medical  consent  to  his  marriage  had  been  granted  his  wife 
and  children  would  have  been  spared.  The  second  case  is  a  good 
example  of  the  persistent  Wassermann  positive,  who  after  nine 
years  of  good  treatment  with  mercury  and  iodines  required  nearly 
four  years  more  of  intense  treatment  with  Salvarsan  and  mercury 
to  bring  about  a  cure.  I  have  now  records  of  so  many  of  these 
cases  of  old  sj^hilitics  who  two  years  ago  would  have  been  classed 
with  the  persistently,  meaning  hopelessly,  Wassermann  positives, 
that  I  strongly  incline  to  the  view  that  unless  the  central  nervous 
system  is  involved  no  case  of  syphilis  is  incurable.  (It  is  needless 
to  say  that  I  do  not  mean  to  imply  that  the  injury  already 
caused  by  syphilis  can  be  repaired;  an  optic  nerve  atrophy  or 
an  aortic  aneurysm  will  not  disappear,  though  the  sj'philis  that 
has  caused  these  conditions  may  be  cured.)  Our  duty  then,  to 
the  Wassermann-positive  asymptomatic  s^-philitic  who  aspires  to 
marriage  is  to  withhold  our  consent  and  insist  on  the  institution 
or  the  continuance  of  energetic  treatment  until  he  becomes  per- 
manently Wassermann  negative.  If  the  asymptomatic  s>'philitis 
elects  to  take  his  chance  and  chooses  to  discontinue  treatment, 
that  is  a  matter  that  concerns  himself  mainly.  A  man  may  choose 
to  leap  into  the  river — if  the  police  do  not  interfere — and  take  his 
chance  of  drowning  before  reaching  the  other  shore.  But  on  no 
possible  ethical  grounds  has  he  the  right  to  seize  in  his  arms  an  un- 
suspecting girl  and  leap  into  the  water  with  her,  subjecting  her  to 
risks  of  which  she  knew  nothing  and  about  which  her  opinion  was 
not  even  asked. 


pollitzer:  sypiiilis  in  relation  to  some  socL-y;.  problems    855 

As  to  the  syphilitic  woman,  she  may  marry  without  risk  of  in- 
fecting her  husband  as  soon  as  she  has  passed  the  stage  of  active 
infectious  lesions  of  the  skin  and  mucosa,  in  general,  even  by  the 
old  methods  of  treatment,  two  or  three  years  after  infection;  but 
she  cannot  bear  children  without  the  risk  of  bearing  syphilitic 
children  until  she  has  become  permanently  Wassermann  negative. 
Pregnancy  in  the  Wassermann-positive  woman  implies  a  risk  for 
the  fetus.  We  have  discussed  the  nature  and  degree  of  this  risk  in 
the  previous  section.  Our  attitude  as  physicians  toward  the 
syphilitic  woman  is,  as  a  rule,  not  difl&cult.  The  syphilitic  woman 
is  either  a  widow  or  a  woman  of  loose  morals;  in  neither  case  is  the 
physician's  consent  likely  to  be  asked.  In  the  case  of  the  girl  who 
has  an  innocent  extragenital  infection,  we  may  be  sure  that  she  will 
strictly  conform  to  her  physician's  regulations  and  not  assume  the 
risks  of  wifehood  and  maternity  until  she  is  cured. 

To  conclude :  The  syphilitic  may  marry  when  he  has  had  sufficient 
treatment  to  render  his  blood  serum  permanently  negative  to  the 
Wassermann  reaction  and  an  examination  of  his  cerebrospinal 
fluid  shows  normal  conditions. 

in.  THE  control  of  syphilis. 

The  attempt  to  control  the  incidence  of  syphilis  by  segregation 
and  examination  of  prostitutes  has  proved  itself  of  such  slight  value 
that  it  may  be  said  to  be  a  failure.  But  even  if  it  had  measured  a 
far  greater  degree  of  success  than  its  most  ardent  advocates  claim 
for  it,  it  has  for  us  no  practical  value  because  a  system  of  reglementa- 
tion  is  so  repugnant  to  Anglo-Saxon  sentiments  and  traditions,  which 
prevail  in  our  country,  that  it  could  never  be  enforced.  Forty 
years  ago  reglementation  based  on  the  Paris  system  was  attempted  in 
St.  Louis,  Missouri,  but  the  sentiment  aroused  mainly  by  clergymen 
against  this  "compact  with  sin  and  Satan"  soon  led  to  the  repeal  of 
the  law.  The  control  of  syphilis  must  come  through  education; 
education  of  the  public  in  the  risks  and  dangers  of  illicit  intercourse 
and  education  of  the  physician  in  the  importance  of  early  diagnosis 
and  proper  treatment. 

The  education  of  the  public  is  slowly  making  progress.  Largely 
through  the  influence  of  the  Society  for  Moral  and  Sanitary  Prophy- 
laxis, Public  Health  Associations  and  similar  bodies  throughout 
the  country,  parents  and  teachers  are  being  aroused  to  the  impor- 
tance of  the  subject,  and  discussions  as  to  methods  of  bringing  a 
knowledge  of  sex  questions  to  the  youth  of  both  sexes  have  led  to 
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the  beginning  of  instruction  on  these  subjects  into  many  schools. 
It  is  noteworthy  too  that  while  up  to  six  years  ago  the  word  syphiUs 
had  probably  never  been  printed  in  an  American  newspaper,  the 
disease  is  now  frequently  mentioned  without  circumlocution  and 
has  been  the  subject  of  discussion  in  popular  magazines.  The 
public  is  being  educated. 

How  far  a  knowledge  of  the  risks  of  venereal  infection  acts  as  a 
restraint  is  a  moot  question;  the  sex  instinct  is,  next  to  the  desire  for 
food,  the  strongest  instinct  to  which  the  animal  is  subject.  But 
while  food  is  an  absolute  necessity  for  existence,  no  one  is  injured  by 
abstention  from  sexual  intercourse.  "With  all  the  force  that  any 
knowledge  I  possess,"  says  Gowers,  "or  any  authority  I  have,  can 
give,  I  assert  that  no  man  ever  yet  was  in  the  slightest  degree  or 
way  the  worse  for  continence  or  the  better  for  incontinence." 
"Personal  purity,"  says  Osier,  "is  the  prophylaxis  which  we  as 
physicians  are  especially  bound  to  advocate.  Continence  may  be 
a  hard  condition  (to  some  harder  than  to  others),  but  it  can  be  borne, 
and  it  is  our  duty  to  urge  this  lesson  upon  young  and  old  who  seek 
our  advice  in  matters  sexual." 

Every  medical  man  will  give  his  hearty  endorsement  to  these 
opinions.  But  we  must  recognize  the  fact  that  we  are  dealing  with 
one  of  the  strongest  human  appetites;  that  prostitution  is  as  old  as 
historical  records  of  the  race;  and  that,  in  the  complex  structure  of 
our  modern  industrial  society,  early  marriage,  the  legitimate  outlet 
for  this  appetite,  is  becoming  more  and  more  difficult.  A  vigorous 
inunction  with  a  33  per  cent,  calomel  ointment  applied  within  a  few 
hours  to  the  site  of  inoculation  of  the  spirochete  will  absolutely 
prevent  infection.  On  the  basis  of  experimental  observations,  as 
well  as  statistics  taken  mainly  from  army  and  navy  records,  it  is  not 
too  much  to  say  that  the  systematic  employment  of  this  means  of 
prophylaxis  would  soon  result  in  reducing  syphilis  to  the  rank  of  one 
of  the  minor  plagues  of  the  world.  The  Great  Pox  could  be  as 
completely  controlled  by  this  means  as  the  Small  Pox  by  vaccination. 

That  syphilis  is  indeed  one  of  the  great  plagues  of  the  world  must 
be  admitted.  Attempts  at  estimating  the  number  of  cases  of  the 
disease  in  a  given  community  have  been  made  in  various  centers  of 
population  with  varying  degree  of  probable  error.  Syphilis  being  a 
venereal  disease  in  90  per  cent,  of  the  cases,  the  incidence  of  the 
disease  will  vary  with  the  state  of  sexual  moraUty  in  a  given  com- 
munity; but  as  it  is  a  contagious  disease  for  only  a  short  period  in 
its  course,  the  likelihood  of  infection  from  a  given  case  will  vary  with 
the  promptness  and  thoroughness  with  which  treatment  is  instituted 
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and  carried  out.     It  will  therefore  vary  in  different  strata  of  society, 
being  more  frequent  ad  hoc  among  the  poorer  classes. 

Estimates  of  the  proportion  of  syphilitics  among  the  population 
of  London,  Paris,  Berlin,  etc.,  made  before  the  Wassermann  test 
was  practised,  are  at  best  only  more  or  less  good  guesses.  The  best 
authorities  estimated  the  number  of  syphilitics  in  these  European 
cities  as  from  12  per  cent,  to  15  per  cent,  of  the  population.  It  is, 
however,  only  since  the  introduction  of  the  Wassermann  test  that 
we  have  reliable  information  of  the  proportion  of  syphilitics;  but 
unfortunately  the  tests  have  not  yet  been  applied  to  sufficiently 
large  and  representative  groups  of  people  to  give  us  more  than  a 
suspicion  of  the  truth.  Wassermann  tests  made  on  all  patients 
admitted  to  Bellevue  Hospital  and  to  the  Presbyterian  Hospital  in 
New  York  City  showed  a  ratio  of  20  to  25  syphilitics  per  100  cases. 
Tests  recently  made  on  4000  patients  in  the  Peter  Bent  Brigham 
Hospital  in  Boston  showed  600  positives,  15  per  cent.;  and  in  this 
institution  there  is  no  service  for  venereal  diseases.  Hospital 
statistics  of  syphiUs  cannot  of  course  be  regarded  as  indicative  of 
the  ratio  of  syphiUs  to  the  community  at  large  because  many  of 
the  cases  seek  hospital  relief  on  account  of  their  syphilis — heart, 
aorta,  central  nervous  system,  etc.;  the  hospital  ratio  will  be  too 
high.  The  following  statistics  of  the  Health  Department  of  New 
York  City  are  of  interest: 

Xo.  of  tests  Positives  Per  cent. 

Tombs  Prison  (men  awaiting  trial) 391  45               1 1 . 5 

Hart's  Island  Reformatory  (boys) 544  37                5.8 

Penitentiary,  Blackwell's  Island  (both  sexes) . .      253  62               24.5 

Workhouse  (both  sexes) 2621  1209              45  7 

3809  1353  35.0 

Among  these  3809  cases  from  the  criminal,  degenerate  and  derelict 
class,  including  a  considerable  number  of  prostitutes  in  the  work- 
house, 35  per  cent,  have  syphilis.  Among  191  young  girls  in  the 
Bedford  Reformatory,  wayward  girls  and  youthful  prostitutes,  78 
or  40.8  per  cent,  have  a  positive  Wassermann  reaction. 

These  figures,  like  the  hospital  statistics,  cannot  be  applied  to 
the  general  population.  Considerably  more  value  may  be  attached 
to  the  results  obtained  on  examination  of  1107  appHcants  for  ped- 
lers'  licenses  in  New  York  City  among  whom  91  (8.2  per  cent, 
gave  a  positive  Wassermann  reaction.  The  figures  for  peddlers 
correspond  fairly  well  with  the  reports  of  Reasoner  and  Bartlett 
of  the  United  States  Army  Medical  Service,  who  found  in  two  regi- 
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ments  7  per  cent,  and  10  per  cent,  of  Wassermann  positives  re- 
spectively. Collating  the  statistics  from  the  army  and  the  appli- 
cants for  the  peddlers'  licenses  with  those  obtained  from  three 
representative  hospitals,  and  bearing  in  mind  the  fact  that  the 
positive  Wassermann  reactions  represent  less  than  the  actual  number 
of  syphilitics  because  many  syphilitics  may  have  been  Wassermann 
negative  at  the  time  of  the  examination,  we  arrive  at  the  conclusion 
that  not  less  than  10  per  cent,  and  not  more  than  20  per  cent,  of  the 
population  is  s}T3hilitic.  An  allowance  must  be  made  for  the  fact 
that  syphilis  is  more  frequent  among  men  than  among  women, 
in  my  chnic,  in  the  proportion  of  100  men  to  40  women,  and  that  a 
large  number  of  cases  upon  which  these  Wassermann  statistics  are 
based  were  men  (army  and  peddlers)  while  the  sexes  are  about 
evenly  divided  in  our  population.  On  the  other  hand,  the  army 
statistics  probably  give  too  low  a  figure,  because  a  man  with  definite 
lesions  of  syphilis  \\dll  not  present  himself  to  the  recruiting  ofiicer 
or  will  be  rejected  at  the  first  examination;  and  the  great  majority 
of  the  1107  applicants  for  peddlers'  licenses  examined  in  New  York 
City  were  Jews,  among  whom  syphilis  is  less  frequent  than  among 
the  general  population.  W^ith  due  though  indefinite  allowance  for 
these  corrections  we  may  arrive  at  a  figure  for  the  ratio  of  syphilitics 
to  the  general  population  of  approximately  10  to  15  per  cent.,  a 
figure  which  accords  very  well  with  the  estimate  made  many  years 
ago  for  several  European  capitals.  After  all  it  matters  little  for  our 
purpose  whether  the  ratio  is  10  per  cent,  or  15  per  cent.  It  is  enough 
to  know  that  an  appalling  number  of  syphilitics  are  to  be  found  in 
our  population.  Even  on  the  minimum  basis  of  10  per  cent,  of 
syphilis  among  adult  males  and  4  per  cent,  among  females  we  should 
arrive  at  a  total  of  about  3,000,000  adult  syphilitics  in  the  United 
States.     I  regard  this  as  a  conservative  estimate. 

When  we  bear  in  mind  the  terrible  significance  of  an  infection 
with  syphilis  in  connection  with  the  wide  diffusion  of  the  disease, 
the  problem  of  its  control  seems  well  worth  our  most  earnest  considera- 
tion. In  addition  to  prophylaxis  and  a  wider  knowledge  of  the 
dangers  of  the  disease,  the  most  important  agent  in  its  control  lies 
in  the  hands  of  the  physician.  It  is  an  unfortunate  fact  that  the 
treatment  of  the  disease  on  the  part  of  the  general  practitioner 
who  comes  in  contact  with  the  greater  number  of  s^'philitics  is 
lamentably  inadequate.  Up  to  five  years  ago  it  was  a  common  thing 
to  hear  from  the  syphilitic  who  came  to  us  with  one  of  the  grave 
lesions  of  the  late  stage  of  his  disease:  "Yes,  I  had  a  sore  ten  years 
ago;  the  doctor  thought  it  might  be  syphilis,  but  wasn't  sure;  he 
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cauterized  it  and  gave  me  some  pills  which  I  took  for  a  few  weeks. 
I  never  had  any  trouble  until  now."  I  venture  to  say  that  every 
S5^hilidologist  of  experience  has  heard  just  these  words  a  hundred 
times.  It  means,  of  course,  that  the  doctor  did  not  make  a  diagnosis 
and  did  exactly  what  he  should  have  not  done  in  giving  the  patient 
treatment  which  was  of  no  avail  except  to  disguise  further  symp- 
toms, for  a  time,  and  make  a  diagnosis  impossible;  and  finally  did 
not  impress  on  the  patient  the  serious  character  of  the  disease  from 
which  he  might  be  suffering  and  the  necessity  for  further  observation 
until  a  diagnosis  was  possible.  I  know  that  very  often  the  doctor 
told  the  patient  that  it  was  not  possible  to  make  a  positive  diagnosis, 
and  correctly  advised  waiting  for  corroborative  signs,  advice  which 
the  patient  did  not  follow,  overlooking  the  mild  roseola  and  failing 
to  present  himself  again.  The  fault  in  these  cases,  however,  must 
frequently  be  laid  to  the  physician,  for  surely  a  proper  presentation 
of  the  case  would  have  impressed  the  patient  sufficiently  to  lead  to  a 
different  result.  Unfortunately,  most  physicians  are  afraid  of  being 
regarded  as  "alarmists;"  afraid  to  tell  the  patient  the  truth  concern- 
ing their  suspicions,  and  afraid,  also,  if  a  positive  diagnosis  has  been 
made,  to  impress  on  the  patient  the  grave  nature  of  his  disease  and 
the  necessity  for  prolonged  treatment  even  in  the  absence  of  symp- 
toms. I  should  rather  risk  making  one  unhappy  syphilidophobe 
than  permit  ten  syphilitics  to  neglect  their  treatment  with  all  the 
possibilities  of  a  neglected  syphilis. 

Ten  years  ago  a  positive  diagnosis  of  syphiHs  in  the  primary  stage 
was  frequently  impossible,  and  it  was  a  wise  rule  to  wait  for  the 
development  of  early  lesions  of  the  skin  or  mucosa  before  undertaking 
treatment.  To-day,  however,  we  can  always  make  a  positive  diag- 
nosis of  syphilitic  chancre  by  means  of  an  examination  for  spirochetae. 
How  many  physicians  are  able  or  technically  prepared  to  make  this 
examination?  Shall  I  say  one  in  a  hundred?  I  should  say  that 
this  estimate  is  a  gross  exaggeration.  And  yet  in  view  of  the  para- 
mount importance  of  early  diagnosis,  diagnosis  from  the  chancre 
before  the  great  diffusion  of  spirochetae  through  the  system,  should 
not  every  physician  be  prepared  to  make  this  examination,  or  at 
least  realizing  its  importance,  employ  the  services  of  a  laboratory  to 
have  it  made?  The  enormous  Hterature  of  the  last  five  years  un- 
happily has  seemed  to  pass  over  the  heads  of  most  physicians  without 
much  impression.  But  the  enlightened  physician  wdll  tell  you  that 
though  he  does  not  examine  for  spirochetae  he  regularly  makes  use 
of  the  Wassermann  test  and  always  gives  salvarsan.  I  could  fill  a 
volume  with  the  narrative  of  the  failure  to  really  comprehend  the 
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meaning  of  the  new  methods  on  the  part  of  the  "enhghtened" 
physician.  One  example  may  suffice.  A  man  came  to  me  with  a 
chancre  which  he  had  noticed  two  days  before,  ten  days  post  coitum. 
An  examination  of  the  typical  chancre  revealed  spirochetae.  I 
told  the  patient  that  he  had  syphilis,  and  that  as  his  older  brother 
had  tabes  with  optic  atrophy,  I  need  not  dwell  on  the  seriousness 
of  the  matter,  but  that  in  this  early  stage  he  would  probably  be  cured 
very  readily.  I  made  an  appointment  with  him  for  the  next  day  for 
excision  of  the  chancre  and  injection  of  salvarsan,  and  meanwhile 
applied  a  compress  of  bichloride  solution  to  the  sore.  He  did  not 
keep  his  appointment.  Three  days  later  he  telephoned  me  that  he 
had  discussed  the  matter  with  his  family  physician,  who  had  told 
him  that  he  would  like  to  have  a  Wassermann  test  and  another 
examination  for  spirochetae.  This  had  been  done  and  both  examina- 
tions were  negative.  So  he  guessed  I  was  mistaken.  The  poor 
doctor  did  not  know  that  the  Wassermann  reaction  is  always 
negative  so  early  after  infection  and  that  the  bichloride  dressing 
would  make  the  search  for  spirochetae  futile.  Three  months  later 
the  patient  had  his  roseola.  By  the  delay  in  instituting  therapy 
the  patient  lost  the  golden  opportunity  for  abortive  treatment  of 
his  disease. 

As  to  salvarsan,  except  in  the  hands  of  a  relatively  few  specialists, 
the  introduction  of  this  marvelous  remedy  has  been  of  very  Uttle 
real  use.  It  seems  to  me  that  the  use  of  salvarsan  by  physicians  in 
general  bears  about  the  same  relation  to  the  proper  treatment  of 
syphilis  as  did  the  pills  and  iodide  of  a  decade  ago.  The  "up-to- 
date"  physician  gives  salvarsan,  but  he  commonly  limits  himself  to 
one  injection,  or  he  may  give  several  injections  at  remote  intervals. 
A  clear-cut,  well-planned  course  of  treatment  is  the  rarest  event  in 
the  history  of  the  average  syphilitic.  The  worst  sinners  in  regard 
to  the  treatment  of  syphilis,  I  am  sorry  to  say,  are  very  often  at  the 
head  of  the  profession  in  their  own  field  of  work.  The  eye  lesions 
and  the  throat  or  bone  lesions  that  are  brought  to  the  specialists  in 
their  appropriate  field  are,  for  the  most  part,  treated  until  the 
lesion  disappears  and  the  patient  is  left  with  his  syphilis,  his  under- 
lying constitutional  disease  uncured.  The  patient  receives  mixed 
treatment,  or  possibly  an  injection  of  salvarsan;  but  does  the 
ophthalmologist,  the  laryngologist,  or  the  surgeon  concern  himself 
with  the  treatment  of  the  asymptomatic  syphilitic,  the  man  whose 
only  symptom  is  a  positive  Wassermann  reaction?  Certainly  not! 
In  most  cases  he  would  indignantly  repudiate  the  idea  that  he  treats 
cases  outside  the  field  of  his  specialty.     But  the  poor  syphilitic  is 
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the  sufferer;  he  carries  his  uncured  syphilis  until  a  fresh  lesion,  this 
time  perhaps  an  incurable  condition,  brings  him  again  to  a  physician. 

These  are  unpleasant  truths,  and  it  is  not  an  agreeable  task  to 
state  unpleasant  truths;  but  the  truth  must  be  told,  for  it  is  only  by 
knowledge  that  we  can  hope  for  improvement.  What  is  the  remedy 
for  the  prevailing  ignorance  and  bad  treatment  of  syphilis?  Mani- 
festly, better  education;  education  in  the  medical  schools  and  in  the 
hospitals.  As  long  as  syphilis  is  taught  in  the  schools  by  its  in- 
dividual symptoms  as  syphilis  of  the  eye,  the  skin,  the  liver,  the 
nervous  system,  etc.,  by  a  dozen  different  professors  in  a  dozen 
departments,  instead  of  being  taught  as  a  systemic  disease  affecting 
the  whole  body,  just  so  long  will  it  be  badly  taught.  The  teaching 
of  syphilis  should  be  the  work  of  one  man  in  the  faculty  of  the  medical 
school;  only  thus  can  a  proper  understanding  of  the  disease  as  a  whole 
be  brought  home  to  the  student.  The  syphilitic  lesions  of  the  eye, 
the  bones,  the  central  nervous  system,  etc.,  will  properly  come  under 
the  purview  of  the  ophthalmologist,  the  neurologist,  the  surgeon, 
etc. ;  but  in  these  departments  the  instructor  should  concern  himself 
only  with  the  diagnosis  of  the  special  lesion.  Does  the  ophthal- 
mologist administer  the  treatment  for  diabetes  to  the  patient  in  whom 
he  has  recognized  a  glycosuric  retinitis,  making  the  complicated 
metabolic  determinations  necessary  for  a  correct  therapy?  No,  he 
sends  the  patient  to  the  internist,  because  he  knows  that  he  is 
incapable  of  treating  the  case  properly,  and  because  there  is  no 
simple  remedy  at  hand  like  potassium  iodide  to  cure  the  lesion. 
Nor  does  he  deliver  a  lecture  to  his  classes  on  the  general  pathology 
of  diabetes;  that  is  the  function,  he  realizes,  of  the  internist. 

In  our  hospitals  in  which  the  education  of  the  physician  is  con- 
tinued the  same  conditions  prevail  in  regard  to  the  treatment  of 
syphihs.  Every  ward  of  the  hospital  has  its  syphilitics,  and  their 
treatment  depends  upon  the  whim  of  the  various  medical  men  in 
charge  who  are  usually  interested  only  in  the  existing  lesion  of  their 
patient.  The  hospital  has  no  room  for  the  asymptomatic  syphilitic 
and  the  patient  is  dismissed  as  soon  as  the  lesion  is  cured  and  very 
often  as  soon  as  the  diagnosis  is  made.  No  attempt  is  made  to  rid 
him  of  his  constitutional  disease.  Indeed,  if  the  patient  presents 
the  infectious  lesions  of  the  early  period  he  is  generally  refused 
admission  to  the  hospital.  A  school  teacher  living  in  a  boarding- 
house  in  New  York  innocently  acquired  a  chancre  of  the  lip.  It 
was  impossible  to  place  her  in  any  hospital  ward  in  this  city,  unless 
she  were  willing  to  go  to  the  City  Hospital  and  mingle  with  the  dregs 
of  the  metropoUs  found  in  that  institution.     Such  a  state  of  affairs 
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is  simply  a  blot  on  our  medical  institutions,  and  I  am  informed  that 
similar  conditions  in  regard  to  the  admission  of  syphiUtics  with 
contagious  lesions  prevail  throughout  the  country.  The  contrast 
between  the  lack  of  beds  for  the  frank  syphilitic  in  American  hos- 
pitals with  the  generous  provision  made  for  this  unfortunate  class  in 
Europe  is  striking.  The  hospitals  of  the  large  cities  on  the  Continent 
recognize  the  importance  of  hospital  accommodations  for  the  s^'phi- 
litic.  The  Hopital  St.  Louis  in  Paris,  with  2700  beds  for  skin  and 
genitourinary  diseases,  the  Rudolf  Virchow  Krankenhaus  in  Berlin 
with  500  beds  for  skin  and  venereal  diseases,  constitute  only  a 
portion  of  the  total  beds  for  this  class  provided  by  the  various  hos- 
pitals of  these  cities.  The  smaller  cities  of  the  Continent  are  not 
less  liberal  in  their  provision  for  hospital  treatment  of  the  disease. 
If  our  American  hospitals  would  set  aside  only  5  per  cent,  of  their 
beds  for  cases  of  S3^hilis,  exclusive  of  those  with  visceral  or  surgical 
lesions  who  may  be  placed  in  the  general  wards,  the  immediate  needs 
of  this  class  of  patients  would  be  at  least  partly  met. 

Syphilis,  however,  is  for  the  most  part  an  ambulatory  condition, 
and  the  patients  are  treated  in  the  dispensary  rather  than  in  the 
hospital.  What  conditions  as  to  diagnosis  and  treatment  of  this 
important  disease  are  to  be  found  in  our  dispensaries?  Three  years 
ago  an  association  of  all  the  out-patient  cHnics  of  New  York  City 
was  organized  for  the  purpose  of  regulating  and  standardizing  their 
methods  of  treatment,  conditions  of  the  service,  etc.  An  advisory 
committee,  consisting  of  representatives  of  the  dermatological 
and  genitourinary  services  of  these  institutions,  drew  up  the  recom- 
mendations for  these  departments  with  special  reference  to  syphiHs 
and  gonorrhea.  They  recommended  that  all  cases  of  syphilis, 
whatever  the  nature  of  the  lesion,  be  treated  in  one  department; 
that  this  department  be  either  a  special  department  for  syphiHs 
or  the  dermatological  department;  that  facilities  for  early  diagnosis 
(dark-field  microscope)  and  for  the  Wassermann  test  be  provided, 
and  that  salvarsan  be  administered  gratis  to  those  unable  to  pay 
for  it.  How  have  the  out-patient  clinics  of  this  city  responded  to 
these  recommendations?  There  are  at  most  two  climes  among  the 
sixty  in  the  city  in  which  all  the  demands  of  this  committee  of 
experts  have  been  fully  complied  with.  Salvarsan  is  either  not 
given  at  all  or  given  only  to  those  able  to  pay  for  it;  the  dark-field 
microscope  is  an  almost  unknown  instrument;  the  s>'philitic  in 
most  institutions  continues  to  receive  the  treatment  accorded  in 
the  department  to  which  his  particular  lesion  first  led  him. 

Conditions   throughout   the   country   are   in   no   respect   better 
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than  those  prevailing  in  this  city.  Here  and  there  may  be  found 
a  few  dispensaries  in  which  the  personality  of  the  head  of  the  de- 
partment in  which  syphilis  is  treated  has  prevailed  over  the  in- 
difference of  governing  boards,  just  as  it  has  in  a  few  instances  in 
New  York,  and  brought  about  conditions  which  are  very  nearly,  if 
not  quite,  up  to  the  standard  requirements.  But  everywhere  there 
is  on  the  part  of  the  ruling  powers  of  our  institutions  an  attitude  of 
indifference  or  laissez  faire  in  regard  to  the  disease  which  is  probably 
the  most  frequent  and  the  most  important  of  all  the  diseases  that 
affect  the  beneficiaries  of  these  public  institutions.  It  must  be 
brought  home  to  the  authorities  of  our  hospitals  and  dispensaries 
that  they  are  derelict  in  their  duty  when  they  fail  to  give  every 
possible  aid  that  science  affords  to  the  victims  of  any  disorder  that 
seek  their  aid.  To  do  less  is  often  to  rob  the  confiding  poor  man  of 
his  chance  of  health  or  life.  Is  it  too  much  to  characterize  as 
criminal  negligence  the  failure  to  provide  the  means  for  diagnosis 
and  treatment  of  the  early  syphilitic  demanded  by  modern  methods 
when,  on  the  one  hand,  the  application  of  these  methods  in  most 
cases  means  prompt  cure  of  the  disease  and  a  reduction  of  the 
chances  of  infection  of  others,  and,  on  the  other  hand,  the  neglect 
to  provide  them  means,  possibly  a  hopeless  cardiac,  a  paretic  or  a 
blind  tabetic,  or  an  infected  wife  and  syphilitic  children  constitut- 
ing an  endless  chain  of  misery?  These  ruined  lives  in  turn  become 
a  charge  on  the  community,  and  thus  the  economic  waste  result- 
ing from  the  improper  treatment  of  the  early  syphilitic  is  simply 
incalculable. 

In  every  community  the  hospital  is  a  powerful  force  in  the  educa- 
tion of  the  physician.  If  our  hospitals  and  dispensaries  were 
properly  equipped  for  the  treatment  of  this  disease  the  influence  of 
their  example  would  lead  to  better  methods  among  physicians  in 
general.  If  every  case  received  proper  treatment  at  the  inception 
of  the  disease,  syphilis  would  be  robbed  of  half  its  terrors,  and 
through  the  prompt  elimination  of  the  contagious  element  the 
opportunities  for  the  spread  of  further  infections  greatly  reduced. 
We  have  then  in  our  hands  a  powerful  agency  for  the  control  of 
syphilis. 

Would  that  everyone  who  reads  these  words  might  make  it 
his  particular  business  to  use  his  influence  with  hospital  and  dis- 
pensary boards  to  bring  about  better  conditions  for  the  treatment 
of  syphilis! 

SI  East  Sdcteeth  Street. 
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EEM.ALE.* 

BY 
GEORGE  GELLHORX,  M.  D.  AND  HUGO  EHRENFEST,  M.  D. 

St.  Louis,  Mo. 

INTRODUCTION. 

The  discovery  of  the  Spirocheta  pallida  and  the  development 
of  the  Wassermann  reaction  have  introduced  new  viewpoints  into 
the  study  of  syphilis  and  have  served  as  fruitful  stimulants  to 
original  research.  Though  the  new  era  of  syphilology  dates  back 
less  than  a  decade,  it  has  led  to  notable  advances  in  almost  every 
branch  of  medicine.  In  contradistinction  to  the  sister  science  of 
obstetrics,  gynecology  appears  to  have  availed  itself  to  a  lesser 
degree  of  the  advantages  offered  by  these  new  possibilities,  and  it 
has  seemed  to  us  the  propitious  time  to  collect  the  available  data, 
to  sift  critically  the  accumulated  mass  of  e\ddence,  to  put  on  record 
personal  observations  and  investigations,  and  to  present  the  results 
in  the  hope  that  future  workers  in  this  field  may  find  them  con- 
venient as  a  basis  upon  which  to  pursue  their  studies. 

In  preparing  this  report  it  soon  became  apparent  to  us  that  a 
discussion  of  syphilis  of  the  internal  genital  organs  in  the  female 
would  embrace  separate  considerations  of  a  number  of  questions 
which  were  directly  or  indirectly  related  to  our  subject.  Thus  the 
chapters  on  differences  of  syphilis  in  men  and  women,  the  relations 
between  s}T3hilis  and  cancer,  the  infectiousness  of  physiological 
genital  secretions  and  others  were  added  to  the  chapters  dealing 
with  syphilitic  manifestations  in  the  various  parts  of  the  genital 
tract. 

The  literature  on  our  special  topic  and  correlated  subjects  is 
extremely  voluminous.  But  as  by  far  the  greater  part  of  the 
publications  studied  antedated  the  advent  of  modern  diagnostic 
methods  and  the  changes  wrought  by  them  in  our  conceptions  of 
the  disease,  it  became  clearly  necessary  to  observe  throughout  a 
critical    attitude    toward    observations   and    opinions    of   previous 

*  Presented  before  the  American  Gynecological  Society  at  its  Forty-first 
Annual  Meeting,  Washington,  May  9-11,  1916. 
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authors.  Our  willing  recognition  of  the  merits  and  admirable 
writings  of  many  of  the  pathfinders  in  our  special  field  has  not 
suffered  from  our  desire  to  ascertain  actual  facts  and  to  reject  in- 
complete information,  generalizations,  and  vague  theories.  This 
may  explain  and  excuse  the  note  of  scepticism  which  may  be  notice- 
able here  and  there  in  this  paper.  We  realize  that  we  may  have 
refused  to  accept  statements  only  because  they  did  not  seem  proved 
to  us,  which  in  the  light  of  future  knowledge  will  count  as  established 
facts. 

Very  early  in  our  literary  studies  we  became  impressed  with  the 
unreliability  of  quotations  which  were  passed  on  from  one  author 
to  another.  Names  and  titles,  in  many  instances,  were  misspelled 
almost  beyond  recognition.  Mere  suppositions,  incomplete  reports, 
and  unreliable  observations  had,  by  continuous  transfer  from  one 
paper  to  another,  finally  attained  the  dignity  of  well-established  and 
important  facts.  Lancereaux's  case  (No.  55)  is  an  example  of  such 
misinterpretation;  likewise  Wyder's  report  on  endometritis  exfolia- 
tiva which  is  discussed  in  detail  in  Section  VI.  Authors  are  credited 
\vith  a  large  number  of  personal  observations  while,  in  reality,  their 
contributions  consisted  almost  entirely  of  compilations  of  literature. 

On  account  of  these  and  other  shortcomings,  a  consistent  at- 
tempt was  made  on  our  part  to  consult  only  original  publications 
and  to  establish,  for  ourselves,  the  validity  of  any  claims  made, 
and  only  if  the  originals  could  not  be  procured  did  we  make  use  of 
quotations  or  abstracts.  In  the  latter  event  the  sources  of  our 
information  have  been  succinctly  stated. 

In  any  empirical  science  such  as  medicine  we  learn  through  our 
own  experiences  and  those  of  others,  and  thus  our  knowledge  is 
directly  based  upon  case  reports  in  literature.  Of  these  we  have 
made  a  collection  of  147  which  probably  represent  not  all  such  records 
but  unquestionably  include  all  the  important  ones.  We  have  ab- 
stracted these  reports  in  more  or  less  detail  so  as  to  give  the  reader  an 
opportunity  to  form  his  own  judgment  of  the  value  of  each  report. 
In  order  not  to  disturb  the  continuity  of  thought  by  citations  of  his- 
tories and  to  avoid  repetition,  these  case  reports  have  been  arranged 
in  alphabetic  order  of  the  authors'  names  in  Chapter  XIV  and  in  the 
text  will  be  referred  to  by  their  respective  numbers.  The  year  of 
publication  is  given  with  the  name  of  the  author  thereby  giving  the 
critical  reader  familiar  with  the  history  of  sj^jhilology  additional 
information  which  mil  enable  him  to  gage  the  value  of  the 
contribution. 

Our  studies  began  three  years  ago.     In  addition  to  our  private 
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clientele,  we  have  had  at  our  disposal  for  purposes  of  investigation 
the  large  material  in  the  St.  Louis  City  Hospital,  City  Sanitarium, 
and  the  Barnard  Free  Skin  and  Cancer  Hospital. 

I.    THE  HISTORY  OF  SYPHILIS  OF  THE  FEMALE  GE^^TAL  ORGANS. 

The  history  of  sj^philis,  as  far  as  our  special  subject  is  concerned, 
probably  begins  with  Ambroise  Pare  (1510-1590),  who,  according 
to  Pusey,  employed  the  vaginal  speculum,  by  means  of  which  he 
studied  vaginal  and  uterine  lesions  of  venereal  diseases.  The  first 
consideration,  in  literature,  of  syphihs  of  the  female  genitalia  dates 
back  to  Astruc  in  1736.  Lancereaux,  in  1864,  devoted  two  chapters 
of  his  book  to  a  discussion  of  our  topic  and  collected  the  literature 
up  to  that  date.  Lancereaux  and  Fournier  (1881)  are  the  two  great 
pioneers  in  the  problem  of  syphilis  of  the  internal  genitals  in  the 
female.  Neumann's  work  (1896)  represents  the  latest  exhaustive 
study  of  this  question.  The  literature  up  to  1907  has  been  reviewed 
comprehensively  by  Herxheimer. 

Of  contributors  to  special  parts  of  our  subject,  Heitzmann  who 
deserves  first  mention,  published  in  1879  colored  illustrations  of 
syphilitic  manifestations  of  vagina  and  cervix.  These  pictures,  wath 
many  additions,  were  later  embodied  in  the  Atlas  of  Oppenheim 
(1908),  who  also  gave  particular  attention  to  the  differential  diag- 
nosis of  genital  syphilis  in  the  female.  S}^hilis  of  the  cerv-ix  was 
studied  by  Mrazek  (1881),  and  Rille  (1904);  syphilis  of  the  uterus 
by  Morisani  (1901),  Muratow  (1907),  and  Jaworski  (1911).  The 
luetic  affections  of  the  tubes  were  discussed  by  Wassilieff  (1904)  and 
Dalche  (1905);  while  Ozenne  (1904)  paid  particular  attention  to  the 
syphiUtic  ovary.  The  general  consideration  of  tertiary  lues  of  the 
internal  genitals  is  connected  with  the  names  of  Barthelemy  (1900), 
Franceschini  (1906),  andLaffont  (1908).  In  1913,  P.  Meyer  revived 
the  interest  in  our  problem  by  a  general  survey  of  the  situation  and 
was  seconded,  in  this  country,  by  Chase  (1913),  who  presented  an 
extensive  translation  of  Meyer's  paper.  The  most  recent  original 
investigations  are  those  of  Whitehouse  (1913). 

In  addition  to  these  individual  contributions,  syphilis  of  the  in- 
ternal genitals  has  been  the  subject  of  discussion  before  two  con- 
gresses. At  the  Internal  Medical  Congress  held  in  Rome  in  1900, 
Barthelemy  delivered  the  official  report  (published  in  1905).  At 
the  Congres  national  periodique  de  gynecologic  de  Rouen  (1904), 
Ozenne,  Robineau,  Jeanne,  and  others  participated  in  a  symposium. 

In  glancing  over  these  names  we  must  acknowledge,  with  some 
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degree  of  humiliation,  that  the  most  important  contributions  to  our 
subject  have  come  from  the  pen  of  dermatologists  (Fournier,  Neu- 
mann, Mrazek,  RiUe,  Oppenheim,  etc.),  but  it  may  console  us  to  a 
certain  extent  that  the  first  confirmation  of  Schaudinn's  discovery- 
was  suppUed  by  the  g}^necologist  Paschen  who  found  spirochetes  in 
a  cer\dcal  chancre. 

The  earlier  stages  in  the  study  of  sj'philis  were  dominated  by  the 
doctrine  of  Astruc  (1736)  and  his  contemporaries,  that  syphiHs  and 
gonorrhea  were  identical.  Balfour  (1767)  energetically  opposed  this 
teaching  and  found  supporters  in  Tode,  in  Denmark,  and  EUis,  in 
England.  He  did  not,  however,  prevail  against  the  great  authority 
of  John  Hunter  who  firmly  beheved  in  the  unity  of  the  two  diseases 
and,  to  establish  his  theory,  inoculated  himself  in  JNlay,  1767,  with 
pus  presumably  from  a  gonorrheal  lesion,  but  had  the  misfortune  to 
infect  himself  with  syphilis. 

Hunter's  wrong  conceptions  prevailed  despite  occasional  opposi- 
tion {e.g.,  Bell)  until  the  fourth  decade  of  the  nineteenth  century 
when  Ricord,  in  1837,  established  the  foundation  of  our  present 
chnical  knowledge  of  syphihs.  In  his  classical  book  pubHshed  in 
1838,  Ricord  clearly  diSerentiated  between  blenorrhagia  and  other 
venereal  diseases,  though  he  stiU  confused  soft  and  hard  chancre. 
The  division  of  syphilitic  infection  into  three  stages  is  Ricord's  work. 
Gynecology  owes  much  to  him,  for  it  was  he  who  revived  the  use  of 
the  vaginal  speculum  and  described  carefuUy  lesions  of  vagina  and 
cervix. 

The  further  development  of  syphilology  was  based  upon  the  in- 
fluence of  Ricord  and  his  disciples,  and  the  advances  made  cannot 
be  overestimated.  It  was,  however,  left  to  our  own  days  for  a  triad 
of  brilliant  achievements  to  usher  in  a  new  era  and  elevate  the  study 
of  S}'phihs  to  the  plane  of  an  exact  science:  the  discovery  of  the 
Spirocheta  palHda  by  Schaudinn  and  Hoffmann  in  1905,  the  intro- 
duction of  the  Wassermann  test  in  1907,  and  the  perfection  of  chemo- 
therapy by  Ehrlich  in  1909. 

n.    THE   DIFFERENCES    OF   SYPHILIS   IN   MEN   AND   WOMEN. 

The  enormous  extent  to  which  syphihs  exists  has,  for  obvious 
reasons,  never  been  fully  ascertained  and  probably  never  wiU  be. 
Chase  mentions  statistics  compiled  prior  to  the  advent  of  the 
Wassermann  reaction,  which  give  the  number  of  syphiHtics  as  more 
than  2  per  cent,  of  the  population  in  the  United  States  and  more 
than  5  per  cent,  of  that  in  Germany.     More  recent  estimates  show 
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much  higher  figures.  Pusey,  quoting  Erb,  states  that  12  per  cent, 
of  the  adult  male  population  of  Berlin  is  syphilitic.  Le  Noir  esti- 
mated for  Paris  that  the  proportion  of  syphilis  in  the  adult  male 
population  was  not  less  than  13  per  cent.,  probably  nearer  15  per 
cent.  Fournier's  estimate  for  Paris  was  13  per  cent.,  and  for 
London  12  per  cent.  Pinkuss  claimed  that  one  man  in  five  in 
Germany  has  had  syphilis.  Barrett,  in  a  Wassermann  survey  of 
practically  all  patients  attending  for  four  months  at  an  eye  and 
ear  clinic  in  Melbourne,  Australia,  found  14.4  per  cent,  syphilitic. 
Vedder  and  Hough  estimate  that  10  per  cent,  represents  closely 
prevalence  of  syphilis  among  men  in  the  United  States.  Enormous 
as  these  figures  are,  they  will,  in  all  likelihood,  prove  to  be  but 
fractions  of  the  actual  numbers  of  syphilitics  when  the  Wassermann 
reaction  will  have  become  a  more  generally  appUed  test  than  has 
been  possible  in  the  nine  short  years  since  its  discovery. 

As  to  the  comparative  frequency  in  respect  to  sex,  it  is  generally 
accepted  that  syphilis  is  considerably  commoner  among  men  than 
among  women.  Rejecting  exaggerated  estimates,  Pusey  thinks 
that  among  the  former  it  is  probably  two  or  three  times  as  fre- 
quent. This  coincides  rather  closely  with  the  report  of  the  Royal 
Swedish  Commission  which,  in  1914,  found  in  Sweden  1426  men 
and  688  women  syphilitic.  Hubert,  on  the  other  hand,  who  in  all 
clinic  patients  inquired  into  the  history  of  possible  s}^hilis  and 
made  routine  Wassermann  tests,  found  in  8652  patients  759  cases 
of  luetic  infection  (8.8  per  cent.);  of  these  8652  patients  there  were 
4739  men  with  405  infections  (8.5  per  cent.),  and  3903  women  with 
354  infections  (9  per  cent.).  There  is,  then,  at  least  a  possibility 
that  the  prevalence  of  syphilis  among  women  is  not  as  low  as  has 
been  assumed. 

But  be  that  as  it  may,  the  fact  stands  out  boldly  that  so  enormous 
a  number  of  women  are  afflicted  with  syphihs  as  to  constitute  a 
gynecologic  problem  in  the  widest  sense.  It  is  not  enough  to 
record,  study,  and  treat  syphilitic  manifestations  in  the  several 
female  organs  with  which  we  as  gynecologists  are  concerned,  but  it 
also  behooves  us  to  consider  from  a  higher  point  of  view  the  in- 
fluence of  syphilis  upon  the  entire  organism  of  woman  as  contrasted 
with  that  of  man.  Just  as  the  neurologists  and  psychiatrists 
are  confronted  by  a  problem  essentially  their  own,  so  must  we 
learn  to  recognize  syphilis  as  a  factor  in  gynecologic  pathology 
which  hitherto  has  not  been  generally  appreciated.  To  be  sure, 
there  have  been  sporadic  expressions  in  this  direction.  Muratow 
has  suggested  that  a  large  percentage  of  gynecologic  affections  is. 


GELLHORN    AND   EHRENFEST:    SYPHILIS    IN   THE   FEMALE        869 

perhaps,  of  syphilitic  origin.  Ozenne  has  realized  that  an  inter- 
current syphilitic  infection  may  aggravate  existing  functional 
disturbances  or  inflammatory  processes  within  the  genital  sphere 
of  woman;  and  Siredey  has  advised  a  trial  with  specific  treatment 
before  any  operative  intervention  in  all  cases  of  inflammatory 
processes  in  the  uterus  and  adnexa,  if  rest  in  bed  and  the  usual 
antiphlogistic  regime  has  failed  to  improve  the  condition. 

But  as  a  whole,  the  chapter  on  syphilis  in  the  female  has  yet 
to  be  written.  To  disarm  any  objection  as  to  uncritical  generaliza- 
tions, we  declare  ourselves  in  hearty  accord  with  Renault  who 
points  out  that  a  positive  Wassermann  does  not  justify,  ipso  facto, 
the  conclusion  that  any  coexisting  disease  is  syphilitic  in  nature, 
particularly  if  visceral  lesions  are  concerned.  "In  view  of  the 
enormous  number  of  syphilitics  in  the  world,  it  is  not  surprising 
that  a  positive  Wassermann  is  so  often  encountered.  The  positive 
outcome  of  the  reaction  simply  indicates  that  the  subject  is  tainted 
with  syphilis,  and  that  is  all.  This  taint  by  no  means  excludes  the 
possibility  of  other  diseases." 

This  taint,  however,  is  more  than  a  harmless  coincidence.  If 
we  define,  with  Cohnheim,  disease  as  the  abnormal  course  of  the 
same  processes  which  represent  the  manifestations  of  life  in  the 
healthy  state,  we  can  see  at  once  how  such  a  pathologic  physiology 
must  be  still  further  complicated  by  the  addition  of  syphilis.  It 
is,  therefore,  of  importance  to  us  to  know  not  only  the  effect  that 
syphilis  directly  produces  in  the  gynecologic  field  but  also  the  effect 
it  has  upon  other  gynecologic  diseases. 

As  a  corroboration  of  our  contention  the  highly  suggestive 
statistics  of  Mcllroy  and  Watson  may  be  mentioned.  Of  loo 
patients  of  the  gynecologic  dispensary,  in  whom  well-defined 
gynecologic  ailments  had  led  to  more  or  less  serious  disturbance  of 
general  health,  only  six  gave  a  history  of  s}'philitic  infection;  yet 
Wassermann,  made  in  all  cases,  was  positive  in  forty-three,  negative 
in  forty-eight,  and  doubtful  in  nine  cases — an  amazing  prevalence,  in- 
deed, of  latent  syphilis  in  gynecologic  patients  who  represented  the  re- 
spectable working  classes.  This  latency  of  syphilis  which  is  a  striking 
feature  in  women  had  been  mentioned  by  various  writers.  Hubert, 
for  instance,  found  in  759  cases,  in  which  a  positive  Wassermann  had 
revealed  the  presence  of  syphilis,  that  52  per  cent,  of  the  men  and 
fully  75  per  cent,  of  the  women  gave  a  negative  history  of  infection. 

This  distinguishing  feature  leads  us  to  the  second  reason  why 
we  need  a  separate  chapter  on  syphilis  in  the  female.     In  woman 
the  disease  exhibits  certain  peculiarities  that  are  not  met  with  in 
man. 
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It  is  undoubtedly  true  that  the  want  of  information  as  to  in- 
cubation and  development  of  the  infection  in  women  is  often  due 
to  their  ignorance.  We  have  only  commenced  to  introduce  into 
the  instruction  of  the  young  a  frank  discussion  on  matters  of  sex 
hygiene.  The  majority  of  patients  with  whom  we  are  dealing,  and 
shall  deal  for  years  to  come,  still  are  the  products  of  a  h}^ocritical 
form  of  education  which  made  Truth  subservient  to  so-called 
Decency.  Are  we  doing  our  full  share  in  dispelling  the  mists  of  false 
modesty?  Shillitoe  is  quite  right  in  saying  that  in  by  far  the 
majority  of  cases  it  is  (we  would  prefer  ii  seems)  impossible  to  dis- 
cuss the  conditions  in  the  same  open  way  as  with  men.  Indeed, 
it  not  infrequently  happens  that  we  are  asked  to,  and  do,  treat  a 
woman  for  the  whole  course  of  the  disease  without  perhaps  once 
mentioning  the  word  syphiUs,  or  giving  her  any  inkhng  as  to  the 
true  nature  of  the  ailment  from  which  she  is  suffering. 

It  does  not  seem  necessary  to  accuse  women  of  intentional  deceit, 
as  Renault  does  when  discussing  the  various  difficulties  of  obtaining 
reliable  histories.  "Do  not  forget,"  says  Renault,  "that  Beau- 
marchais  correctly  described  woman  in  saying, '  her  natural  instinct 
is  to  deceive'" — and  that  from  a  Frenchman! 

While  in  men  the  primary  lesion  is  usually  noticed  by  the  patient 
and  found  by  the  physician  without  any  difficulty;  and  while  in 
men  the  primary  sore  leaves  unmistakable  traces  behind  which  may 
persist  for  a  long  time,  the  opposite  is  true  in  women.  Indeed,  the 
search  for  the  primary  sore,  however  careful  and  thorough,  has  so 
often  remained  futile,  that  for  years  the  view  has  gained  a  foot- 
hold that  s}^hilis  may  exist  without  previous  occurrence  of  an 
initial  lesion.  The  French  have  coined  the  term  syphilis  d'emblee 
for  this  condition.  More  than  half  a  century  ago  Ricord  disputed 
the  correctness  of  such  a  view,  which  would  be  contradictory  to  all 
our  conceptions  of  the  pathogenesis  of  syphilis,  and  more  recent 
literature  has  multipUed  his  objections.  Almkvist,  in  a  critical 
review,  admits  the  existence  of  syphilis  d'emblee  only  in  four  cases;  all 
of  these  concerned  surgeons  who  became  infected  while  operating. 
None  of  the  remaining  twenty-three  cases  on  record  is  conclusive,  and 
he  cites  an  observation  of  his  own,  that  of  a  man  in  whom  long  and 
painstaking  search  finally  revealed  the  primary  sore  within  the 
urethra.  Neisser's  successful  inoculations  into  the  blood  of  apes 
without  the  production  of  a  chancre  differ  too  much  from  clinical 
conditions  to  change  our  views. 

Two  factors  contribute  to  the  difficulty  of  demonstrating  initial 
lesions    in    woman.     The    female    genitalia    being    more    complex 
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than  the  male,  the  sore  might  be  established  in  some  concealed 
location  and  thus  escape  discovery.  Further,  the  primary  lesion 
clears  up  more  rapidly  in  women  than  in  men.  Only  if  situated 
on  cutaneous  surfaces  about  the  genitals,  does  the  chancre  in  women 
present  the  tj-pical  induration  with  which  we  are  familiar  in  male 
patients.  Upon  mucous  membranes  the  parchment-like  induration 
of  the  base  is  usually  absent  and  can  only  very  occasionally  be 
elicited.  To  this  small  category  belongs  the  famous  and  oft-cited 
case  of  Ricord,  where  a  primary  sore  was  discovered  upon  the  cervix 
of  a  prolapsed  uterus.  Chancre  in  women  is  smaller  than  in  men. 
The  ephemeral  nature  of  the  primary  lesion  in  women  is  so  pro- 
nounced that,  to  speak  with  Shillitoe,  in  a  marked  case  of  secondary 
syphilis,  a  medical  man  need  have  no  doubt  as  to  the  correctness 
of  his  diagnosis  because  he  has  failed  to  discover  the  original  sore. 
According  to  Thibierge,  chancre  of  the  cervix  so  often  heals  rapidly 
without  leaving  any  trace  behind  that  one  may  well  ask  whether  a 
number  of  supposedly  hereditary  infections  have  not  in  reality  been 
due  to  a  cervical  sclerosis  which  has  escaped  detection.  Palmer  has 
examined  600  syphilitic  women,  in  most  of  whom  the  time  of  pri- 
mary infection  was  known,  and  found  that  visible  signs  were  in- 
significant irrespective  of  whether  or  not  the  patients  had  received 
treatment.  On  an  average,  the  scar  of  the  primary  lesion  was 
recognizable  for  six  months  in  the  form  of  a  purplish  or  brownish 
discoloration,  if  located  on  the  epidermis  of  the  external  genitals, 
while  on  the  mucous  membranes  it  had  completely  disappeared 
before  this  time. 

The  transient  nature  of  s>^hilitic  afifections  of  the  genital  mucosae 
in  women  seems  to  prevail  throughout  the  course  of  this  disease, 
and  Palmer  found  that  even  deep  ulcerative  syphilids  of  the  cervix 
leave,  as  a  rule,  no  scars  as  typical  as  those  of  syphilitic  ulcerations 
in  other  mucous  membranes.  The  different  behavior  of  the  mucosa 
of  the  mouth  in  men  is  frequently  cited,  and  the  even  temperature 
and  humidity  in  the  vagina  and  the  absence  of  friction  and  of 
thermic  or  chemical  irritation  have  often  been  quoted  as  favorable 
toward  the  limitation  and  complete  resolution  of  luetic  manifes- 
tations. La  Mensa  even  believes  that  these  conditions  in  the  vagina 
produce  a  sort  of  "relative  immunity,"  for  among  3257  syphilitic 
women  examined,  only  675  had  genital  ulcers,  while  2027  presented 
lesions  in  the  oral  cavity. 

The  general  health  may  be  little  affected  during  the  eruptive 
stages  of  the  disease;  a  man  may  present  a  well-marked  exanthem 
and  yet  feel  perfectly  well.     For  some  reason,  which  cannot  yet 
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be  explained,  the  female  sex  seems  to  suffer  more  than  the  male. 
Fever  and  anemia  are  commoner  in  women  than  in  men,  and 
especially  in  young  women  (Andrewes). 

One  of  the  most  striking  differences  of  syphihs  in  men  and  women 
is  the  relative  frequency  of  tabes  and  paresis  in  the  two  sexes. 
Pusey  quotes  Fisher,  who  found  in  1178  men  a  total  percentage  of 
3.7,  and  in  888  women  a  total  of  0.55,  who  developed  one  or  the 
other  of  these  dreaded  complications. 

While  it  has  long  been  known  that  paresis  and  tabes  are  much 
more  frequent  in  syphilitic  men  than  in  syphihtic  women,  the  ex- 
planations of  this  curious  phenomenon  have  never  risen  above  the 
level  of  conjectures.  Very  recently,  some  light  seems  to  have  been 
thrown  upon  this  obscure  problem. 

Ever  since  Wallace,  of  Dublin,  in  1834,  introduced  iodide  of  potas- 
sium into  our  specific  therapy,  it  has  proved  itself  invaluable  in 
tertiary  syphilis.  Quite  lately.  Short  made  the  noteworthy  ob- 
servation that  thyroid  extract  was  just  as  effectual  as  iodide  of 
potassium  in  healing  tertiary  syphihtic  ulcers.  It  is  upon  these 
investigations  that  Montgomery  bases  the  following  interesting 
deductions: 

1.  The  thyroid  is  more  active  in  females  than  in  males,  as  shown 
by  the  frequency  of  its  enlargement  in  females  and  by  the  much 
greater  number  of  cases  of  Basedow's  disease  in  females  than  in 
males. 

2.  A  principal  constituent  of  thyroid  secretion  is  iodothyrin. 

3.  All  the  iodine  compounds  exert  a  marked  influence  on  syphiHs. 

4.  The  influence  of  iodothyrin,  although  small,  would  be  exerted 
continuously  and  for  a  long  time,  and  it  must  be  remembered  that 
some  of  the  greatest  phenomena  in  nature  are  produced  by  small 
causes  acting  through  a  long  time. 

5.  The  course  of  syphiHs  and  especially  of  neural  syphiHs  is  very 
different  in  men  and  in  women,  and  this  difference  may  be  due  to 
the  greater  activity  of  the  thyroid,  in  women,  so  modifying  the  virus 
that  it  does  not  affect  the  nervous  system. 

It  seems  to  us  that  these  conclusions  could  easily  enough  be 
verified  by  paying  particular  attention  to  the  condition  of  the 
thyroid  in  paretic  and  tabetic  women. 

As  we  now  approach  our  special  subject,  syphiHs  of  the  internal 
genitalia  of  the  female,  we  find  ourselves  confronted  by  a  number 
of  problems  which  are  still  waiting  solution. 

To  begin  with,  there  is  the  question  whether  or  not  a  woman 
may  be  infected  by  the  seminal  fluid  of  a  syphilitic  man  even  though 
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the  penis  bears  no  luetic  lesion.  Leaving  out  of  consideration  the 
so-called  sperm  infection  in  congenital  lues  which  has  given  rise  to 
the  law  of  CoUes,  we  believe  that  transmission  of  the  disease  by 
means  of  the  sperma  is  quite  within  the  range  of  possibility,  a  point 
asserted  by  Mrazek  in  1881  and  before  him  by  Johns  as  early  as 
1855.  While,  according  to  Metchnikoff,  up  to  1914  spirochetae 
have  not  been  found  in  the  seminal  fluid,  they  have  been  demon- 
strated in  infected  human  and  animal  testes.  Hoffmann  depicts 
Spirochetae  pallidae  in  the  inflamed  testicle  of  a  congenitally  luetic 
child.  The  spirochetes  are  present  in  enormous  numbers  not 
only  in  the  interstitial  tissue  but  also  between  the  epithelial  cells 
and  in  the  lumen  of  the  tubules.  In  acquired  syphiHs  of  the  adult, 
specific  orchitis  and  epididymitis  more  often  occurs  in  the  tertiary 
stage,  but  occasionally  appears  as  an  early  secondary  manifestation. 

The  final  proof  was  furnished  by  animal  experimentation.  Neisser 
succeeded  in  inoculating  the  skin  of  monkeys  with  the  parenchyma 
of  testicles  of  other  infected  monkeys.  Siegel  had  the  same  success. 
Finger,  finally,  had  two  positive  results  in  infecting  monkeys  with 
the  sperma  of  luetic  men. 

It  is,  then,  permissible  to  conclude,  with  Bab,  that  any  portion 
of  the  entire  female  genital  tract  may  be  infected  by  the  sperma, 
and  the  syphilitic  virus  may  even  reach  the  peritoneal  cavity  by 
way  of  the  tubes.  That  spirochetes  have  not  yet  been  found  in 
the  testes  of  adult  man,  and  that  the  virus  may  have  been  added  to 
the  sperma  from  the  prostate  or  during  the  passage  through  the 
urethra,  does  not  vitiate  our  conclusion.  Pusey's  elimination  of 
the  semen  as  a  possible  source  of  infection  may  yet  have  to  be 
revised. 

The  motility  of  the  spirochetes  renders  spermatic  infection  even 
more  plausible,  a  point  to  which  Graefenberg  and  Trinchese  have 
called  attention.  It  is  conceivable  that  this  locomotion  of  the  spiro- 
chetes may  enable  them,  even  as  the  spermatozoa  do,  to  travel 
upward  and  against  the  current  caused  by  the  cilia  of  the  uterine 
and  tubal  mucosa. 

It  is  a  matter  of  general  knowledge  that  the  manifestations  of 
syphilis  vary  in  different  cases.  Why  are  certain  organs  or  tissues 
more  susceptible  to  luetic  infection?  Does  a  predilection  of  the 
Spirocheta  pallida  exist  for  certain  organs?  A  satisfactory  answer 
to  these  questions  is  still  outstanding  and  we  cannot  yet  explain 
why  the  different  parts  of  the  female  genital  tract  show  variations 
in  the  frequency  of  luetic  affections.  It  is,  however,  interesting 
in  this  connection  to  note  the  affinity  of  the  spirochete  of  the  African 
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form  of  relapsing  fever  to  the  ovary  of  the  tick  which  has  sucked 
infected  blood,  whereby  the  parasite  is  transferred  to  the  next 
generation  of  tick  as  a  preparation  for  further  human  infection 
(Andrewes). 

The  variation  in  the  structures  affected  in  different  cases  may  be 
due  to  a  variation  in  the  strain  of  spirochetes  to  which,  among 
others,  Fordyce  has  recently  alluded.  The  explanations  offered 
are  largely  conjectural  unless  we  accept  as  final  the  findings  by 
Noguchi  of  certain  definite  differences  in  the  morphological  char- 
acter of  different  strains  isolated.  These  led  him  to  divide  the 
various  specimens  of  pallida  into  the  thicker  and  thinner  forms 
and  an  average  or  normal  form,  the  last  being  the  most  common 
and  frequent. 

The  foremost  impression  the  reader  is  likely  to  receive  from  the 
study  of  the  material  collected  in  the  cUnical  part  of  this  paper, 
will  be  one  of  surprise  at  the  incompleteness  of  our  actual  knowl- 
edge. The  dearth  of  observations  of  luetic  lesions  of  the  internal 
genitals  contrasts  strangely  with  the  immense  prevalence  of  s^-philis 
in  women  at  large.  Is  this  merely  due  to  insufiacient  attention  on 
the  part  of  the  profession,  or  is  there,  perhaps,  a  factor  inherent 
in  the  inner  genital  organs  which  endows  these  structures  with  a 
relative  immunity? 

The  glorious  discovery  of  Ehrlich  has  demonstrated  to  us  the 
spirocheticidal  affect  of  arsenic.  The  physiologic  role  of  arsenic 
in  the  household  of  the  body  has  been  brought  forcefully  to  our 
attention  in  the  last  fifteen  years.  We  take  in  arsenic  with  our 
food  and  through  the  lungs  (coal  smoke,  illuminating  gas).  Gautier, 
in  1900,  found  that,  aside  from  iodine,  the  thyroid  contains  arsenic, 
which  leaves  the  body  of  the  male  in  the  urine,  while  in  the  female 
it  is  largely  eliminated  in  the  menstrual  blood;  other  blood  does  not 
contain  arsenic.  Hertoghe,  in  1909,  confirmed  these  findings  and 
added  that  more  arsenic  is  at  times  discharged  in  the  premenstrual 
secretions  of  the  uterus  than  in  the  menstrual  blood;  the  post- 
menstrual  secretions  were  free  from  arsenic. 

Ries-Imchanitzki,  in  1912,  demonstrated  that  arsenic  was  stored 
up  physiologically  in  the  endometrium  and  discharged  at  menstrua- 
tion, when  the  accumulation  approached  a  toxic  amount.  Frommer, 
finally,  made  extensive  investigations  of  a  number  of  organs  and 
confirmed  the  above  observations;  he  found  traces  of  arsenic  also 
in  the  ovaries. 

It  seems  to  us  that  these  investigations  should  demand  attention 
in  connection  with  our  subject.     It  is,  of  course,  mere  speculation  to 
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surmise  that  the  arsenic  normally  laid  up  in  the  internal  genitals 
has  a  protective,  or  at  least  restraining,  influence  against  the  in- 
vasion of  the  spirochetes.  We  have  commenced  a  series  of  experi- 
ments to  find  out  whether  menstrual  blood  of  syphilitic  and  healthy 
women  shows  any  differences  as  to  the  quantity  of  arsenic  secreted, 
and  we  shall  report  our  findings  in  a  later  publication. 

SUMMARY. 

It  is  at  present  impossible  to  estimate  even  approximately  the  fuU 
extent  to  which  syphilis  exists  in  the  world.  The  latest  statistics, 
which  tend  to  show  that  lo  per  cent,  of  the  male  population  of  the 
United  States  are  affected,  are  probably  far  too  conservative. 

SyphiHs  has  always  been  assumed  to  be  considerably  commoner 
among  men  than  among  women;  but  from  certain  investigations 
mentioned  above  this  supposition  cannot  yet  be  accepted  as  con- 
clusive. At  any  rate,  syphilis  is  common  enough  in  women  as  to 
constitute  a  gynecologic  problem  in  the  widest  sense.  Not  every 
disease  in  a  syphilitic  woman  is  syphilitic  in  nature,  but  syphilis 
if  present  will  exert  an  influence  of  its  own  upon  coexistent  diseases. 
Moreover,  latent  syphilis  prevails  more  in  women  than  in  men. 

The  course  of  syphilis  in  men  differs  in  many  points  from  that 
in  women.  To  instance  but  one  of  the  differences  mentioned,  the 
relative  frequency  of  tabes  and  paresis  in  the  two  sexes  is  well  known. 

SyphiHs  of  the  internal  genitals  in  women  presents  a  number  of 
problems  as  yet  unsolved.  The  question  of  infection  by  the  sperma 
of  a  syphilitic  man  is  discussed;  as  is,  also,  the  possibility  of  dif- 
ferences in  the  strains  of  spirochetae  which  might  have  a  predilec- 
tion for  one  or  the  other  part  of  the  female  genital  tract.  There  is, 
finally,  the  question  whether  certain  parts  of  the  genitalia  possess 
a  sort  of  relative  immunity. 

ni.   THE    HISTOPATHOLOGY    OF    SYPHILIS    OF    THE   FEMALE    GENITAL 

ORGANS. 

The  classification  of  sj-phiUs  into  three  stages  is  still  in  common 
usage,  although  it  is  generally  recognized  that,  from  a  clinical 
standpoint,  a  clear  distinction  between  the  secondary  and  tertiary 
stages  is  frequently  impossible.  The  histologic  study  of  s\phiHtic 
lesions  shows  plainly  that  there  is  no  essential  difference  between 
the  various  luetic  manifestations  throughout  the  course  of  the 
disease.  A  discussion  of  the  general  pathology  would  obviously 
exceed  the  scope  of  this  paper,  and  only  certain  histologic  details 
wall  be  considered  in  order  to  avoid  repetitions  in  the  text. 

Syphilis,  in  many  respects,  resembles  infectious  diseases,  such  as 
measles,  scarlet  fever,  t\phoid,  and  smallpox,  and  differs  from  them 
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mainly  in  point  of  chronicity.     It  is,  however,  better  classed  with  the 
infectious  granulomata  of  the  tNpe  of  tuberculosis. 

The  primary  sore  owes  its  origin  to  the  inoculation  of  the  Spiro- 
cheta  pallida  into  a  minute  lesion  or  abrasion  of  a  surface  covered 
by  squamous  epithelium.  The  affinity  of  the  parasite  to  this  kind 
of  epithelium  is  so  marked  that  chancres  have  hardly  ever  been 
observed  on  other  epithelial  surfaces  although  this  possibiUty  must 
be  acknowledged  theoretically.  At  the  point  of  entrance  the  slowly 
growing  parasite  produces  a  reaction  on  the  part  of  the  endotheUal 
and  connective-tissue  elements,  i.e.,  the  fixed  cells  of  the  tissues, 
while  polynuclear  leukocytes,  which  ordinarily  constitute  the 
vanguard  of  bodily  defence,  play  a  minor  part  in  the  process. 

The  finer  structure  of  the  chancre  is  the  same,  wherever  en- 
countered in  the  body,  subject  only  to  modifications  by  the  tissue 
afi"ected.  "The  chancre  shows  in  its  very  early  stages  a  new  forma- 
tion of  capillaries,  with  an  infiltration  about  these  and  the  preexisting 
ones,  of  lymphocytes  and  plasma  cells.  If  a  lesion  is  examined  in 
the  early  stages  the  infiltration  is  found  sharply  limited;  in  the  later 
stages  it  is  diffusely  scattered  throughout  the  corium.  The  en- 
dothelium of  the  capillaries  is  swollen  and  proliferated  so  that  the 
lumen  is  narrowed  or  altogether  occluded,  and  in  the  larger  vessels 
with  an  external  coat  there  is  an  increase  in  thickness.  Sometimes 
giant  cells  are  found.  The  epidermis  suffers  secondarily  and 
presents  a  varied  picture,  such  as  atrophy,  h^-pertrophy,  erosion,  or 
ulceration.  From  the  newly  formed  granulation  tissue  connective 
tissue  is  formed  which  later  scleroses  and  leads  to  fibrosis.  With  the 
interference  of  the  nutrition  retrogressive  metamorphosis  takes 
place"  (Fordyce).  Spirochetes  can  always  be  demonstrated  in 
the  chancre  by  appropriate  staining  methods;  of  these  the  new 
method  by  Levaditi  seems  to  give  the  best  results.  Spirochetes 
usually  appear  in  enormous  numbers  between  and  ^\^thin  the  cells. 
The  reader  is  referred  to  the  excellent  illustrations  in  Hoffmann's 
Atlas  der  aetiologischen  nnd  experimentellen  Syphilisforschung. 

The  microscopic  picture  of  secondary  s>'philitic  lesions  reproduces 
that  of  chancre.  The  characteristic  features  are  newly  formed 
and  dilated  blood-vessels  exhibiting  changes  such  as  described  above 
and  perivascular  infiltrations  of  lymphocytes  and  plasma  cells. 
Giant  cells  are  usually  more  abundant.  A  mucous  patch  on  the 
cervix  examined  by  us  showed  thickened  and  hornified  squamous 
epithelium  overlying  tissues  which  presented  the  alterations  just 
described.  ^  In  a  papule  of  the  cervix  we  found,  in  addition,  a  marked 
proliferation   of   the   surface   epithelium   with   very   high   papillae. 
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Our  Case  VI  gave  us  the  opportunity  to  study  the  histology  of 
secondary  ulcers  of  the  cervix.  The  sections  showed  squamous 
epithelium  only  in  one  place.  The  epithelium  was  thickened  and 
swollen.  The  rest  of  the  section  was  made  up  of  granulation  tissue 
with  numerous  blood-vessels;  giant  cells  were  absent.  Scattered 
throughout  the  infiltration  a  large  number  of  polynuclear  leukocytes 
could  be  seen.  These  must  be  attributed  to  the  action  of  adven- 
titious bacteria  which  had  gained  access  after  the  protecting  layer  of 
epithelium  had  been  destroyed.  This  point  was  definitely  proved 
by  the  study  of  sections  stained  according  to  Levaditi.  After  con- 
siderable search  we  found  in  these  sections  two  typical  spirochetes 
which  are  shown  in  Fig.  12.  In  another  field  and  nearer  the  ulcerated 
surface  there  were  several  colonies  of  diplococci  which  morphologically 
were  identical  with  gonococci. 

Tertiary  lesions  differ  from  secondary  ones  only  in  the  extent  of 
granulomatous  infiltration.  This  is  satisfactorily  explained  by 
altered  tissue  reaction,  the  "Gewebsumstimmung"  of  Neisser. 
Weakened  by  the  long-lasting  and  all-pervading  influence  of  the 
syphilitic  virus  the  tissues  off'er  a  lessened  resistance  to  the  parasites, 
although  the  latter  have  greatly  diminished  in  number.  The  last- 
named  fact  explains  why  spirochetes  are  only  occasionally  found  in 
the  peripheral  portions  of  gummata. 

The  early  stage  of  gumma  is  beautifully  illustrated  in  our  Case 
XIII  (Fig.  13  to  Fig.  15).  A  hard  node  in  the  cervix  of  a  fibromatous 
uterus  removed  from  a  syphilitic  woman  created  suspicion  and 
microscopic  sections  of  the  cervix  were  made.  The  node  in  question 
was  found  to  be  caused  by  granulomatous  infiltration  at  some  dis- 
tance from  the  surface.  This  infiltration  was  difi'use  in  some  places 
and  arranged  about  the  blood-vessels;  in  others  it  was  sharply  cir- 
cumscribed, the  surrounding  tissue  forming  a  kind  of  limiting  capsule. 
Within  these  foci  there  were  oval  cells  with  abundant  protoplasm 
resembling  epitheloid  cells.  In  or  near  several  of  these  foci  giant 
cells  were  found.  These  varied  in  size :  in  one  of  the  larger  ones  thirty- 
six  nuclei  could  be  counted.  The  lymphocytic  infiltration  split  the 
muscle  or  connective-tissue  bundles  into  individual  fibers.  In  the 
perivascular  infiltration  plasma  cells  were  abundant.  Blood-vessels 
were  numerous  both  within  and  without  the  circumscribed  foci  and 
showed  varying  degrees  of  endothelial  thickening.  In  one  of  them 
(Fig.  15)  an  organized  thrombus  could  be  seen. 

From  such  small  beginnings  the  infiltration  spreads  throughout 
the  affected  tissues  until  a  mature  gumma  covers  the  entire  field  with 
its  granulation  tissue.     We  have  studied  this  stage  in  Case  VI,  and 
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we  shall  submit  our  findings  in  detail  in  another  paper  to  be  published 
in  Surgery,  Gynecology  and  Obstetrics  at  a  later  date. 

Morisani  gives  a  detailed  description  of  the  findings  in  an  interest- 
ing case  of  tertiary  lues  of  the  uterus.  The  endometrium  was 
slightly  thickened  and  was  eroded  in  a  number  of  places.  The 
glands  were  slightly  dilated;  the  epithelium  was  well  preserved. 
The  subepithelial  connective  tissue  was  hyperplastic  with  numerous 
hemorrhagic  foci.  In  the  myometrium  an  abnormal  proliferation  of 
the  connective-tissue  elements  had  taken  place  in  such  a  way  that 
the  bundles  of  muscle  fibers  had  become  separated  from  each 
other.  There  were  also  numerous  extravasations  of  blood  between 
the  muscle  fibers.  The  lymphatic  spaces  were  dilated.  Most 
conspicuous  was  a  proliferation  of  blood-vessels  with  thickened 
walls.  This  thickening  was  chiefly  present  in  the  intima,  where  also 
an  infiltration  with  small  round  cells  was  discernible.  The  elastic 
tissue  was  markedly  hypertrophied  in  this  layer.  The  tunica  media 
showed  hyaline  changes.  The  adventitia  was  hyperplastic  and 
densely  infiltrated  with  small  round  cells. 

This  peculiar  alteration  of  the  adventitia  was  observed  in  one  of 
our  own  cases,  where  broad  fibrous  bands  encircled  the  vessels  and 
formed  anastomoses  with  other  bands  in  the  vicinity.  However 
interesting  and  important  such  vascular  changes  are  in  syphilis,  yet 
they  are  not  pathognostic,  and  in  a  given  case  a  final  diagnosis  can- 
not be  made  from  the  histologic  picture  alone  without  the  history  and  tJte 
corresponding  clinical  findings  of  tJie  case  unless  one  succeeds  in  donon- 
strating  tJie  Spirocheta  pallida  in  tlie  tissue. 

IV.    SYPHILIS    OF   THE  VAGINA. 

A.  Primary  Lesion. — The  literature  on  primary  chancre  of  the 
vagina  contains  but  few  authenticated  observations.  Fournier, 
whose  pioneer  work  on  syphilis  of  the  female  genitals  has  been  given 
due  appreciation  in  the  foregoing  pages,  remarked  that  he  had  never 
made  a  positive  diagnosis  of  primary  sclerosis  in  the  vagina,  and  only 
in  one  case  did  the  findings  justify  a  tentative  diagnosis  of  such  a 
condition.  Mauriac  (1883),  in  his  text-book  on  venereal  diseases, 
quoted  two  observations  by  Martineau.  In  1881  Glueck  reported 
two  cases  and  Bockhart  (1885)  contributed  one  instance  (No.  11). 
Neumann  (1896)  characterized  the  affection  as  extremely  rare  and 
added  that  in  his  large  material  he  had  seen  only  four  instances. 
More  fortunate  in  his  systematic  sea  h  for  syphilitic  manifestations 
in  the  vagina  was  Rille,  who,  in  1904,  recorded  21  personal  observa- 
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tions  of  primary  chancre.  To  this  Hst  must  be  added  four  cases  dis- 
covered by  Bobrie  (1914)  among  1182  women  with  primary  chancre 
in  various  localities.  Nielsen,  j&nally,  in  191 5,  published  one  case 
(No.  82)  and  referred  to  another  reported  by  Barbiani  in  1900. 

The  rarity  of  the  condition  which  is  emphasized  by  practically 
all  writers  on  the  subject  may,  according  to  Rille,  be  but  an  apparent 
one.  This  author  is  inclined  to  ascribe  it  to  neglect  in  searching 
for  the  lesion  in  the  vagina  and,  furthermore,  to  the  rapidity  with 
which  these  chancres  heal  and  disappear  completely,  so  as  to  leave 
no  trace  when  secondary  symptoms  attract  the  attention  of  the 
examining  physician. 

Granted  the  truth  of  these  arguments,  there  is  still  the  natural 
resistance  of  the  vagina  to  be  considered.  Protected  as  it  is  by  a 
thick  layer  of  squamous  epithelium  which  contains  neither  follicles 
nor  glands,  and  endowed  with  elastic  and  pliable  walls,  the  vaginal 
tube,  under  ordinary  circumstances,  is  not  apt  to  present  breaks  in 
the  surface  continuity,  however  minute,  which  the  Spirocheta  pallida 
requires  as  a  port  of  entrance.  The  character  of  the  vaginal  secre- 
tions which  possibly  dilute  or  neutralize  the  virus  may  be  an  added 
protection,  as  suggested  by  Rille,  and  Barbiani  specifies  the  acid 
reaction  of  the  vaginal  secretion  as  the  potent  and  protecting  factor, 
since  in  his  case  the  vaginal  secretion  exhibited  alkaline  reaction. 

It  is  plausible  to  assume,  with  Neumann,  that  a  coexisting  gonor- 
rhea would  break  down  the  defensive  barrier  by  destruction  of  the 
surface  epithelium  and  thus  blaze  the  way  for  a  luetic  infection  in 
this  unusual  location.  In  the  case  of  Bockhart,  in  which  the  chancre 
occupied  the  upper  third  of  the  posterior  vaginal  wall,  the  situation 
of  the  ulcer  could  well  be  explained  by  the  habitual  use  of  a  con- 
trivance designed  for  the  benefit  of  sexual  perversion — a  rubber  ring 
with  several  rows  of  tooth-like  projections  which  is  slipped  over  the 
penis  and  intended  to  stimulate  the  jaded  passion  of  woman. 

Not  having  found  a  single  chancre  in  the  vagina  in  several  hundred 
syphilitic  women  examined  by  us,  we  shall  follow,  in  the  main, 
Rille's  description  of  the  macroscopic  appearance  of  the  lesion. 
This  author  also  furnished  two  illustrations  of  chancres  on  the 
vaginal  wall  in  cases  of  prolapse.  The  vaginal  sclerosis  differs  in 
nowise  from  that  found  on  other  mucous  membranes;  it  represents 
a  sharply  outlined,  slightly  concave  ulcer  with  a  disc-like  induration 
beneath  its  base,  whose  consistency  is  generally  likened  to  that  of 
parchment.  As  a  rule  it  is  small,  especially  when  situated  deep 
between  the  folds  of  the  vaginal  wall,  but  it  may  occasionally  attain 
a  diameter  of  2  cm.     It  either  presents  a  reddish-brown,  glistening 
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surface  which  secretes  a  scanty  amount  of  serous  fluid,  or  it  is 
covered  with  a  thin  yellowish  or  whitish  film,  a  pseudomembrane 
which  adheres  firmly  to  the  base.  The  first  represents  the  eroded 
and  the  second  the  ulcerated  form  of  sclerosis,  the  latter,  according 
to  Oppenheim,  being  the  more  frequent.  In  either  case,  spirochetes 
are  present  in  large  numbers.  The  posterior  vaginal  wall  is  more 
frequently  affected  than  the  anterior.  Neumann  describes,  in  his 
cases,  the  induration  and  elevated  edges  around  the  sharply  outlined 
ulcers,  but  the  contours  are  not  always  equally  well  defined. 

Tj-pical  changes  in  the  inguinal  glands  occur  only  in  those  cases 
where  the  lesions  are  located  in  the  lower  third  of  the  vagina.  It 
goes  without  saying  that  the  regional  glands  of  the  upper  two- 
thirds  are  located  in  the  depth  of  the  pelvis  and  inaccessible  to 
palpation. 

Gardillon  (1881)  emphasizes  the  rapidity  of  spontaneous  cure, 
which  is  explained  by  Rille  as  being  due  to  the  smallness  of  the  sores 
and  the  absence  of  any  massive  induration.  There  are,  however, 
exceptions  to  this  rule.  In  Bockhart's  case  the  sclerosis  showed  no 
tendency  toward  resolution  after  more  than  two  weeks,  undoubtedly 
owing  to  the  continued  irritation  by  the  rubber  contrivance  de- 
scribed above.  In  Barbiani's  case  the  vaginal  chancre  was  dis- 
covered one  week  after  secondaries  had  appeared,  and  therefore 
was  of  about  seven  weeks'  standing.  Nielsen's  case  of  an  excep- 
tionally large  ulcer  showed  only  a  beginning  cicatrization,  although 
the  infection  dated  four  months  back,  a  point  which  Nielsen  ex- 
plained by  the  fact  that  his  patient  was  pregnant.  Pregnancy  is, 
possibly,  a  factor  which  prevents  rapid  resolution,  for  in  the  case 
reported  by  Chaleix-Vivie  (1901)  we  also  read  of  a  primary  chancre 
in  the  lower  third  of  the  posterior  vaginal  wall  in  a  pregnant  woman 
who  had  acquired  syphilis  six  months  previously. 

As  has  been  mentioned,  chancres  eventually  disappear  completely; 
only  very  occasionally  may  very  thin,  superficial,  whitish  scars  or 
spots  denote  the  seat  of  previous  primary  lesions. 

SUMMARY. 

Primary  chancres  of  the  vagina  are  rare,  probably  because  of 
certain  histologic  and  biologic  characteristics  of  the  vagina.  The 
t\'pical  sign  of  sclerosis  of  a  mucous  membrane,  i.e.,  parchment- 
like induration,  persists,  as  a  rule,  only  for  a  short  time.  Under 
ordinary  circumstances,  spontaneous  restitution  occurs  after  about 
two  weeks.  The  absence  of  definite  symptoms  such  as  pain  or 
vaginal  discharge,  and  the  insignificance  of  any  remaining  scars 
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probably  result,  in  a  number  of  instances,  in  failure  or  even  inability 
to  correctly  diagnose  this  lesion. 

B.  Secondary  Lesions. — Fournier's  and  Neumann's  treatises 
on  syphilis,  a  monograph  by  Oppenheim,  and  the  papers  of  Balzer 
(1890)  and  Rille  (1904)  apparently  represent  the  only  sources  of 
information  regarding  secondary  manifestations  in  the  vagina. 

These  lesions  are  probably  very  rare.  Fournier  noticed  that 
even  with  the  coexistence  of  the  most  severe  luetic  affections  of  the 
vulva  or  perineum  the  vaginal  mucosa,  as  a  rule,  was  found  normal, 
''as  if  the  vulvar  ring  was  acting  as  a  secure  barrier."  In  a  certain 
number  of  cases  the  lesion  may  escape  attention,  as  it  causes  abso- 
lutely no  symptoms;  in  other  instances  it  may  be  overlooked  because 
in  the  presence  of  vulvar  syphilis,  speculum  examinations  are 
usually  not  made  and  frequently  are  objected  to  by  the  patient 
because  of  the  extreme  tenderness  of  the  external  parts.  Admitting 
the  possibility  of  these  exceptions  the  fact  yet  remains  that  in  522 
patients  with  secondary  syphilids  about  the  external  genitals, 
Fournier  found  only  nine  cases  of  secondary  lesions  in  the  vagina, 
including  those  which  were  located  at  the  vulvovaginal  ring,  and 
thus  did  not  belong  to  the  vagina  proper.  In  none  of  his  cases 
were  there  any  lesions  in  the  middle  portion  of  the  vagina,  and 
where  they  were  seen  in  the  upper  portion  they  merely  appeared  as 
satellites  of  similar  affections  upon  the  cervix. 

Balzer,  quoting  Fournier,  Martineau,  Prieur,  and  Fouquier, 
refers  to  secondaries  in  the  vagina  as  "beyond  doubt"  and  "well 
known."  Rille  raises  the  question  whether  writers  who  proclaim 
such  changes  as  being  common  are  not  deceived  by  conditions  of 
similar  appearance,  such  as  gonorrheal  maculae,  genital  herpes,  and 
colpitis  aphthosa. 

Secondary  syphilis  of  the  vagina  appears  either  as  a  macule  or  a 
papule;  the  latter  may  become  eroded  and  ulcerated  or  else  hy- 
pertrophic. 

Morgan,  Zeissl,  Finger,  Courty,  and  Heitzmann  claim  to  have 
seen  vaginal  macules  as  a  partial  symptom  of  a  generalized  roseola. 
The  macules  which,  like  the  corresponding  skin  eruptions,  are 
essentially  due  to  capillary  dilatation,  may,  according  to  these 
authors,  be  either  isolated  or  diffused;  in  the  latter  event  the  entire 
vagina  is  reddened  {^^ erythema  vagince  syphiliticum^^). 

The  papular  syphilid  has  been  studied  more  accurately;  it  appears 
in  the  form  of  a  moist  papule,  usually  in  the  upper  part  of  the  vagina, 
and,  as  a  rule,  multiple.  Fournier  depicts  two  cases,  one  with  seven, 
the  other  with  ten  papules.     A  similar  picture  is  given  by  Oppenheim. 


882        GELLHORN   AND    EHRENTEST:   SYPHILIS    IN   THE  FEMALE 

Vaginal  papules  display  the  usual  form;  they  are  small,  well 
circumscribed,  round,  or  oval  elevations  with  a  flattened  top,  and 
are  either  isolated  or  blend  so  as  to  form  polycyclic  placques.  Dis- 
crepancies in  the  various  descriptions  given  are  no  doubt  due  to 
rapid  changes  throughout  the  course  of  their  existence.  The  simple 
form  is  of  a  light  pink  color  which  differs  but  slightly  from  that  of 
the  surrounding  mucosa.  The  surface  soon  becomes  eroded,  moist, 
and  darker  red  in  color.  The  ulcerated  papule  is  covered  by  a  diph- 
theric exudate  which  can  be  wiped  off  easily,  and  closely  resembles 
aphthous  ulcers  or  infected  vesicles  of  herpes  genitalis.  This  pseudo- 
membrane,  according  to  Fournier,  is  of  a  whitish,  opaque,  or  yellow- 
ish tint  and  surrounded  by  a  thin  reddish  ring  of  demarcation. 
Orth  states  that  the  rare  lesions  of  the  middle  portion  of  the  vagina 
may  represent  fissures  or  excoriated  narrow  plaques. 

Neumann  describes  a  peculiar  vaginitis  (colpitis  granulosa  syphi- 
litica) which  in  its  general  appearance  is  identical  with  the  common 
colpitis  granulosa,  and  can  be  recognized  as  specific  only  if  the 
minute  granules  become  eroded  and  transformed  into  typical 
moist  papules,  or  if  they  disappear  promptly  upon  antiluetic 
treatment. 

The  hypertrophic  form  of  the  papule,  i.e.,  the  condyloma  latum, 
is  excessively  rare  in  the  vagina  (Oppenheim). 

SUMMARY. 

Secondary  syphilitic  lesions  of  the  vagina  are  very  rare.  They 
occur  either  in  the  form  of  macules  or  of  papules;  the  latter  variety 
seems  to  be  relatively  more  frequent.  They  have  no  symptoma- 
tology of  their  own  and  therefore  are  discovered  only  accidentally 
during  an  examination  with  the  speculum. 

C.  Tertiary  Lesions. — ^Lancereaux  (1868),  referring  rather 
vaguely  to  Benevenius  (apparently  a  case  of  vesicovaginal  fistula) 
and  Astruc,  remarks  that  the  literature  does  not  contain  any  positive 
records  of  tertiary  manifestations  of  syphilis  of  the  vagina  "which 
surely  must  be  even  rarer  than  the  very  exceptional  primary  and 
secondary  lesions." 

In  1877  Birch-Hirschfeld  described  a  case  of  difi'use  gummatous 
perivaginitis  (No.  9).  Winckel  reports  as  endocolpitis  diffusa 
gummosa  a  case  in  which  the  luetic  process  is  assumed  to  involve 
solely  the  vaginal  mucosa  (No.  144).  A  vaginal  ulcer  diagnosed  as 
a  tertiary  luetic  lesion  is  placed  on  record  by  Verchere  (No.  120). 
Neumann  up  to  1896  had  seen  only  three  cases  of  vaginal  gummata; 
two  of  these  were  associated  with  gummata  of  the  cervix.     Shortly 
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afterward  (1898)  Viannay  made  the  startling  statement  that  tertiary 
s>'philitic  ulcers  are  not  as  rare  as  commonly  supposed;  they  are 
simply  overlooked  because  they  cause  little  if  any  discomfort  or  are 
incorrectly  diagnosed  as  soft  chancres,  and  he  supported  his  claim 
by  citing  six  personal  observations. 

In  the  case  of  Spinelli  (No.  in)  a  nodule  palpated  in  the  posterior 
culdesac  was  interpreted  as  gumma  of  the  vaginal  wall.  Herx- 
heimer  (1907),  in  his  review  of  the  literature,  refers  practically  only 
to  Neumann,  and  fails  to  mention  (or  to  consider)  later  reports,  for 
instance,  that  of  Viannay.  Oppenheim  (1908)  gives  a  good  colored 
plate  of  a  luetic  ulceration  observed  by  him.  Kurz  (1913),  in  an 
article  on  esthiomene,  attempts  to  prove  that  this  disease  represents 
but  a  tertiary  luetic  lesion.  Under  this  theory  one  of  her  cases 
(No.  50)  must  be  cited  here  as  gumma  of  the  vagina.  The  most 
recent  record  of  a  tertiary  ulcer  in  the  vagina  is  that  of  Bollag  in 
1914  (No.  13). 

The  assertion  of  Viannay  to  the  contrary  notwithstanding, 
tertiary  manifestations  of  sj^hilis  in  the  vagina  are  rare.  The 
bibliographic  references  given  above  probably  do  not  embrace  all 
cases  actually  observed  or  reported;  but,  on  the  other  hand,  they 
include  several  instances  which  cannot  withstand  critical  scrutiny. 

Winckel's  case  of  colpitic  gummosa  is  quoted  and  accepted 
by  all  subsequent  writers  as  a  definite  type  of  luetic  lesion.  The 
description  of  this  disease  is  based  on  a  single  observation,  that  of  a 
woman  who  neither  gave  a  history  nor  presented  any  evidence  of 
S)7philitic  infection,  and  who  derived  no  benefit  from  specific  treat- 
ment. The  only  suspicious  symptom  she  ever  had  was  that  at  one 
time  her  hair  had  fallen  out  rapidly  but  had  grown  again.  Winckel 
epitomizes:  "Since  the  condition  is  neither  a  simple  croup  nor 
diphtheria,  it  is  best  named  colpitis  gummosa."  No  other  report 
of  gummatous  colpitis  can  be  found  in  literature.  Only  Neumann 
states  parenthetically  that  the  gummatous  perivaginitis  of  Birch- 
Hirschfeld  is  seen  more  often  than  the  gummous  colpitis  of  Winckel. 
Oppenheim  declares  that  he  has  seen  neither  form. 

The  case  of  Barthelemy  (No.  5)  seems  to  be  a  gumma  which 
had  originated  in  the  rectum,  though  a  simple  inflammatory  in- 
filtration of  the  rectovaginal  septum  cannot  be  excluded  with 
certainty. 

It  is  surprising  that  Bollag  insists  on  the  diagnosis  of  tertiary 
ulcer  in  the  face  of  the  fact  that  the  patient  gave  no  history  of 
syphilis  and  had  a  negative  Wassermann  without  ever  having  re- 
ceived  specific    treatment.     The   fact    that   the   ulcer   was   found 
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DESCRIPTIONS  OF  ILLUSTRATIONS. 

Fig.  I. — Ulceration  on  posterior  surface  of  cervix — soft,  nodular,  elevated; 
late  secondary  stage.     (Personal  observation  VI.) 

Fig.  2. — Secondary  ulcer  of  posterior  lip  of  cervix — soft,  elevated,  extending 
into  cervical  canal.  Entire  cervix  edematous.  A  deeply  congested  area  on 
anterior  lip  just  above  the  orifice.     (Personal  observation  IV.) 

Fig.  3. — Secondary  ulceration  on  anterior  surface  of  cervix,  exhibiting  deep 
fissures.  The  ulcer  is  slightly  elevated  and  of  soft  consistency.  (Personal  obser- 
vation V.) 

Fig.  4.- — Primary  chancre  of  cervix  engrafted  upon  an  erosion.  (From 
Oppenheim.) 

Fig.  5. — Superficial  ulcers  on  anterior  lip  of  cervix,  bleeding  freely  during 
menstruation;  late  secondary  stage.     (Personal  observation  VIII.) 

Fig.  6. — Tertiary  lesions  on  anterior  surface  of  cervix.  The  cervix  is  covered 
by  fairly  large,  dark  red  blotches  in  such  a  way  that  only  a  few  small  islands  of 
normally  pale  mucosa  separate  the  areas  of  discoloration.  (Personal  observation 
XI). 

Fig.  7. — Primary  chancre  of  cervix.     (From  Fournier.) 

Fig.  8. — Multiple  chancres  of  cervix.     (From  Fournier.) 

Fig.  9. — Superficial  ulcers  on  cervix  in  process  of  healing.  A  small,  clean 
ulcer  in  posterior  cervicovaginal  junction  from  which  spirochetes  are  recovered. 
Late  secondary  stage.     (Personal  observation  VII.) 

Fig.  10. — Maculopapular  eruption  on  cervix,  vagina,  and  outer  genitals. 
(From  Oppenheim.) 

Fig.  II. — Gumma  of  cervix  which  had  developed,  within  two  months,  from 
the  ulceration  seen  in  Fig.  i.  (Personal  observation  VI.)  The  tumor  has  the 
size  of  a  child's  fist,  is  hard  in  its  basal  and  soft  in  the  superficial  portion.  The 
funnel-shaped  orifice  is  in  the  center. 

Fig.  12. — Section  through  tissue  of  cervical  ulceration  seen  in  Fig.  i.  Stained 
after  Levaditi's  (second)  method.  Two  typical  spirochetes  are  shown.  In 
another  part  of  this  section  several  colonies  of  gonococci  are  seen  (not  represented 
in  this  picture). 

Fig.  13. — Early  stage  of  gum.ma  of  cervix.  (Personal  observation  XIII.) 
Squamous  epithelium  of  vaginal  portion  in  upper  part  of  picture.  In  the 
center  a  darker  area  indicates  the  beginning  gumma  formation.  Several 
well-circumscribed  foci  of  granulomatous  infiltration.  On  the  left,  near  the 
periphery,  the  infiltration  is  diffuse. 

Fig.  14. — The  same  section  under  higher  power.  A  focus  of  infiltration 
with  lymphocytes  and  plasma  cells  surrounded  by  a  sort  of  capsule.  The 
center  contains  epitheloid  cells.  One  giant  cell  within  the  focus,  two  others 
at  the  periphery;  one  of  these  contains  thirty-six  nuclei.  Many  newly  formed 
blood-vessels  with  thickened  intima. 

Fig.  15. — The  same  section,  showing  a  blood-vessel  with  organized  thrombus 
or  proliferated  endothelium.     Diffuse  granulomatous  infiltration  of  the  tissues. 

Fig.  16. — Section  through  tertiary  ulceration  of  vulva.  (Personal  observa- 
tion XVIII).  Atypical  proliferation  of  squamous-cell  epithelium  into  subjacent 
area  of  round-cell  infiltration.  Slender,  irregularly  shaped  processes  with  intact 
basal  membrane. 

Fig.  17. — Section  through  tertiary  ulcer  of  labium.  (From  Rohrbach.) 
The  basal  membrane  is  broken  through  by  several  projections.  The  invading 
cells  no  longer  resemble  normal  cells.  The  nuclei  arc  large,  light  in  color,  and 
vesicular;  the  contours  of  the  cell  bodies  are  hardly  distinguishable. 
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healed  ten  weeks  after  the  administration  of  neosalvarsan  hardly 
seems  to  prove  its  specific  nature.  The  case  of  Spinelli  equally 
lays  itself  open  to  criticism. 

The  observation  of  Kurz,  referred  to  above,  can  be  accepted  as 
a  tertiary  lesion  only  if  the  correctness  of  the  author's  premise, 
namely,  that  esthiomene  is  of  luetic  origin,  is  accepted,  and  this 
is  still  a  mooted  question.  Aside  from  the  fact  that  in  this  case 
the  vaginal  lesion  was  but  a  direct  continuation  of  the  vulvar  affec- 
tion, it  must  be  noted  that  the  diagnosis  of  syphiUs  was  based 
solely  on  the  statement  of  the  patient  that  she  "  caught  a  sore  from 
her  husband"  during  her  last  pregnancy  nine  years  previously,  and 
on  the  history  of  an  abscess  in  the  right  groin,  six  weeks  after  the 
birth  of  this  child,  which  was  slow  to  heal. 

The  ulcerations  described  by  Verchere  are  not  very  typical  and 
in  certain  particulars  strongly  suggest  soft  chancres.  While  this 
possibiHty  is  admitted  by  the  author,  yet  he  feels  that  he  could 
safely  exclude  soft  chancre  from  the  result  of  a  test  which  we  to-day 
no  longer  regard  as  trustworthy.  He  inoculated  secretion  of  the 
vaginal  ulcers  into  the  skin  of  the  abdomen  and  failed  to  produce 
similar  lesions.  It  must,  however,  be  admitted  that  these  small 
ulcers  disappeared  within  a  few  days  after  the  administration  of 
mixed  treatment. 

There  is,  then,  only  a  very  limited  number  of  unquestionable  ob- 
servations from  which  a  picture  of  the  pathology  of  tertiary  lesions 
can  be  drawn. 

As  to  location,  they  are  usually  but  a  continuation  of  like  lesions 
in  the  vulva  or  adjoining  organs;  in  one  of  Viannay's  cases  the 
point  of  origin  seemed  to  be  the  uterus. 

Morphologically,  Neumann  differentiates  between  two  types: 
in  one  there  are  individual  and  well-separated  nodules;  in  the 
other  the  affection  is  diffuse  but  the  vaginal  wall  is  never  involved 
throughout  its  length.  Within  the  affected  area  the  vaginal  wall 
is  thickened  and  rigid;  the  surface  is  smooth  because  of  the  flatten- 
ing out  of  the  vaginal  folds;  the  mucosa  itself  is  dark  red  and  covered 
with  a  film  of  viscid  or  fibrous  exudate.  Oppenheim  considers  the 
isolated  nodular  type  extremely  rare,  although  gummata  may  oc- 
casionally be  found  in  the  fornix.  At  the  time  they  are  discovered 
they  have  broken  down,  as  a  rule,  and  give  the  appearance  of 
ulcers.  These  are  sharply  outlined,  deeply  excavated,  and  sur- 
rounded by  steep,  high,  undermined  edges,  as  if  "punched  out." 
The  base  is  covered  with  a  dirty  gray  exudate  and  is  not  encircled 
by  a  reactive  zone.  Oppenheim's  atlas  contains  a  good  picture  of 
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a  typical  gummous  ulcer,  about  the  size  of  a  silver  quarter,  situated 
in  the  lower  portion  of  the  posterior  vaginal  wall. 

Rille  believes  that  small  tertiary  ulcers  are  not  characteristic 
enough  to  be  diagnostic  except  per  exclusionem  et  ex  juvantibus. 
Large  ulcers  are  less  common  and  may,  as  the  result  of  long-standing 
induration,  lead  to  elephantiasis  of  the  external  genitals. 

The  description  given  by  Viannay  tallies  with  that  of  Oppenheim: 
more  or  less  deeply  excavated,  indolent  ulcers,  surrounded  by  sharp 
edges,  and  found  quite  commonly  in  old  prostitutes;  they  disappear 
promptly  after  the  use  of  potassium  iodide.  "The  inexperienced 
will  diagnose  them  as  soft  chancres." 

The  question  of  pain  is  discussed  in  some  detail  only  by  Fournier. 
His  own  description,  however,  seems  to  prove  that  it  is  by  no  means 
characteristic.  He  speaks  in  his  case  of  dull  pain  which  is  aggra- 
vated by  exertion,  and  then  adds  "Absence  of  a  painful  induration 
may  so  completely  conceal  a  vaginal  gumma  that  the  physician 
eventually  is  surprised  by  the  sudden  development  of  a  vesico- 
vaginal fistula." 

As  to  the  final  course,  the  nodular  gumma  may  disappear  without 
leaving  a  scar.  The  ulcerated  tj'pe  leads  to  the  formation  of  very 
hard  cicatricial  tissue  which,  however,  does  not  result  in  stricture 
of  the  vagina  (Oppenheim).  Vesicovaginal  or  rectovaginal  fistulae 
result  more  often  from  the  breaking  down  of  gummata  which 
originated  in  the  bladder  or  rectum.  The  diffuse  form  of  tertiary 
lesion  may  lead  to  very  extensive  ulcerations  which,  in  their  turn, 
may  result  in  large  tissue  defects,  massive  scars,  or  marked  constric- 
tion or  distortion. 

SUMMARY. 

Tertiary  luetic  manifestations  originate  but  very  rarely  in  the 
vagina.  When  found  there,  they  represent,  as  a  rule,  the  con- 
tinuation of  a  like  condition  which  had  started  from  the  vulva,  the 
uterus,  or  adjoining  organs.  The  isolated  submucous  gumma 
breaks  down  early  and  appears  in  the  form  of  a  more  or  less  char- 
acteristic ulcer.  The  more  destructive  processes  which  eventually 
lead  to  the  formation  of  fistulae  and  strictures,  almost  always 
originate  in  structures  surrounding  the  vagina.  Tertiary  lesions 
of  the  vagina  do  not  exhibit  characteristic  symptoms  such  as  pain 
or  discharge. 

The  infrequency  of  tertiary  lesions  corresponds  with  the  rarity 
of  secondary  manifestations  in  the  vagina  and  tends  to  confirm  the 
statement  of  Pusey  that  tertiary  lesions  occur  only  in  tissues  in 
which  foci  of  infection  have  been  planted  during  the  secondary 
period. 
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V.    SYPHILIS    OF    THE    CERVIX. 

A.  Primary  Lesion. — Gosselin,  in  1843,  seems  to  have  been  the 
first  to  call  attention  to  the  fact  that  ulcerations  on  the  cervix  may 
develop  as  the  result  of  a  syphilitic  infection,  but  he  did  not  at- 
tempt a  differentiation  between  the  various  ulcerative  processes. 
In  the  following  year  Bennet  describes  the  typical  Hunterian  chancre 
on  the  vaginal  portion.  Approximately  at  the  same  time,  beginning 
with  Behrend  (1842),  a  series  of  studies  appear  dealing  with  the 
etiology  and  symptomatology  of  cervical  erosions  and  ulcerations. 
In  these  articles  the  word  chancre  occurs  frequently,  but  obviously 
not  with  its  present  meaning.  Bernutz  (1855)  divides  cervical 
"chancres"  into  three  groups:  (a)  typical,  not  inoculable  Hunterian 
chancres;  (b)  diphtheric,  and  (c)  ulcerous,  phagedenic  chancres. 
Sigmund  (1855)  employs  a  like  classification;  but  as  at  that  time 
syphilis  and  gonorrhea  wxre  still  held  to  be  identical,  neither  author 
differentiates  between  the  syphilitic  and  nonsyphilitic,  between  the 
hard  and  soft  chancres,  though  occasionally  an  attempt  can  be 
noticed  to  distinguish  the  inoculable  from  the  noninoculable  type. 
Somewhat  later  Sigmund  (1863)  advises  to  look  for  general  mani- 
festations for  the  purpose  of  distinguishing  the  "venereal '"ulcer  from 
the  syphilitic.  Guerin  (1864)  endeavored  to  give  the  soft  chancre 
its  distinct  and  separate  place  from  the  hard  chancre,  but  according 
to  Mrazek,  from  whom  this  reference  is  quoted,  his  teachings,  like 
those  of  Rollet  (1866),  Despres  (1870),  Courty  (1872),  Galliard 
(1875)  and  of  others,  are  not  entirely  free  from  objections. 

The  recognition  of  the  hard  cervical  chancre  as  a  definite  patho- 
logic lesion  is  the  result  of  the  valuable  observations  of  Fournier 
embodied  in  his  Lemons  (1873).  Two  of  Fournier's  cases  are  dis- 
cussed thoroughly  in  a  thesis  (1873)  by  his  pupil  Schwartz,  while 
almost  at  the  same  time,  in  another  thesis,  Fourcault  presents  the 
material  of  A.  Martin.  There  follows  an  article  by  Klink  (1878)  and 
a  frequently  quoted  paper  by  the  Russian  physician  Rasumow  (1880). 
At  about  the  same  time  Heitzman,  of  Vienna,  published  the  first 
illustrations  in  color  of  cervical  chancres  (later  embodied  in  Oppen- 
heim's  atlas).  Mrazek,  in  1881,  contributes  the  most  extensive 
study  of  the  problem  up  to  that  time;  his  article  is  based  on  twenty- 
one  personal  observations. 

The  transactions  of  the  Anatomic  Society  of  Bordeaux  (1886)  con- 
tain references  to  observations  of  primary  sclerosis  of  the  cervix 
made  by  Chambrelent,  Hirigoyen,  Verzeley,  and  Moussous.  For  the 
American  reader  the  subject  is  discussed  in  a  general  way  by  Renaul 
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in  an  essay  published  in  the  International  Clinics  of  1894.  The 
treatise  on  Syphilis  by  Neumann  (1896)  deals  exhaustively  ^vith  the 
primary  cervical  chancre  of  the  vaginal  portion.  Very  little  of  im- 
portance has  since  been  added  to  our  knowledge  and  most  of  the 
later  writers  have  liberally  quoted  or  copied  from  Neumann.  In 
1902  a  few  single  observations  are  recorded  by  Blandin  (No.  10), 
Brindeau  (No.  18),  and  Rostaine  and  Druelle  (No.  102),  followed  in 
1904  by  an  interesting  discussion  by  Thibierge  of  the  manifold  con- 
sequences to  which  the  location  of  a  primary  sclerosis  at  the  external 
OS  may  lead.  In  the  same  year  Rille  startled  the  medical  world 
with  an  analysis  of  160  hard  chancres  of  the  cervix  which  he  claims 
to  have  seen  within  the  short  space  of  five  years.  From  then  on 
only  isolated  case  reports  appear  in  literature.  The  year  1905  marks 
Schaudinn's  memorable  discovery  of  the  Spirocheta  pallida  in  prim- 
ary lesions,  and  the  greater  accuracy  now  demanded  may  have  ex- 
erted a  restraining  influence  upon  the  publication  of  suspicious  cases. 
An  interesting  fact  in  this  connection  is  that,  according  to  Bab,  the 
first  confirmation  of  Schaudinn's  discovery  came  from  Paschen,  who 
found  typical  pallida  on  a  cervical  chancre.  We  quote  in  the  ap- 
pended collection  of  case  reports  the  more  recent  observations  of 
Moraller  (1908),  Ivens  (1908),  Falk  (1908),  Ozenne  and  Duroeux 
(1912),  Skutul  (1912),  Neisser  (1913),  Zomakion  (1913),  Gaucher 
and  Giroux  (1913),  Shillitoe  (1914),  and  finally  of  Wile  and  Senear 
(191 5).  This  collection  is  probably  not  complete,  in  spite  of 
our  efforts  to  make  it  so,  but  a  perusal  of  these  abbreviated 
histories  vf^Al  convince  the  reader  that  recent  literature,  while 
numerically  scanty,  is  richer  in  good  records  of  well-authenticated 
observations. 

While  all  observers  agree  that  the  cervical  chancre  is  the  most 
common  of  all  luetic  lesions  of  the  internal  genitals,  they  do  not 
agree  on  the  exact  percentage  of  frequency. 

Sigmund  (1863)  figured  it  as  7.5  per  cent.;  Klink  (1878)  in  332 
patients  as  2.4  per  cent.;  Rasnumow  (1880)  in  1347  patients  as  0.94 
percent.;  Mrazek  (1881)  in  437  cases  as  4.7  percent.;  Fournier  (1881) 
in  249  patients  as  5.2  per  cent,  (adding  that  the  figure  would  have 
been  almost  doubled  had  he  not  been  careful  to  exclude  all  doubtful 
cases) ;  Renaul  (1894)  simply  states:  "  I  saw  several  cases  of  primary 
chancres  at  the  os  uteri  during  the  past  year."  Neumann  (1896) 
calculates  the  frequency  in  800  patients  as  6.4  per  cent.;  Rille  (1904) 
naturally  concludes  from  his  160  cases  seen  in  five  years  that  the 
affection  is  comparatively  common.  Oppenheim  (1908)  estimates 
the  frequency  at  from  8  to  10  per  cent.;  Skutul  (191 1),  compiling 
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various  extensive  statistics,  figures  it  as  1.5  per  cent.;  Zomakion 
(1913)  found  cervical  chancres  only  in  two  instances  out  of  a  total 
of  8500  patients  and  considered  the  condition  very  rare;  Wile  and 
Senear  figure  the  frequency  from  two  observations  in  50  patients 
as  4  per  cent.  Bandler  quotes  Joseph  (no  bibliographic  reference 
given),  who  estimates  that  in  15  per  cent,  of  syphilitic  women  the 
primary  lesion  is  located  on  the  cervix. 

From  these  various  statistics  but  one  fact  seems  quite  apparent. 
Rasumow,  Skutul,  and  Zomakion,  who  make  their  calculations  from 
a  large  number  of  patients,  figure  a  frequency  of  less  than  1.5  per 
cent,  in  striking  contrast  to  the  mere  estimates  which  vary  between 
10  and  15  per  cent. 

That  the  discoveries  of  the  Spirocheta  pallida  and  of  the  Wasser- 
mann  reaction  were  bound  to  lower  the  percentage  figures  given  by 
older  writers  can  be  seen  from  an  investigation  of  the  manner  in 
which,  e.g.,  Engelstedt  established  the  diagnosis  of  a  syphilitic  chan- 
cre. Mrazek  quotes  Engelstedt  who  examined  100  syphilitic  women. 
In  44  of  them  he  was  unable  to  ascertain  the  location  of  the  primary 
sore  from  the  history  given  by  the  patient.  In  30  of  these  44  women 
he  discovered  granulations  and  excoriations  on  the  vaginal  portion 
and  therefore  felt  justified  in  concluding  that  their  presence  proved 
that  these  lesions  represented  the  ports  of  entrance  for  the  infection. 
In  these  100  women  he  thus  calculates  the  frequency  of  cervical 
chancres  as  30  per  cent.  Mrazek  accepts  Engelstedt's  deductions 
as  plausible,  a  view  which  we  can  no  longer  share  with  him. 

In  referring  to  the  location  of  hard  chancres  Fournier  states  that 
they  lie  either  centrally,  surrounding  more  or  less  completely  the 
external  orifice,  or  eccentrically  on  one  lip,  usually  the  posterior, 
and  in  this  event  distinctly  separated  from  the  os  by  normal  mucosa. 
When  situated  near  the  orifice  they  are  apt  to  extend  into  the  cervical 
canal,  as  he  was  able  to  determine  definitely  in  one  case  in  which 
a  cervical  laceration  permitted  the  easy  dilatation  of  the  canal. 
In  general  this  description  is  the  one  usually  quoted  by  writers, 
with  possibly  one  important  difference.  Mrazek,  in  12  observations 
of  eccentric  location,  found  the  chancre  8  times  on  the  anterior 
and  only  4  times  on  the  posterior  lip,  and  adds  that  this  favored 
position  is  easily  explained  by  the  fact  that  in  the  normal  position 
of  the  uterus  it  is  the  anterior  lip  which  comes  into  contact  with 
the  penis.  McCann  and  Oppenheim  also  consider  the  anterior 
lip  more  commonly  affected. 

The  central  location  is  the  more  common  of  the  two;  thus, 
Schwartz  found  14  out  of  19  cervical  chancres  at  the  os.     Various  ex- 
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planations  have  been  offered.  According  to  Oppenheim  the  primary 
lesion  often  develops  in  a  preexisting  erosion,  which  point  is  well 
illustrated  in  some  of  his  pictures.  Mrazek  thinks  that  excoriations 
and  superficial  abrasions  without  which  an  infection  cannot  occur 
are  more  often  present  at  the  external  os.  Parous  women  predomi- 
nate among  those  who  exhibit  cervical  chancres,  probably  because 
cervical  lacerations,  often  resulting  in  erosions,  offer  particularly 
favorable  conditions  for  the  entrance  of  the  virus.  Fournier  men- 
tions the  softening  of  the  cervix  during  menstruation,  and  especially 
during  pregnancy,  as  an  additional  predisposing  factor.  It  seems 
more  than  a  coincidence  that  of  the  appended  i8  case  reports  of 
typical  primary  lesions  on  the  cervix,  in  5  the  patients  were  pregnant 
at  the  time  of  infection. 

The  chancre  may  either  extend  from  the  vaginal  portion  into 
the  cervical  canal  or  it  may  be  planted  primarily  within  the  latter. 
Ricord  and  Fournier  have  expressed  similar  views,  and  Mrazek 
refers  in  this  question  to  Foerster,  Kiwisch,  and  particularly  Courty, 
who  has  recorded  6  personal  observations.  The  presence  of  a 
chancre  hidden  within  the  cervical  canal  is  suggested  by  a  persistent 
hemorrhagic  discharge  from  the  cervix,  and  may  finally  be  confirmed 
by  the  destruction  of  the  external  orifice  through  necrosis. 

While  in  men  the  initial  lesion  is  usually  single,  in  women  multi- 
plicity is  not  uncommon.  Fournier,  in  13  cases  of  cervical  chancre, 
found  2  in  which  both  lips  were  affected  simultaneously.  Mrazek 
saw  three  multiple  cervical  chancres  in  24  cases,  and  Oppenheim 
shows  in  one  of  his  pictures  a  cervical  chancre  associated  with  three 
typical  primary  lesions  on  the  vaginal  wall.  This  author  states 
that  in  some  cases  of  cervical  chancres  another  primary  chancre 
may  be  discovered  on  the  external  genitalia,  but  that  rarely  more 
than  one  sclerosis  is  found  on  the  cervix  itself.  In  this  connection 
Mrazek  points  to  the  interesting  fact  that  in  case  of  multiplicity  of 
primary  lesions,  though  all  had  started  practically  at  the  same  time, 
they  may  later  show  a  very  marked  difference  in  their  appearance 
due  to  the  various  external  influences  affecting  them  in  their  re- 
spective locations.  Neumann  speaks  of  a  chain-like  arrangement 
of  these  rarer  multiple  lesions,  and  Rille  expresses  the  opinion  that 
the  circular  sclerosis  surrounding  completely  the  external  os  is  but 
the  result  of  confluence  of  several  lesions. 

The  shape  of  the  chancre  seems  to  depend  on  its  location.  The 
eccentrical  lesion  is  round  or  slightly  oval,  or  polycyclic  (Oppen- 
heim), as  the  result  of  confluence  of  several  chancres.     The  centrally 
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located  chancre  presents  the  shape  of  an  incomplete,  more  rarely 
that  of  a  complete  circle. 

Its  size  usually  is  given  as  between  the  size  of  an  almond  and 
kidney  bean,  occasionally  much  smaller.  Franceschini's  reference 
to  a  lesion  which  spread  diffusely  over  the  entire  cervix  must  be 
considered  a  very  exceptional  observation. 

The  diagnosis  of  hard  chancre  on  the  cervix  rests  largely  upon  its 
aspect  in  the  vaginal  speculum,  but  the  descriptions  given  by 
different  writers  vary  in  certain  essential  features. 

According  to  the  classical  description  by  Fournier  the  cervical 
sclerosis  is  found  either  as  a  flat  or  a  papulous  lesion.  Starting  as 
a  flat  erosion  it  usually  ends  as  a  papule,  slightly  elevated,  with  the 
typical  flattened  top.  It  exhibits  a  smooth  surface  covered  with 
a  characteristic  grayish  pseudomembrane  which  shows  a  peculiar 
fatty  luster  (gris  lardace  of  the  French;  speckig  glaenzend  of  the 
Germans)  that  is  distinctly  different  from  the  color  of  the  surround- 
ing mucosa.  At  times  the  gray  changes  into  a  lighter  white,  even 
a  dead  white.  In  other  instances  the  gray  has  a  distinct  yellowish 
tint  and  small  hemorrhagic  spots  appear  in  the  field.  The  pseudo- 
membrane  represents  a  film  of  exudate  which  covers  the  ulcer  and 
adheres  rather  firmly  to  its  base. 

To  Rille  the  cervical  chancre  appears  as  a  shallow  defect  with 
brown  gUstening  surface,  which  may  be  partially  covered  by  a 
grayish-white  or  grayish-yellow  and  tightly  adherent  membrane. 

Mrazek  found  in  most  of  his  observations  an  ulcer  covered  with 
a  diphtheric-looking  membrane.  When  the  latter  is  removed  a 
gUstening  surface  becomes  visible  which  is  studded  with  small 
hemorrhagic  points  and  exhibits  a  scanty  secretion.  In  some  cases 
there  was,  at  first,  a  sclerotic  nodule  which  soon  underwent  local 
necrosis  and  changed  into  a  slightly  depressed  ulcer  whose  base 
was  covered  with  bleeding  and,  in  some  instances,  exuberant 
granulations. 

A  rather  detailed  description  is  given  by  Oppenheim,  who  divides 
the  initial  cervical  lesion  into  four  groups:  (a)  The  simple  eroded 
lesion  probably  represents  but  an  infected  preexisting  erosion.  It 
is  a  flat  or  slightly  raised  plaque,  sharply  defined,  often  perfectly 
round,  with  a  smooth  and  glistening  surface,  which  on  touch  does 
not  bleed  easily.  The  surface  is  either  perfectly  clean,  or  partially 
covered  with  a  grayish-white  fibrinous  or  grayish-yellow  putrid 
deposit.  The  surrounding  mucosa  is  practically  normal,  {h)  The 
diphtlieritic  chancre  shows  a  similar  outUne.  The  covering  film  is 
whitish  vellow  and  firmlv  adherent.     The  surrounding  mucosa  is 


892        GELLHORN    AND    EHRENTESX:    SYPHILIS    IN    THE   FEM.\LE 

reddened  through  inflammatory  changes.  The  edges  are  never 
undermined  and  are  level  with  the  surrounding  mucosa,  (c)  The 
ulcerated  sclerosis  also  has  flat  edges,  but  the  base  of  the  ulcer  is 
somewhat  depressed.  The  pseudomembranous  covering  is  yellow- 
ish white  and  easily  wiped  off.  The  inflammatory  reaction  in  the 
surrounding  mucosa  is  pronounced,  (d)  In  the  gangrenous  type 
the  edges  are  rather  irregular,  the  base  uneven,  deeply  excavated, 
and  covered  with  a  dirty-looking  grayish-yellow  deposit. 

According  to  Chase  these  initial  lesions  resemble  much  more 
closely  the  secondary  syphilids  of  the  tongue  and  soft  palate  than 
the  chancres  of  the  penis. 

A  phagedenic  chancrous  ulcer  seen  on  the  cervix  of  pregnant 
women  is  mentioned  by  Winckel. 

Wile  and  Senear  (No.  142)  found  the  sclerosis  in  one  of  their  cases 
in  the  form  of  a  "hypertrophic,  f ungating  vegetation."  This 
description  corresponds  to  that  given  by  Molliere  (No.  74). 

Thibierge  (No.  118)  and  Ivens  (No.  42)  consider  bleeding  on 
slight  touch  as  one  of  the  characteristics. 

Neumann  speaks  of  a  nonulcerated  sclerosis  which  appears 
simply  in  the  form  of  a  diffuse,  dark  red  induration. 

The  edges  of  the  ulcers  have  been  variously  described  as  flat  or 
slightly  raised  (Rille,  Franceschini)  and  "sloping  down  gradually" 
(Fournier).  There  seems  to  be  a  difference  of  opinion  concerning  a 
red  ring  of  inflamed  mucosa  surrounding  the  chancre.  Fournier 
describes  it  "as  a  narrow  line  bringing  out  more  clearly  the  contrast 
with  the  grayish  center."  According  to  Mrazek  it  is  a  large  red, 
swollen  ring,  according  to  Rille  a  sharp,  brown,  glistening  line. 
Wile  and  Senear  emphasize  that  the  purpuric  or  hemorrhagic 
border  so  characteristic  of  chancres  is  usually  demonstrable.  Fran- 
ceschini speaks  of  a  slightly  elevated  edge  without  any  peripheral 
inflammatory  reaction. 

All  writers  agree  that  the  lesion  is  entirely  indolent  and  that  it 
possesses  only  very  scant  secretion. 

Consequently  hard  chancres  of  the  cervix  do  not  cause  any 
symptoms  suggestive  of  their  presence  unless  the  chancre  is  situated 
within  the  cervical  canal  when  it  produces  hemorrhagic  discharge 
as  already  mentioned. 

There  are,  then,  noticeable  divergences  in  the  description  given 
by  various  writers,  differences  that  can  only  be  explained  on  the 
ground  that  these  lesions  may  present  different  aspects  in  different 
stages  of  their  development.  Moreover  a  chancre  is  primarily  a 
granuloma;  the  cells  of  a  granuloma,  incapable  as  they  are  of  or- 
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ganization,  are  bound  to  undergo  fatty  degeneration  and  offer  no 
resistance  to  the  invasion  of  any  of  the  bacteria  in  the  vagina.  It 
is  this  accidental  bacterial  infection  which  still  further  modifies 
the  aspect  of  the  chancre.  We  may  sum  up  the  question  of  outer 
appearance  by  saying  in  a  very  general  way  that  the  primary  lesion 
represents  a  more  or  less  deep  funnel-shaped  sore  with  thickened, 
rounded  edges  which  slope  down  to  a  smooth,  dry  floor  of  a  glisten- 
ing, varnished  appearance — the  typical  Hunterian  chancre. 

The  one  essential  characteristic  of  any  initial  luetic  lesion,  the 
feature  well  expressed  in  the  commonly  used  terms  sclerosis  or 
hard  chancre,  viz.,  the  distinct  and  well-circumscribed  induration 
of  its  base,  unfortunately  can  often  not  be  clearly  ascertained  in 
cervical  primary  chancres.  Again  it  was  Fournier  who  first  pointed 
out  the  two  chief  difficulties:  the  natural  hardness  of  the  cervix  and 
its  inaccessibility,  the  impossibility  to  grasp  the  base  of  the  ulcer 
between  two  fingers.  Only  in  those  exceptional  instances  where 
the  chancre  is  found  on  the  cervLx  of  a  prolapsed  uterus  can  a 
satisfactory  examination  be  made.  The  consistency  of  the  cervix 
not  only  varies  markedly  in  different  individuals,  but,  indeed, 
the  same  woman  under  the  influence  of  menstruation,  or  as  the 
result  of  lacerations,  chronic  inflammatory  processes,  or  new  growths. 
Further,  the  entire  cervix  becomes  larger  and  harder  when  it  carries 
a  chancre  anywhere  on  its  surface.  Neumann  describes  the  vaginal 
portion  in  cases  of  cervical  chancres  as  enlarged  in  toto,  heavy, 
"so  that  on  introduction  of  the  vaginal  speculum  it  fairly  jumps  into 
view,"  a  vivid  picture  which  has  frequently  been  quoted  by  other 
writers. 

In  cases  in  which  the  cervix  is  soft,  for  instance,  in  pregnant 
women,  the  induration  is  definite  and  the  difference  in  consistency 
with  the  rest  of  the  portio  marked.  Mrazek  emphasizes  that 
while  at  first,  during  the  state  of  acute  edematous  swelHng  of  the 
entire  cervix,  it  seems  impossible  to  dift"erentiate  the  induration  of 
the  lesion,  it  often  becomes  an  easy  matter  later,  when  the  edema 
has  disappeared,  to  discern  the  sharply  marked  infiltration  of  the 
base  which  in  the  speculum  appears  surrounded  by  a  livid  marginal 
line.  According  to  the  location  of  the  lesion  either  only  one  lip 
or  the  entire  cer\ax  appears  hardened  and  broadened.  Mrazek 
also  ascertained  by  microscopic  examination  that  the  infiltration 
extends  beyond  the  periphery  of  the  ulcer  and  progresses  down- 
ward to  the  muscularis. 

There  are  four  cases  on  record  of  primary  chancres  on  the  cervix 
of  a  prolapsed  uterus.     In  the  first,  described  by  Ricord,  the  in- 
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duration  was  pronounced,  cartilaginous,  almost  wooden.  The 
second  case,  always  ascribed  to  Rollet,  but  actually  observed  by 
Viennois,  presented  the  sclerosis  in  the  form  of  a  large  superficial 
erosion  with  the  characteristic  parchment-like  induration  of  its 
base.  A  very  good  description  will  be  found  in  the  case  of  Ozenne 
and  Duroeux  (No.  91).  A  fourth  observation  of  this  kind  is  simply 
mentioned  by  Rille,  though  he  fails  to  give  a  detailed  description  of 
the  findings. 

The  indolent  swelling  of  a  definite  group  of  lymph  glands  (satellite 
bubo)  would  represent,  theoretically  at  least,  a  most  important 
if  not  pathognostic  sign  of  the  initial  lesion.  In  cases  of  a  cervical 
chancre  it  is  the  iliac  and  hypogastric  groups  of  lymph  glands  that 
presumably  are  involved  but,  as  Rille  asserts,  they  never  become 
palpable  and  never  have  been  found  characteristically  changed  in 
postmortem  examinations.  Oppenheim  refers  to  the  enlargement, 
occasionally  observed  at  a  late  stage,  of  the  inguinal  glands  and 
explains  this  phenomenon  as  due  to  an  anastomosis  of  the  lymph 
ducts  of  cervix  and  uterus  with  those  of  the  round  ligaments. 

The  healing  process,  well  described  by  Fournier,  proceeds  with 
striking  rapidity.  Changes  in  the  appearance  of  the  sclerosis  are 
so  marked  from  day  to  day  that  it  is  hard  to  recognize  the  ulceration. 
Indeed  it  may  be  seen  one  day  and  may  have  disappeared  the  next. 
The  sore  soon  looks  like  a  simple,  innocent  erosion  which  may 
quickly  turn  into  a  slightly  reddened  area  and  may  disappear  soon, 
usually  without  leaving  any  noticeable  trace.  In  one  case  only 
did  Fournier  find  a  whitish  depression,  the  remnant  of  the  com- 
plete cicatrization  of  the  primary  lesion. 

Observations  of  other  writers  do  not  entirely  confirm  those 
of  Fournier.  Mrazek  finds  that  final  cicatrization  may  be  delayed 
by  pregnancy  or  by  the  more  common  complication  wdth  a  gonor- 
rheal infection.  The  final  result  is  a  chronic,  refractory,  granulating 
ulcer.  Similar  views  are  expressed  by  Rille.  The  primary  lesion 
will  heal,  as  a  rule,  within  two  or  three  weeks  but  occasionally  per- 
sists longer.  The  scar  finally  formed  may  even  break  open  again, 
representing  a  recurrence  in  situ.  Neumann,  too,  met  with  such 
chronic  erosions,  extremely  refractory  to  treatment,  at  the  site 
where  the  primary  sclerosis  originally  had  been  located.  Delay 
in  the  healing  process  as  the  effect  of  an  intercurrent  pregnancy  has 
been  mentioned  by  other  authors,  and  is  quite  apparent,  for  in- 
stance, in  the  case  of  Moraller  (No.  76)  in  which  the  ulcer  was  not 
healed,  although  the  secondary  exanthema  had  already  put  in 
appearance  several  days  previously. 
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Three  factors,  writes  Thibierge,  are  chiefly  responsible  for  the 
rapid  and  complete  heaUng  of  the  cervical  chancre:  (a)  its  location 
which  ensures  for  it  freedom  from  friction  and  irritation,  to  which 
chancres  in  other  locations  are  exposed  and  by  which  their  longer 
duration  is  maintained;  (b)  the  relatively  higher  and  even  tem- 
perature in  the  upper  portion  of  the  vagina;  and  (c)  the  equable 
state  of  moisture  by  which  the  surface  of  the  chancre  is  being  con- 
stantly macerated. 

It  has  been  claimed  that  the  sclerosis  disappears  without  leaving 
a  scar,  but  Oppenheim,  who  so  carefully  diflferentiates  between 
the  various  types  of  primary  lesions,  finds  definite  differences  in 
the  resulting  tissue  alterations.  The  superficial  erosion  leaves  a 
very  thin,  superficial  scar.  The  other  types  leave  scars  which  are 
proportionate  to  the  destruction  of  tissue,  so  that  the  scar  may  be 
distinct,  and,  in  the  gangrenous  sclerosis,  even  cause  constriction  of 
the  external  os. 

This  leads  us  to  the  discussion  of  a  question  which  is  not  entirely 
within  the  scope  of  this  paper  and  therefore  can  only  be  considered 
very  briefly. 

In  obstetric  literature,  dystocia  is  frequently  mentioned  as  being 
due  to  luetic  alterations  of  the  cervix.  This  question  was  probably 
first  introduced  by  Doleris.  Among  the  later  contributors  to  the 
problem  we  may  mention  Woyer,  Brassart,  Blandin  (No.  lo), 
Brindeau  (No.  i8),  and  Chaleix-Vivie.  It  may  suffice  to  state 
here  that  in  the  various  observations  three  distinctly  different 
conditions  of  the  cervix  are  assumed  to  be  the  cause  of  an  unusual 
rigidity  during  the  first  stage  of  labor:  (a)  the  presence  of  a  primary 
chancre  at  the  os  which  under  the  influence  of  pregnancy  causes  an 
exceptional  degree  of  diffuse  induration  throughout  the  entire 
cervix;  {b)  a  dense,  unyielding  scar  at  the  external  os  or  even  within 
the  cervical  canal  (Rille),  remaining  after  heaUng  of  a  primary 
lesion,  or  (c)  tertiary  lesions,  as  such  to  be  considered  later. 

As  to  the  first  proposition,  it  must  be  acknowledged  that  active 
primary  lesions  during  labor  very  rarely  have  been  observed. 
Blanc  records  such  a  case  in  which  cervical  incisions  were  required. 
A  case  reported  by  Fasola  is  interpreted  in  this  manner  by  Oui 
(No.  84).  In  one  of  Mrazek's  cases  a  primary  chancre  presumably 
caused  difficulty  in  the  first  stage  of  labor. 

There  is  better  evidence  at  hand  concerning  the  stenotic  effect 
of  scars  after  the  primary  chancre  has  healed.  If  the  necrotic 
process,  destroying  the  primary  induration,  is  extensive  a  larger 
mass  of  scar  tissue  must  needs  be  formed.     Thus  the  scar,  to  a 
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certain  extent,  will  be  the  expression  of  the  amount  of  induration 
which  is  exceptionally  extensive  in  pregnancy.  Thibierge  thus 
speaks  of  a  dangerous  amount  of  induration  during  pregnancy. 
Mrazek  (quoting  Kiwisch  and  Foerster  as  his  authorities)  and  Woyer 
fear  the  resulting  scar  constriction  and  advise  very  vigorous  treat- 
ment of  cervical  chancres  observed  during  pregnancy  by  means  of 
repeated  removal  of  all  granulations  and  the  occasional  careful 
dilatation  of  the  os.  On  the  other  hand,  it  is  pointed  out  by  Oui 
and  Chaleix-Vivie  that  not  every  cervical  rigidity  in  a  syphilitic 
woman  can  be  explained  in  this  manner. 

Shaw-Mackenzie  makes  rather  vague  claims  that  in  the  syphilitic 
woman  cervix,  perineum,  and  even  uterus  show  during  labor  a 
distinct  predisposition  to  lacerations.  This  claim  has  been 
emphatically  repudiated  by  Winckel. 

The  question  of  cervical  stenosis  has  also  appeared  in  gynecologic 
literature. 

Rille  could  find  only  one  stricture  in  his  i6o  cases,  but  according 
to  Oppenheim  an  obstructive  dysmenorrhea  is  not  uncommonly  a 
sequel  to  cervical  chancre.  Neumann  is  convinced  that  in  ex- 
ceptional cases  the  scar  retraction  may  cause  deformities  of  cervix 
and  malpositions  (Foerster)  and  may  even  lead  to  the  complete  ob- 
struction of  the  canal,  thereby  producing  sterility.  This  latter 
possibility  seems  less  remote  in  view  of  the  fact  that  Whitehouse 
has  observed  two  instances  of  pyometra,  and  has  learned  of  two 
identical  observations  made  by  Thomas  Wilson,  in  all  of  which  the 
existing  obstruction  could  be  explained  solely  on  the  basis  of  a 
complete  obliteration  after  syphilitic  disease  of  the  cervix.  Lichten- 
stein  reported  a  case  of  hematometra  explained  in  like  manner. 

Laffont  suggests  that  in  many  instances  the  apparent  stenosis  or 
obstruction  is  not  actually  a  stricture,  due  to  the  scar  of  the  pri- 
mary lesion,  but  the  expression  of  a  distinct  and  permanent  hyper- 
trophy and  hardening  of  the  entire  cervix.  (This  explanation 
would  seem  more  acceptable  for  the  cases  of  dystocia.)  Such  a 
permanent  hypertrophy  of  the  cervix  is  also  assumed  by  Mrazek, 
who  quotes  the  following  authorities:  Shaw-Mackenzie  observed 
31  hypertrophies  in  80  cases  of  uterine  syphilis  (a  figure  of  little 
significance  since  the  term  "syphilitic  uterus"  is  used  by  this 
writer  with  but  scant  judiciousness);  Fournier  in  13  chancres  en- 
countered 2  hypertrophies,  Schwartz  in  19  cases  5  hypertrophies. 
Mrazek  himself  ascertained  a  permanent  hypertrophy  in  one-half 
of  his  24  cases.  Orth  mentions  a  true  hypertrophy  as  the  result 
of  the  sweUing  of  the  cervix  accompanying  a  primary  sore.     For 
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the  sake  of  completeness  we  may  quote  in  this  connection  Bumstead 
and  Taylor,  who  speak  rather  vaguely  of  an  "  exulcerative  hyper- 
trophy of  the  neck  of  the  womb"  commonly  seen  in  the  first  stage 
of  syphilitic  infection. 

It  seems  probable  that  in  some  instances  this  enlargement  and 
induration  of  the  entire  cervix  actually  represents  gummatous 
changes  in  the  cervix,  a  point  which  we  shall  discuss  later. 

The  diagnosis  of  primary  cervical  chancre  rests  chiefly  upon  the 
demonstration  of  living  Spirocheta  pallida  in  the  scant  secretion  of 
the  ulcer  and  upon  the  positive  outcome  of  the  Wassermann  re- 
action. As  to  the  latter,  it  must,  however,  be  borne  in  mind  that 
the  age  of  the  infection  has  a  considerable  influence  and  that  the 
reaction,  as  a  rule,  does  not  become  positive  until  about  two  weeks 
after  the  appearance  of  the  chancre.  Thus  we  have  nowadays  a 
great  advantage  over  previous  writers  who  based  their  diagnosis 
largely  on  certain  findings  supposed  to  be  the  end-products  of  an 
ephemeral  initial  lesion.  Such  indefinite  findings  as  erosions,  faint 
scars,  stenosis  can  no  longer  satisfy  us.  Mrazek  emphasizes  the 
great  difficulties  of  recognizing  slight  variations  from  the  normal 
in  an  organ  that  physiologically  shows  striking  dissimilarity  not 
only  in  different  individuals,  but  even  in  the  same  individual. 

But  even  the  ulcerated  chancre  does  not  offer  enough  character- 
istic clinical  features  to  permit  of  a  positive  diagnosis  in  every 
instance.  Mrazek  points  to  the  necessity  of  taking  into  considera- 
tion other  signs  characteristic  of  the  disease.  In  this  connection 
he  emphasizes  the  importance  of  a  search  for  small  papules  in  the 
vestibule  or  on  the  small  labia.  Oppenheim  likewise  observes  that 
such  papules  often  appear  before  the  typical  general  exanthema 
becomes  visible. 

The  lack  of  a  truly  typical  picture  of  the  primary  sclerosis  has 
been  shown  in  the  preceding  pages  and  becomes  even  more  obvious 
if  one  studies  the  various  illustrations  given  in  Oppenheim's  atlas. 
There  can  be  seen  pictures  of  primary  chancres  developing  in  an 
old  erosion,  or  soft  chancres  establishing  themselves  on  healing 
hard  chancres.  As  good  illustrations  of  cervical  chancres  we  refer 
to  Figs.  4,  7,  8.  To  avoid  repetition  we  shall  consider  the  ques- 
tion of  the  differential  diagnosis  of  the  primary  lesion  of  the  cervix 
at  the  end  of  this  chapter. 

SUMMARY. 

The  primary  chancre  of  the  cervix  represents  the  best  known 
and  most  common  type  of  syphilitic  affections  of  the  female  internal 
genitalia. 
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Its  frequency  has  probably  been  overestimated.  Statistics  based 
on  a  large  number  of  observations  have  never  shown  a  frequency 
over  1.5  per  cent,  of  all  primary  chancres  found  on  the  genitalia. 
It  must,  however,  be  admitted  that  in  a  considerable  number  of 
cases  its  presence  on  the  vaginal  portion  of  the  cervix  is  overlooked. 

The  primary  chancre  of  the  cervix  does  not  give  rise  to  any 
noteworthy  clinical  symptoms.  Therefore,  as  a  rule,  a  search  for 
it  is  made  only  after  the  appearance  of  the  secondary  exanthema. 
Under  normal  conditions  the  primary  lesion  heals  with  such  rapidity 
that  its  existence  in  a  large  percentage  of  the  cases  can  only  be  sur- 
mised from  certain  findings  which  in  themselves  are  not  characteristic. 

Not  even  during  its  existence  does  the  primary  chancre  offer  a 
truly  characteristic  and  pathognostic  aspect  on  account  of  its 
rapid  and  variegated  evolution  from  an  uneroded  induration  to  an 
ulcer  which  in  turn  either  heals  quickly  or  transforms  into  an 
inconspicuous  erosion. 

Considering  the  absence  of  palpable  satellite  buboes  and  the 
difficulty  of  ascertaining  the  characteristic  induration  of  its  base, 
a  suspicious  looking  sore  on  the  cervix  can  be  identified  as  primary 
hard  chancre  only  if  the  Spirocheta  pallida  can  be  recovered  from 
its  surface  and  if  the  cervical  lesion  in  due  time  is  followed  by  a 
typical  secondary  exanthema.  In  those  instances  in  which  the 
cervical  ulcer  appears  associated  with  other  typical  hard  chancres 
in  vagina  or  on  the  external  genitalia  a  multiplicity  of  initial  lesions 
must  be  assumed. 

It  seems  probable  that  in  a  limited  number  of  cases  a  primary 
chancre  situated  at  the  external  os  finally  may  lead  to  a  stenosis  as 
the  result  of  contraction  of  the  remaining  scar.  Pregnancy  ap- 
parently plays  an  important  role  in  the  causation  of  such  marked 
constrictions  of  the  cervical  canal  which  eventually  may  cause 
dystocia. 

B.  Secondary  Lesions. — There  is  a  great  scarcity  of  literature 
on  this  subject.  The  treatise  by  Fournier  and  articles  by  Mrazek 
and  Rille  contain  general  references.  Oppenheim  furnishes  ten 
pictures  and  gives  a  somewhat  more  detailed  description  of  secondary 
lesions  of  the  cervix.  Rode  (1888)  and,  more  recently,  Pinkuss 
(No.  95)  have  written  interestingly  on  the  subject. 

Rille  and  Oppenheim  consider  secondary  manifestations  on  the 
cervix  as  very  rare.  On  the  other  hand,  Fournier,  in  522  patients 
with  secondaries  of  the  genitals,  found  such  lesions  on  the  cervix  in 
twenty-five  patients.  Mrazek,  from  observations  made  in  437 
syphilitic  women,  estimates  the  frequency  of  cervical  syphilids  at 
20.2  per  cent.  It  is  doubtful  whether  this  high  figure  can  be  ac- 
cepted as  correct. 

Fournier  divides  secondary  lesions  into  erosions,  papules,  and 
ulcerations.  Oppenheim  distinguishes  between  macules  and  papules, 
and  classifies  the  latter  as  lenticular  noneroded,  lenticular  eroded, 
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hypertrophic   diphtheric,    and    hypertrophic    ulcerated.     Rille   de- 
scribes four  cases  of  condylomata  lata  seen  by  him  on  the  cervix. 

We  have  found  eight  instances  of  secondary  manifestations 
on  the  cervix  among  approximately  400  syphilitic  women  examined 
within  the  last  three  years. 

PERSONAL    OBSERVATION   I. 

N.  M.  (Adm.  14252-13,  colored),  twenty-one  years  of  age. 
Entered  hospital  March  16,  1913,  with  a  papulopustular  eruption 
over  entire  body  and  other  manifestations  of  secondary  lues. 
Wassermann  -| — \-  -] — \-.  She  complained  of  pain  in  lower  ab- 
domen and  back.  Small,  indurated  ulcer  in  vulva.  A  mucous 
patch  about  ^^  cm.  in  diameter,  round  contour  and  slightly  raised, 
on  anterior  surface  of  cervix.  Uterus  retroflexed.  No  gonococci 
in  the  scanty  vaginal  secretion. 

Salvarsan,  followed  by  protoiodide.  Cutaneous  lesions  disap- 
peared; mucous  patch  on  cervix  unchanged.  For  the  purpose  of 
microscopic  study,  the  mucous  patch  is  excised  and  a  curettage  per- 
formed, the  latter  yielding  but  a  meager  output.  Spirochetae  could 
not  be  found  in  the  excised  piece  or  the  uterine  scrapings. 

May  16.    Laparotomy  for  shortening  of  round  ligaments. 

May  30.  Discharged  in  good  health.  Cervix  appears  perfectly 
normal. 

Epicrisis. — The  mucous  patch  seen  in  this  case  differed  in  nowise 
from  those  observed  in  other  parts  of  the  body.  It  was  slightly 
raised,  had  a  well-defined  contour,  and  was  covered  with  a  dirty 
gray  secretion.  When  the  latter  was  wiped  off,  the  purplish-red 
surface  became  visible.  Microscopically,  there  was  a  dense  in- 
filtration of  the  subepithelial  layer  and  an  overgrowth  of  the  papillae. 

Macules  vary  in  size  from  a  pinhead  to  that  of  a  pea  (Oppenheim) 
and  are  frequently  multiple. 

Papules  develop  from  macules  as  the  result  of  more  pronounced 
papillary  growth.  Oppenheim  believes  that  conditions  in  the 
vagina  (temperature,  moisture,  etc.)  favor  proliferation  of  tissue 
growth  and  ascribes  to  this  factor  the  greater  frequency  of  papules. 

We  can  contribute  to  this  category  the  following  case: 

PERSONAL   OBSERVATION   II, 

H.  D.  (Adm.  No.  14181  and  14631-13),  colored,  sixteen  years  old. 
Entered  hospital  March  14,  1913,  with  vaginal  discharge  in  which 
gonococci  were  demonstrated,  and  secondary  lues;  Wassermann 
-f  -f  +  -t-.  Shallow  ulceration  in  fourchette  with  indurated  base. 
No  spirochetes  in  excised  piece.  Cervix  and  anterior  fornix  covered 
with  an  eruption  of  small  whitish,  slightly  raised  papules.     These 
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were  at  first  thought  to  have  been  caused  by  astringent  douches 
but  they  persisted  for  more  than  six  weeks  after  the  douches  had 
been  discontinued  and  only  disappeared  after  several  weeks  of 
mercurial  inunctions. 

Continuous  pain  in  lower  abdomen  with  frequent  attacks  of 
vomiting  for  which  no  cause  could  be  detected  in  the  regions  of  the 
genitals  or  appendix  led  to  exploratory  laparotomy  on  May  23. 
There  were  no  adhesions  in  the  peritoneal  cavity  but  a  small  amount 
of  clear  ascitic  fluid.  All  pelvic  organs  were  congested,  particularly 
the  tubes;  the  latter  were  patent  and  did  not  contain  any  purulent 
secretion.  Both  ovaries  enlarged,  with  white,  thickened  tunica 
albuginea.  Ovarian  vessels  engorged.  Appendix  large,  twisted 
spirally  about  itself.     Appendectomy.     Normal  convalescence. 

June  14.     Discharged  in  good  health. 

Epicrisis. — The  papules  of  this  case  were,  on  an  average,  of  the 
size  of  a  large  pinhead.  They  corresponded  in  appearance  to  the 
description  given  by  Fournier  and  Oppenheim;  according  to  these 
authors,  the  color,  in  some  cases,  is  pinkish  or  brownish.  They 
were  spread  out  over  the  entire  cervix  and  the  anterior  fornix; 
Fournier  has  also  found  them  within  the  external  os.  Oppenheim 
remarks  that  they  feel  a  bit  harder  than  the  surrounding  tissue, 
but  this  feature  was  not  noticeable  in  our  case. 

Neither  in  this  nor  the  preceding  case  were  there  any  symptoms 
caused  by  the  lesions  of  the  cervix,  and  both  instances  would  have 
passed  unobserved  had  it  not  been  our  custom  to  systematically 
examine  every  syphilitic  woman  entering  our  wards. 

PERSONAL   OBSERV.\TION    III. 

M.  H.  (Adm.  No.  8494-15),  colored,  nineteen  years  old.  Entered 
hospital  October  3,  191 5.  ^Menses  always  late,  lasting  five  days, 
profuse,  without  pain.  Never  conceived.  No  history  of  primary 
infection.  Possibly  gonorrhea  five  months  ago.  General  eruption 
two  years  ago.  Examination:  no  mucous  patches  or  skin  eruption. 
Cervical  and  epitrochlear  glands  enlarged.  Ulcer  in  fossa  navicularis. 
Mottled  appearance  of  cervix. 

October  6.     Leaves  hospital  before  Wassermann  is  made. 

Epicrisis. — This  case  is  not  absolutely  conclusive.  We  have  in- 
serted it  here  because  we  believe  that  it  represents  one  of  the  stages 
of  healing  of  secondary  papules.  The  patient  was  undoubtedly 
luetic.  The  mottled  appearance  of  the  cervix  could  have  been 
ascribed  to  gonorrhea  but  there  were  no  other  signs  of  gonorrheal 
infection  present.  Fournier  remarks  on  the  rapidity  with  which 
papules  heal  without  leaving  a  trace,  and  we  presume  that  the  dis- 
coloration in  our  case  would  have  given  way  to  the  normal  appear- 
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ance  within  a  short  time.  Unfortunately,  in  this  as  in  so  many  other 
cases,  particularly  among  negroes,  it  was  impossible  to  keep  the 
patient  in  the  hospital  for  observation. 

PERSONAL    OBSERVATION   IV. 

P.  G.  (Adm.  No.  1 2139-15),  colored,  twenty-one  years  old. 
Entered  hospital  December  24,  191 5.  Menstruation  first  at  thirteen; 
regular,  lasting  four  days,  always  profuse,  sometimes  with  clots; 
without  pain;  last  menstruation  three  weeks  ago.  Married  three 
years.  Has  never  conceived.  Always  well  in  genital  sphere. 
Does  not  know  of  any  infection.  Complaining  for  the  past  week  of 
vaginal  discharge  and  swelling  about  the  vulva. 

On  examination  both  small  labia  and  the  prepuce  of  the  clitoris 
are  found  to  be  greatly  edematous.  On  the  inside  of  the  left  labium 
minus  there  is  a  whitish  nodule,  the  size  of  a  lentil,  to  which  is 
attached  a  yellowish-white  pseudomembrane  which  covers  more 
than  half  the  inner  surface  of  the  minor  lip.  This  coating  can  readily 
be  wiped  off,  and  the  nodule  mentioned  is  now  seen  to  be  a  plug  of 
sloughing  tissue  which  projects  out  of  a  small  ulceration.  Beneath 
the  latter,  an  area  of  induration  is  palpable  within  the  diffuse  edema 
of  the  tissues. 

The  posterior  circumference  of  the  urinary  meatus  is  equally 
edematous  and  bears  a  number  of  very  small  nodular  projections 
which  are  covered  with  a  yellowish-white  coating  that  cannot  be 
wiped  oS.  The  hymeneal  ring  is  edematous.  No  other  lesions  of 
the  vulvar  mucosa.  There  is  no  tenderness  other  than  caused  by 
introduction  of  the  finger  or  the  speculum  into  the  vagina. 

The  internal  genital  organs  are  normal  on  bimanual  examina- 
tion. The  cervix  points  backward  and  is  soft  to  the  touch.  Through 
the  speculum,  the  cervix  appears  somewhat  edematous  (Fig.  2). 
Upon  the  anterior  lip  there  is  a  deeply  congested  area  just  above  the 
orifice;  the  latter  is  marked  by  a  dark  red  line.  The  posterior 
lip  is  the  seat  of  a  round  ulceration  measuring  about  1}^  cm.  in 
diameter.  The  ulceration  is  raised  a  trifle  above  the  niveau  of  the 
surrounding  mucosa.  Its  contours  are  well  defined  and  the  borders 
decline  into  the  neighboring  tissue,  from  which  they  are  separated 
by  a  thin  red  line.  The  surface  is  slightly  granular  and  has  a  yellow- 
ish, lardaceous  appearance,  owing  to  a  coating  with  a  sticky,  glassy, 
yellowish-gray,  nonoffensive  slough.  The  ulceration  is  seen  to 
extend  into  the  cervical  canal.  It  is  not  painful  to  touch,  and 
there  is  but  very  slight  bleeding  on  manipulation.  A  copious 
purulent  discharge  with  small  particles  fills  the  fornices. 

Smears  are  taken  from  the  surface  of  the  ulcer  and  the  vaginal 
discharge,  and  numerous  typical  Spirochetas  pallidas  are  found 
by  dark-field  illumination  as  well  as  by  India-ink  preparation. 
Wassermann  -\ — \ — | — \-. 

The  specific  nature  of  the  lesion  having  been  demonstrated,  the  pa- 
tient is  given  potassium  iodide  internally.     No  local  applications. 

December  28.     After  five  days  of  the  above  medication  a  re- 
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markable  improvement  has  taken  place.  The  edema  of  the  vulva 
has  entirely  disappeared.  There  is  no  trace  left  of  the  sloughing 
ulcer  on  the  inside  of  the  left  labium  minus;  only  a  small  depression 
which  is  but  faintly  indurated,  can  be  discerned.  The  urinary 
meatus  is  still  a  trifle  edematous,  but  free  from  the  yellowish  nodular 
excrescences.  The  ulceration  of  the  cervix  has  changed  into  a 
clean  erosion  with  slightly  granular  base  and  sharply  defined  edges. 
The  sloughing  cover  has  disappeared.  The  color  of  the  erosion  is 
reddish  with  a  very  faint  yellowish  undertone. 

January  i,  1916.  Patient  has  had  three  inunctions  of  gray 
ointment  in  addition  to  KI  internally.  She  insists  on  leaving 
the  hospital.  The  objective  improvement  is  still  more  pronounced. 
The  eroded  area  is  smaller  than  before;  its  level  is  flush  with  the 
surrounding  tissue;  the  granulations  of  the  base  are  very  small; 
the  edges  fade  into  the  neighboring  mucosa.  It  is  covered  by  a 
small  amount  of  mucopurulent  discharge  which  is  easily  wiped  off. 
The  erosion  now  bleeds  easily  on  touch,  and  is  soft  and  painless. 

Diagnosis:  Secondary  ulceration  of  cervix. 

PERSONAL    OBSERVATION   V. 

C.  G.  (Adm.  Xo.  10711-15),  colored,  nineteen  years  old.  Entered 
hospital  November  18,  191 5,  complaining  of  purulent  vaginal 
discharge  which  has  grown  more  profuse  and  become  tinged  with 
blood  in  the  last  two  days.  Also  has  pain  in  pelvic  region  and  a 
sore  throat.  Had  a  stillbirth  June,  191 5,  and  has  not  menstruated 
since. 

Examination  reveals  a  typical  luetic  pharynx  and  enlarged 
cervical,  axillary,  and  inguinal  glands.  The  entire  body  is  covered 
with  a  yellowish-brown,  macular  eruption.  Reflexes  normal. 
Abdomen  tender  on  pressure  in  lower  portion;  no  tumefaction  pal- 
pable. Vulva  and  vagina  diffusely  reddened  and  bathed  in  muco- 
purulent discharge  which,  microscopically,  is  free  from  gonococci. 
Uterus  and  adnexa  not  palpable  owing  to  resistance  of  patient. 
The  cervix  feels  scarred  and  bears  on  its  anterior  surface  a  slightly 
elevated  excrescence  which  extends  to  the  anterior  fornix.  In  the 
speculum  this  excrescence  has,  in  a  general  way,  the  shape  of  a 
transverse  oval.  Its  lower  edge  is  about  ^  cm.  above,  and  paralleled 
with,  the  external  orifice.  The  surface  is  finely  granular  and 
rendered  uneven  by  two  fissures  of  which  the  lower  one  is  quite  deep 
and  runs  into  the  other  at  an  acute  angle.  The  color  of  the  affection 
is  deep  yellow  with  a  network  of  fine  red  lines  in  the  depth  of  the 
tissues.  (See  Fig.  3.)  Spirochete  pallida  in  smear  from  surface 
seen  by  dark-field  illumination.     Wassermann  +  +  +  +• 

Diagnosis:  Secondary  syphilitic  ulceration  of  cervix  uteri. 

November  24.     Patient  refuses  treatment  and  leaves  hospital. 

January  27,  1916.  Patient  enters  hospital  again  (Adm.  No. 
141 16-16)  on  account  of  painful  tumor  of  tibia  diagnosed  as  syphilitic 
periostitis.  She  has  had  no  specific  treatment  since  leaving  the 
hospital.     Gynecologic  examination  reveals  very  marked  changes 
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from  former  findings.  The  palpating  finger  now  finds  the  anterior 
lip'  of  the  cervix  considerably  enlarged  and  excessively  soft.  The 
anterior  lip  seems  puffy.  The  unevenness  of  the  surface  noted 
previously  is  hardly  perceptible.  The  posterior  lip  has  normal 
configuration  but  feels  rather  hard.  Pressure  upon  the  left  pelvic 
wall  is  very  painful  and  a  hardened  blood-vessel  can  plainly  be 
palpated  (vaginal  artery?).  The  upper  part  of  the  vagina  gives  to 
the  finger  the  impression  of  fulness  or  swelling  for  which  the  French 
use  the  term  "  empdtement." 

Speculum  examination  discloses  the  lesion  on  the  anterior  lip  to  be 
one-half  again  as  large  as  before.  While  the  shape,  on  the  whole,  is 
the  same,  the  ulcer  is  much  higher,  and  the  color  is  distinctly  differ- 
ent; it  is  no  longer  yellow,  but  rather  red,  interspersed  with  grayish 
areas.  The  affection  now  extends  to  the  posterior  lip  as  well.  The 
latter  is  only  slightly  enlarged,  but  the  surface  is  no  longer  smooth 
and  even  and  presents  a  marked  yellowish  glistening  appearance. 


PERSONAL  OBSERVATION  VI. 

M.  B.  (Adm.  No.  10612-16),  colored,  seventeen  years  old. 
Entered  hospital  November  16,  191 5.  Previous  health  fair.  Men- 
struation regular,  scanty.  No  conceptions.  First  intercourse 
about  a  year  ago.  No  history  of  specific  infection.  Has  had  a 
yellowish  discharge  from  vagina  for  last  seven  months.  Troubled, 
for  past  four  months,  with  severe  pain  in  lateral  portions  of  lower 
abdomen,  lumbar  regions,  and  both  thighs. 

General  examination  negative,  except  for  the  presence  of  en- 
larged cervical  glands.  Tenderness  on  pressure  over  lower  abdo- 
men, without  muscular  rigidity.  Vulva  and  vagina  bathed  in 
purulent  discharge  (in  which,  later,  gonococci  were  demonstrated). 
Uterus  small,  retroverted;  adnexa  normal.  Cervix  feels  eroded  and 
granular,  but  soft.  Speculum:  entire  cervix  covered  with  a  thick, 
whitish-gray  pseudomembrane  which  cannot  be  wiped  off  easily; 
the  underlying  surface  bleeds  readily. 

A  vaginal  douche  with  bicarbonate  of  soda  is  ordered  and  the 
patient  examined  again  the  next  day,  when  the  following  obser- 
vation is  made.  The  entire  posterior  surface  of  the  cervix  is  the 
seat  of  a  growth  which  anteriorly  surrounds  the  external  orifice 
in  a  semilunar  fashion  and  extends  posteriorly  to  the  fornix.  Later- 
ally it  almost  reaches  the  edges  of  the  cervix.  It  is  raised  3^  to  3^^ 
cm.  above  the  rest  of  the  cervix,  and,  in  general,  has  a  quadrangular 
shape.  Its  surface  is  uneven  from  the  presence  of  large  and  small 
nodules  between  which  there  are  irregular  fissures.  The  nodules 
range  in  size  between  that  of  a  pinhead  to  about  half  the  size  of  a 
pea.  The  largest  is  situated  in  the  median  line  at  the  external 
orifice.  In  the  posterior  portion  near  the  fornix  the  nodules  be- 
come more  uniform  in  shape  and  resemble  granulations.  The  edges 
show  a  steep  declivity  toward  the  neighboring  mucosa,  which 
apparently  is  perfectly  normal.  In  the  right  upper  corner  the  edge 
forms  an  overhanging  projection.     The  color  of  the  entire  growth  is 
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a  peculiar  yellow  which,  however,  is  not  due  to  any  covering  or 
coating,  but  resides  in  the  tissue  itself.  The  yellow  color  is  relieved 
by  fine  lines  of  pink  which,  from  the  distribution,  seem  to  indicate 
blood-vessels.     (See  Fig.  i.) 

The  overhanging  edge  of  the  growth  mentioned  above,  is  snipped 
oflf  for  histologic  examination,  and  a  smear  is  made  of  the  scant 
serous  secretion  from  the  surface.  The  ultramicroscope  reveals  in 
the  latter  a  fairly  large  number  of  typical  Spirochete  pallida. 

Diagnosis:  Syphilitic  ulceration  (secondary)  of  the  cervix  uteri. 
Wassermann  test  could  not  be  made  nor  specific  treatment  in- 
stituted as  patient  insisted  on  leaving  the  hospital. 

Histologic  Examination  of  the  Specimen:  i.  Tissue  stained 
by  Levaditi's  (second)  method  shows  several  typical  Spirochetae 
pallida;  in  addition  a  number  of  colonies  of  diplococci,  morpholog- 
ically identical  with  gonococci,  are  found  in  the  more  superficial 
layers  of  the  section. 

2.  Tissue  stained  with  hematoxylin-eosin,  by  Unna's  orcein 
method,  and  Weigert's  fibrin  stain  shows  a  dense  granulamatous 
infiltration  of  lymphocytes,  plasma  cells,  and  polynuclear  leukocytes, 
and  a  large  number  of  newly  formed  capillaries,  many  of  which  show 
endothelial  thickening.  For  further  details  we  refer  to  the  de- 
scription given  in  Section  III. 

Patient  reenters  hospital  January  27,  1916  (Adm.  No.  13656- 
16).  She  has  had  no  treatment  in  meantime  and  denies  having 
had  sexual  intercourse.  Complains  of  backache,  pain  in  left  hip, 
and  profuse  vaginal  discharge.  Amenorrhea  in  last  two  months. 
Marked  cachexia.  Left  leg  flexed  in  hip-joint.  Attempts  at  straight- 
ening out  limb  impossible  because  of  excessive  pain.  Numerous 
small,  indolent  inguinal  glands. 

Vaginal  Examination. — About  i  inch  above  the  vaginal  entrance 
the  finger  is  arrested  by  a  growth  which  completely  fills  and  con- 
siderably distends  the  upper  part  of  the  vagina.  This  tumor 
occupies  the  cervix  and  transforms  it  into  a  cauliflower  growth  the 
size  of  a  child's  fist.  The  consistency  as  a  whole  is  moderately  firm 
but  in  two  or  three  places  there  are  distinctly  softer,  almost  fluctuat- 
ing areas.  Nowhere,  however,  can  the  finger  penetrate  into  the 
tissues  as  in  carcinoma.  The  base  of  the  tumor  at  the  cervicovaginal 
junction  is  quite  hard.  The  surface,  on  the  other  hand,  is  very  soft, 
almost  mushy,  and  can  readily  be  scraped  off  with  the  finger.  This 
manipulation  caused  but  very  little  bleeding,  but  is  accompanied 
by  profuse  seropurulent  discharge.  The  external  os  cannot  be 
located  with  certainty.  Both  parametria  are  infiltrated  as  in  car- 
cinoma. Palpation  of  the  left  pelvic  wall  and  along  the  course 
of  the  left  vaginal  artery  is  extremely  painful. 

The  tumor  is  so  large  that  speculum  examination  affords  only  a 
partial  view.  The  color  is  whitish,  medullary,  with  a  yellowish 
tint. 

Rectal  examination  reveals  a  very  small  uterus  in  retroflexion; 
tubes  and  ovaries  small. 

A  small  piece  of  the  tumor  was  excised  and  showed,  microscopically 
the  typical  picture  of  a  gumma.     Wassermann  was  negative. 
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PERSONAL   OBSERVATION  VII. 

A.  T.  (Adm.  No.  4154-15),  colored,  fourteen  years  old.  Entered 
hospital  June  27,  191 5.  Menstruation  regular  since  the  age  of 
twelve.  Never  pregnant.  Date  of  primary  infection  unknown. 
Complaining,  for  past  two  weeks,  of  burning  pain  on  urination, 
yellowish  discharge  from  vagina,  small  ulcerating  "lump"  in  vulva; 
sore  throat. 

Examination. — General  papular  eruption.  General  adenopathy. 
Mucous  patches  in  mouth.  Typical  pharyngitis.  Small  in- 
durated ulcer  in  right  labium  majus.  Shallow,  punched-out  ulcera- 
tion in  fourchette.  Wassermann  -\ — | — h  +•  No  vaginal  ex- 
amination. No  gonococci  in  smear.  Diagnosis:  Lues,  possibly 
also  soft  chancre.  July  i,  1915.  Specific  treatment  instituted. 
July  24.  Improved  objectively  and  subjectively,  except  for  sore- 
ness near  rectum. 

September  16.     Discharged. 

Readmitted  September  24,  1915  (Adm.  No.  8339),  on  account 
of  persistent  vaginal  discharge.  Speculum  examination:  A  narrow 
semilunar  area  of  redness  around  left  angle  of  external  os  but  sepa- 
rated from  it  by  normal  mucosa.  Two  other,  smaller  reddened 
areas  on  posterior  surface  of  cervix.  These  three  areas  are  flush 
with  the  level  of  the  mucosa,  are  covered  with  intact  epithelium,  and 
look  like  roseola  on  the  skin.  A  small,  round,  clean  ulcer  in  posterior 
fornix  which  bleeds  slightly  when  touched  with  an  instrument. 
(See  Fig.  9.)  Fairly  extensive  luetic  ulceration  in  vulva.  Mixed 
treatment. 

October  14.     Discharged. 

November  15,  1915.  Readmitted  (Adm.  9271)  for  soreness 
about  rectum.  Now  has  condylomata  lata  around  anus.  In- 
unctions and  KI. 

December  13.  Speculum:  Cervix  normal.  Ulcer  in  fornix  and 
reddened  areas  have  disappeared;  only  one  rather  pale  spot  remains. 
The  cervical  mucosa  is  swollen  and  protrudes  slightly;  it  is  dark 
reddish-brownish-yellowish  in  color. 

PERSONAL   OBSERVATION   VIII. 

E.  N.  (Adm.  No.  11 164-15),  colored,  twenty-four  years  old, 
nullipara.  Entered  hospital  November  29,  1915.  She  has  ulcers 
in  nasal  septum,  extensive  ulcerations  and  edema  of  vulva  and  broad 
vegetations  upon  perineum.  There  is  a  constriction  of  the  vagina 
which  has  rendered  intercourse  impossible  for  the  last  eight  or  nine 
months.  Very  marked  picture  of  late  secondary  or  early  tertiary 
stage. 

Copious  mucopurulent  discharge  in  which  two  Spirochetae  pallidas 
are  demonstrated  in  ultramicroscope. 

Cervix  small;  external  os  normal.  Two  shallow,  clean,  dark  red 
ulcerations  with  well-defined  edges  upon  anterior  surface  of  cervix. 
(See  Fig.  5.)     At  a  later  examination,  which  happened  to  be  made 
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during  menstruation,  these  ulcers  bled  freely  when  touched  with 
an  instrument.     Patient  was  subjected  to  specific  treatment  under 
which  the  ulcers  disappeared  within  four  weeks. 
Diagnosis:    Late  secondary  ulcers  of  cervix. 

From  these  eight  observations,  supplemented  by  the  experiences 
of  others  in  literature,  it  is  now  possible  to  sketch  the  picture  of 
secondary  manifestations  upon  the  cervix.  Their  first  appearance 
seems  to  take  on  the  form  of  macules.  These,  analogous  to  rashes 
and  eruptions  upon  cutaneous  surfaces,  constitute  scattered  accumu- 
lations of  the  parasite  in  the  mucosa  of  the  cervix  which  call  forth 
certain  local  reactions.  The  subepithelial  layer  at  the  affected  site 
becomes  densely  infiltrated  with  lymphocytes  and  plasma  cells,  the 
epithelium  itself  becomes  thickened  by  overgrowth  of  the  papillae 
and  downward  extension  of  the  epithelial  cells,  and  the  blood-vessels 
are  dilated.  The  thickened  epithelium  gives  the  affection  its 
peculiar  opaque  or  pearly-white  color.  The  superficial  cell  layers 
eventually  become  macerated  and  are  cast  off  which  leads  to  erosion. 
The  latter  has  a  pinkish  or  brownish  color,  but  more  often  it  is 
covered  with  a  grayish  exudate,  which  though  small  in  amount 
abounds  in  spirochetes.  The  size  of  these  mucous  patches  is  small 
and  their  outline  well  defined.  It  depends  upon  chance  whether 
they  are  single  or  multiple,  and  upon  the  degree  of  epithelial  thicken- 
ing whether  or  not  they  are  elevated  above  the  surface  of  the  sur- 
rounding mucosa.  The  subepithelial  infiltration  is  too  slight  to 
produce  any  appreciable  difference  in  the  consistency  of  the  mother 
tissue;  and  the  local  tissue  reaction  on  the  whole  is  too  mild  to  cause 
any  symptoms.  Larger  macules  or  confluences  of  smaller  ones 
are  termed  mucous  patches.  This  form  of  secondary  lesion  is 
represented  in  our  first  observation. 

Between  the  macule  and  the  papule  of  the  cervix  there  is  but  a 
difference  of  degree.  The  papule  represents  a  more  pronounced 
epithelial  proliferation  of  an  everting  type  so  that  these  structures 
stand  out  plainly  above  the  level  of  the  surrounding  mucosa.  They 
are  round  or  elliptical  and  very  small  in  size.  Those  observed  in 
our  second  case  were  of  the  size  of  pinheads,  but  according  to 
Fournier,  larger  papules  may  be  formed  by  the  blending  of  several 
smaller  ones.  If  the  hypertrophy  of  the  epithelium  becomes  ex- 
cessive the  papule  becomes  a  condyloma  latum.  Rille  records 
four  instances  of  this  kind.  They  are  usually  multiple,  as  in  our 
Case  II,  and  may  be  located  anywhere  upon  the  cervix,  even  within 
the  external  os.  As  long  as  the  epithelium  is  intact,  the  surface 
is  smooth  and  the  color  white  or  pearly.     The  destruction  of  the 
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superficial  cells  is,  however,  only  a  question  of  time,  and  then  the 
papule  becomes  eroded.  The  eroding  process  starts,  as  a  rule,  in 
the  center  of  the  elevation.  In  this  stage  the  papule  is  pinkish  or 
reddish  brown  in  color;  the  center  is  somewhat  depressed  and  sur- 
rounded by  a  symmetrical  and  slightly  raised  circle.  Oppenheim, 
from  whom  this  description  is  cited,  also  calls  attention  to  their 
consistency,  which  is  a  bit  harder  than  the  surrounding  tissue. 
We  were  unable  to  distinguish  the  papules  in  our  case  by  palpation, 
but  presume  that  larger  papules,  particularly  condylomata,  would 
impress  themselves  on  the  exploring  finger. 

The  secretion  of  these  papules,  while  highly  infectious,  is  much 
too  scanty  to  be  perceived  by  the  patient,  and  there  is  no  pain  nor 
any  enlargement  of  the  cervix,  so  that  the  discovery  of  these  lesions 
is  only  a  matter  of  accident. 

Moreover,  the  healing  process  is  so  rapid  that,  within  a  very  short 
time,  no  trace  reveals  the  previous  affection.  We  believe  that  the 
mottled  appearance  of  the  cervix  in  our  third  observation  represents 
one  of  the  final  stages  in  the  evolution  of  cervical  papules.  This 
patient  was  undoubtedly  syphilitic  even  though  Wassermann  was 
not  made.  The  aspect  of  the  cervix  was  unlike  any  discoloration 
we  had  ever  seen;  gonorrheal  macules,  in  particular,  could  be 
excluded. 

The  third  form  of  secondary  lesions  of  the  cervix  is  ulceration. 
Fournier  speaks  of  superficial  ulcers,  usually  located  near  the  os, 
which  are  red  in  color,  vary  in  size,  and  possess  no  characteristic 
features.  Our  Cases  VII  and  VIII  obviously  belong  to  this  group. 
In  Case  VII  three  ulcers  were  in  the  process  of  healing,  while  the 
fourth,  at  the  posterior  cervicovaginal  junction,  still  persisted. 
There  was  no  reaction  on  the  part  of  the  cervix,  and  specific  treat- 
ment eventually  brought  about  complete  disappearance  of  the 
lesion.  In  Case  VIII  two  ulcers  were  found  on  the  anterior  surface 
of  the  cervix.  There  were  other  lesions  in  this  patient  which  ap- 
peared to  belong  to  the  tertiary  stage,  but  the  ease  with  which 
typical  spirochetes  were  found  in  the  vaginal  secretion  made  this 
assumption  doubtful,  as  we  know  that  the  parasites  are  not  often 
found  in  tertiary  lues.  We  therefore  concluded  that  we  had  to 
deal  with  late  secondaries.  Both  patients  had  profuse  vaginal 
discharge  which  probably  was  caused  by  the  ulcerations.  This 
seems  to  be  the  only  symptom  connected  with  this  group  of  ulcers. 

The  ulcerations  observed  in  Cases  IV,  V,  and  VI  require  separate 
consideration.  In  Cases  IV  and  VI  they  were  located  on  the 
posterior,  in  Case  V  on  the  anterior  lip  of  the  cervix.     In  all  three 
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they  represented  exuberant  growths  of  considerable  size,  covering 
the  greater  part  or  the  whole  of  the  aflfected  lip.  Their  shape  was 
oval  or  quadrangular.  Those  on  the  posterior  lip  extended  to  the 
external  os;  in  Case  IV  the  extension  of  the  process  into  the  cervical 
canal  was  evident.  Their  consistency  was  soft;  in  Case  V  excess- 
ively so,  and  in  none  of  the  cases  was  there  any  induration  of  the 
cervical  tissues  beneath  the  lesions.  The  surface  was  uneven  from 
the  presence  of  irregular  nodules  or  fissures.  The  edges  showed  a 
steep  declivity,  and  where  they  met  with  the  normal  mucosa  there 
was,  in  places,  a  thin  red  line  of  demarcation.  In  Case  V  the  lesion 
was  covered  with  a  thick  grayish-white  pseudomembrane  which 
could  not  readily  be  wiped  oflf,  but  was  removed  easily  enough  by 
an  alkaline  douche. 

All  three  cases  showed  a  characteristic  color  which  to  our  knowl- 
edge is  not  found  in  any  nonspecific  affection.  This  discoloration 
is  a  marked  yellow  or  whitish  yellow  which  is  obviously  due  to  the 
fatty  degeneration  of  the  superficial  cell  layers.  Within  the  yellow, 
there  is  an  undertone  of  red  or  pink  distributed  in  the  form  of  dots 
or  fine  lines  which,  to  our  minds,  represent  the  many  newly  formed 
and  dilated  capillaries.  There  was  no  pain  either  spontaneous  or 
on  touch,  but  in  all  cases  there  existed  a  profuse  mucopurulent  dis- 
charge with  a  considerable  amount  of  detritus.  There  was  a  sickly 
odor  of  the  discharge,  but  not  the  stench  we  encounter  in  carcinoma 
or  necrotic  myoma.  Bleeding  was  insignificant  and  occurred  only 
when  the  lesion  was  irritated  mechanically.  These  lesions  are  un- 
doubtedly of  a  progressive  character,  as  is  so  well  illustrated  in 
Cases  V  and  VI  where  a  marked  change  for  the  worse  was  noted. 
It  seems  highly  probable  that  the  ultimate  outcome  would  be  a 
permanent  disfiguration  of  the  cervix. 

Pinkuss  (No.  95)  records  a  well-observed  case  of  a  mucous  patch 
on  the  anterior  and  an  ulcer  on  the  posterior  lip  of  the  cervix.  This 
ulcer  developed  within  seven  weeks  from  small  beginnings  into  a 
large  ulceration  of  a  yellowish,  glistening  color,  with  well-defined  con- 
tours and  raised  edges.  Bleeding  occurred  repeatedly  in  the  periph- 
ery of  the  ulcer.  In  addition,  there  was  bleeding  from  the  uterus 
which  persisted  for  several  months. 

The  behavior  of  healthy  structures  in  the  vicinity  of  secondary 
ulcers  of  the  cervix  is  not  uniform.  Fournier  is  quite  certain  that 
there  is  no  enlargement  in  the  size  of  the  cervix  and  no  infiltration, 
in  contradistinction  to  Siredey  who  mentions  induration  of  the 
cervix  and  posterior  vaginal  wall.  Rode  (1888)  records  a  pro- 
nounced edema  of  the  fornices  which  is  probably  identical  with  the 
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diffuse  edema  (empdtement)  described  by  Pinard  (No.  94)  and  Fran- 
ceschini  as  pathognostic  of  tertiary  lesions  of  the  uterus.  There  is, 
however,  no  sharp  border  between  secondary  and  tertiary  lesions  and 
the  cHnical  terms  secondary  and  tertiary  are  nowadays  retained 
merely  for  the  sake  of  convenience.  This  empdtement  which  im- 
presses the  exploring  finger  as  a  peculiar  kind  of  puffiness  or  fulness, 
was  present  in  our  Case  V,  and  we  believe  to  have  proved  that  this 
latter  case  represents  a  secondary  affection. 

SUMMARY. 

Eight  personal  observations  have  been  added  to  the  few  cases, 
found  in  literature,  of  secondary  lesions  of  the  cervix.  Syphilis 
manifests  itself  upon  the  cervix  in  the  form  of  macules,  papules, 
and  ulcerations.  These  forms  probably  represent  three  successive 
stages  in  the  development  of  a  lesion  caused  by  scattered  accumijla- 
tions  of  the  Spirocheta  pallida  in  the  squamous  mucosa  of  the  cervix. 
The  parasite  can  readily  be  recovered  from  the  secretion  of  any  of 
the  three  forms,  and  this  explains  the  great  infectiousness  of  second- 
ary lesions.  Wassermann  is  positive  in  this  stage.  Macules  and 
papules  have  no  symptomatology  of  their  own  while  ulcers  may  give 
rise  to  profuse  yellowish  discharge.  Occasionally,  a  peculiar 
puffiness  of  the  fornices  {empdtement)  may  be  present.  The  leuko- 
plasic  appearance  of  macules,  the  characteristic  form  of  papules, 
and  the  typical  yellowish  color  of  ulcerations  render  diagnosis  com- 
paratively easy.  Secondaries  in  other  parts  of  the  body  form  a 
valuable  aid.  Cervical  lesions,  as  a  rule,  heal  quickly  and  may 
disappear  without  leaving  any  traces.  Specific  treatment,  ener- 
getically applied,  brings  about  the  resolution  in  a  very  short 
time. 

C.  Tertiary  Lesions. — The  earliest  reference  to  tertiary  lesions  of 
the  cervix  dates  back  to  1755,  when  Astruc,  in  his  celebrated  treatise 
on  Venereal  Diseases,  described  the  "venereal  scirrhus"  which  often 
degenerates  into  cancer  and  gradually  produces  pain,  twitching,  and 
ulcerations.  There  followed  Lagneau  (1828)  (No.  52)  and  Duparc- 
que  (1837)  (No.  25),  and,  after  the  lapse  of  several  decades,  a  number 
of  writers,  among  whom  may  be  mentioned  Montanier  and  Velpeau 
(1862)  (No.  75),  Feodorofif  (1866),  Depres  (1870),  Despeyroux  (1872), 
WTiitehead  (1875),  Barre  (1876),  A.  Martin  (1878),  Nundin  (1885), 
Doleris  (1890),  and  two  American  authors,  Henry  Morris  (1874)  and 
Otis  (1883).  Not  all  of  these  cases  can  be  accepted  without  reserva- 
tion. In  some  of  them,  e.g.,  the  observation  of  Whitehead,  a  clear 
distinction  between  secondary  and  tertiary  lesions  is  lacking.  A 
case  of  Lebert,  mentioned  by  Lafifont  without  exact  bibliographic 
reference,  and  frequently  quoted  in  literature,  refers  to  the  post- 
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mortem  findings  in  a  luetic  woman  in  whom  gummata  existed  in 
cervix,  uterus,  and  ovaries.  In  view  of  the  importance  of  such  an 
observation  for  our  subject  we  have  endeavored  to  find  the  original 
publication,  and  can  only  state  that  no  mention  of  this  case  is  made 
by  Lebert  in  his  Physiologie  Pathologique  (1845)  nor  in  his  Traite 
Pratique  des  Maladies  Cancereiises  (1851),  in  which  work  he  discusses 
in  detail  the  various  pathologic  lesions  which  may  be  mistaken  for 
cancer.  Berkeley  Hill,  another  writer  who  has  frequently  been 
quoted,  merely  states:  "Gummata  and  general  induration  with  con- 
traction of  the  cervix  are  sometimes  found  in  women  who  have  a 
long-standing  syphilis,  and  will  disappear  when  subjected  to  appro- 
priate treatment."  Mauriac  (1890)  quotes  Fournier  as  saying  that 
he  sees  about  half  a  dozen  tertiary  lesions  of  the  cervix  every  year 
and  that  these  are  always  ulcerated.  Heitzmann  (1879)  furnishes 
the  picture  of  a  cervical  gumma  which  was  later  reproduced  by 
Oppenheim.  Rode's  three  observations  (1888)  include  gummatous 
ulcers.  Neumann  (1896)  refers  to  a  case  of  cervical  gumma  seen  by 
IMrazek  and  for  himself  simply  states:  "From  personal  experience 
I  cannot  doubt  the  existence  of  a  gumma  or  gummatous  process  on 
the  neck  of  the  womb." 

But  after  all,  most  of  these  observations  were  so  indefinite  that 
as  late  as  1908  Oppenheim  was  forced  to  admit  that  very  little  was 
known  concerning  gummatous  processes  on  the  cervix. 

The  appended  collection  of  case  reports  contains  twenty-one  in- 
stances of  cervical  lesions  ascribed  directly  or  indirectly  to  tertiary 
luetic  alterations.  Three  of  the  cases  are  of  historical  interest. 
They  have  been  quoted  practically  by  every  writer  on  the  subject. 
Lagneau's  observation  (1828)  gives  a  good  description  of  a  cervical 
lesion  which  may  be  accepted  as  luetic.  Duparcque's  classical  re- 
port (1837)  is  interesting  in  that  it  brings  up  two  points  which  to 
date  have  played  an  important  role  in  the  question  of  tertiary  cer- 
vical lesions,  viz.,  their  resemblance  to  malignant  growths,  and  the 
final  confirmation  of  the  diagnosis  by  the  striking  effect  of  specific 
treatment.  The  third  case,  observed  by  Meirieu  but  published  by 
Duparcque  and  always  incorrectly  quoted  under  the  latter's  name, 
seems  the  least  acceptable  of  the  three. 

In  the  case  reported  by  Montanier  (1862)  there  are  strong  indi- 
cations that  uterus  and  cervix  actually  contained  some  gummatous 
growths.  The  remaining  seventeen  histories  comprise  publications 
of  the  last  two  decades. 

We  have  had  the  opportunity  to  observe  the  following  six  instances 
of  tertiary  lesions  on  the  cervix. 
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PERSONAL   OBSERVATION   IX. 

Mrs.  J.  P.  F.  (Priv.  Rec.  No.  884),  forty-six  years  old.  One 
confinement  twenty-two  years  ogo.  One  miscarriage  twenty-one 
years  ago.  Ailing  since  establishment  of  menopause  three  years 
ago,  with  general  malaise  which  has  alternately  been  diagnosed  as 
walking  typhoid,  tuberculosis,  and  "womb  trouble."  Finally  an 
operation  was  proposed.  For  the  last  three  months  she  has  had 
constant  girdle  pain,  intercostal  neuralgia,  backache,  and  sense  of 
fulness  in  abdomen.  Has  lost  in  weight  and  strength.  Sleep  is 
disturbed  by  pain.  No  headaches.  Digestion  and  urination 
normal. 

Patient  is  emaciated  and  anemic.  Abdominal  walls  thin,  gaseous 
distention.  Skin  of  entire  body  dry.  Glands  palpable  only  in 
supramaxillary  angle  and  along  edge  of  sternocleidomastoid. 
Old  perineal  tear  of  second  degree  with  cicatricial  contraction, 
rendering  entrance  to  the  vagina  rather  narrow.  Otherwise  pal- 
patory findings  of  genital  organs  fairly  normal. 

Speculum  examination  reveals  a  moderate  amount  of  grayish, 
thin,  foamy  discharge.  There  is  an  annular  erosion  around  the 
external  os  which  presents  a  medullary  appearance.  It  is  about 
^  cm.  in  width  and  is  slightly  raised  above  the  niveau  of  the  cervix. 
The  color  is  of  a  peculiar  whitish  yellow  within  which  a  number 
of  fine  blood-vessels  can  be  seen.  The  surface  is  finely  granular. 
It  does  not  bleed  readily  upon  manipulation.  Its  consistency  is 
very  slightly  firmer  than  that  of  the  rest  of  the  cervix. 

The  appearance  of  this  erosion  together  with  the  presence  of 
cachexia  suggested  the  diagnosis  of  syphilitic  lesion  and  although 
the  Wassermann  test  was  negative,  mixed  treatment  was  insti- 
tuted. After  two  months  of  this  treatment  patient  was  greatly 
improved  in  every  respect  and  was  gaining  in  weight  and  strength. 
The  erosion  was  still  present  but  had  altogether  lost  its  yellowish 
color  and  was  no  longer  raised  above  the  rest  of  the  cervix.  There 
was  a  small  polypus  in  the  external  orifice.  The  vaginal  discharge 
was  slightly  increased  in  quantity  but  more  nearly  normal  in 
quality. 

During  this  time  she  was  also  seen  by  an  internist  who  by  physical 
and  a;-ray  examination  found  an  old  encapsulated  tuberculous 
cavity  in  the  left  lung.  She  was  also  sent  to  an  orthopedist  because 
of  a  sHght  gibbus  which  has  given  her  some  pain.  The  ortho- 
pedist independently  diagnosed  this  as  being  of  syphilitic  nature. 

As  far  as  the  erosion  was  concerned  the  specific  treatment  had 
resulted  in  the  disappearance  of  the  luetic  lesion  without,  of  course, 
influencing  the  preexisting  erosion,  and  as  this  was  rather  extensive 
and  the  appearance  of  the  small  polypus  suggested  fungosities 
higher  up  in  the  cervix,  amputation  and  thorough  curettage  was 
performed.  The  cervical  wound  healed  by  primary  union.  Under 
continuous  administrations  of  mercury  and  KI,  patient  recovered 
completely,  and  one  and  a  half  years  later  was  found  to  be  in  perfect 
health. 
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The  microscopic  picture  of  sections  of  the  uterine  scrapings 
and  the  amputated  cervix  showed  no  typical  features.  In  particular 
there  were  no  marked  perivascular  or  endarteritic  changes,  and 
the  subepithelial  infiltration  with  lymphocytes  was  but  of  moderate 
extent. 

Epicrisis. — The  diagnosis  of  gummatous  ulceration  engrafted 
upon  a  simple  erosion  in  this  case  is  based  upon  the  characteristic 
appearance  of  the  lesion  and  the  cachexia  of  the  patient.  The 
success  obtained  by  a  very  mild  antiluetic  treatment  is  in  additional 
corroboration.  The  negative  history  and  the  negative  outcome  of 
the  Wassermann  test,  which  was  taken  only  once,  do  not  militate 
against  the  diagnosis.  The  encapsulated  tuberculous  cavity  in  the 
lung  could  not  have  produced  so  marked  a  cachexia.  Moreover, 
the  patient  spent  several  months  in  a  health  resort  in  Colorado 
without  receiving  any  benefit.  Finally,  the  diagnosis  of  the  ortho- 
pedist who  knew  nothing  of  our  suspicion,  must  be  considered  a 
weighty  argument. 

PERSONAL   OBSERVATION   X. 

B.  L.  (Adm.  No.  7307-13),  white,  thirty  years  old.  She  was 
infected  with  syphilis  at  the  age  of  fourteen  and  is  now  in  the 
tertiary  stage  of  the  disease.  Has  had  one  stillborn  child  at  term 
and  one  miscarriage.  Menses  normal.  She  has  a  beginning 
optic  neuritis  and  presents  numerous  large  scars  of  old  luetic  lesions 
over  entire  body. 

Her  present  illness  began  three  weeks  prior  to  admission  with 
hemorrhage  following  intercourse.  Within  a  few  days  the  bleed- 
ing changed  into  a  profuse,  bloody,  foul-smelling  discharge,  and 
this  has  persisted  ever  since.  In  addition  she  has  had  severe  pain 
in  right  lower  abdomen  which  has  confined  her  to  bed. 

September  13,  1913.  Gynecologic  examination  revealed  the 
external  genitalia  reddened  and  irritated.  Large  amount  of  brown- 
ish bloody,  purulent  discharge.  Cervix  transformed  into  a  large 
irregularly  shaped,  hard,  nodular  mass.  Fundus  uteri  not  distinctly 
palpable,  turned  backward,  and  apparently  bound  down  by  ad- 
hesions. Both  parametria  infiltrated  and  hard,  more  so  on  the 
right  side.  No  tenderness  on  pressure.  Through  the  speculum 
the  cervix  appeared  to  be  covered  by  necrotic,  greenish  tissue. 
Blood  was  seen  oozing  from  several  points  of  the  surface.  A 
provisional  diagnosis  of  carcinoma  was  made  and  antiseptic  douches 
ordered  pending  the  microscopic  examination  of  a  piece  of  the  tumor 
removed  with  scissors. 

September  17,  19 13.  Discharge  held  in  check  by  one  douche  with 
potassium  permanganate  daily.  Report  of  laboratory  examination: 
chronic  inflammatory  changes;  no  carcinoma. 

In  view  of  the  history  of  the  case,  the  ocular  findings,  and  the 
strongly   positive   result   of    Wassermann    a    diagnosis   of   gumma 
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of  the  cervix  was  now  made  and  deep  injections  of  benzoate  of 
mercury  were  ordered. 

September  29,  1913.  After  seven  of  these  injections,  exami- 
nation was  repeated  and  the  uterus  now  found  distinctly  palpable, 
fundus  approximately  of  normal  size,  anteverted,  and  movable. 
The  cervix  was  still  strikingly  large,  especially  the  anterior  lip, 
which  still  presented  a  nodular,  hard,  irregular  outline.  In  the 
speculum  the  change  in  the  appearance  of  the  cervix  was  quite 
marked.  The  surface  was  of  red  color  and  covered  with  intact 
epithelium  except  where  the  tenaculum  had  been  fastened  in  the 
anterior  lip  at  the  time  of  the  exploratory  excision.  Here  a  small 
ulcerated  surface  resulted  which  was  partially  covered  with  a 
whitish-greenish  membrane.  The  vaginal  discharge  was  purulent 
without  any  bloody  admixture  and  free  from  offensive  odor.  Dark- 
field  examination  of  the  cervical  secretion  was  negative  as  to 
spirochete. 

On  the  left  side,  and  rather  high  up,  a  soft,  slightly  tender  tumor 
of  the  size  of  a  walnut  was  palpable,  probably  the  enlarged  and 
inflamed  left  ovary. 

In  addition  to  intramuscular  injections  of  mercury  and  internal 
administration  of  potassium  iodide,  salvarsan  was  given  on  October 
2,  and  two  days  later  the  cervix,  though  still  somewhat  nodular 
and  irregular  in  outline,  was  felt  distinctly  softer  than  formerly. 
In  the  speculum  the  cervix  was  now  found  completely  covered 
with  epithelium  and  of  a  pale  pinkish  and  in  places  shghtly  purple 
color.  Immediately  around  the  orifice  and  almost  over  the  entire 
surface  of  the  anterior  lip  there  were  darker  red,  irregularly  shaped 
areas  which,  however,  were  not  eroded  but  showed  intact  epithelial 
covering.  Rubbing  with  a  sponge  caused  slight  punctate  bleeding. 
The  mass  to  the  left  is  still  palpable  and  tender,  but  smaller. 

October  13,  1913.  Under  continued  specific  treatment  the 
condition  of  the  patient,  both  general  and  local,  has  vastly  im- 
proved. The  left  ovary  is  normal  in  size  and  no  longer  tender. 
The  cervix  is  markedly  softened  and  decreasing  in  size.  Manipu- 
lations with  instruments  cause  no  bleeding.  Patient  demands 
release. 

Patient  returned  to  the  hospital  in  1914  and  1915.  On  both 
of  these  occasions  gynecologic  examinations  were  made  and  the 
condition  of  the  genital  organs,  in  particular  of  the  cervix,  was 
found  to  be  perfectly  normal. 

Epicrisis. — The  diagnosis  of  gumma  could  be  made  without 
any  difficulty.  The  prompt  effect  of  specific  treatment  both 
upon  the  local  lesion  and  the  marked  cachexia  of  the  patient  was 
noteworthy. 

PERSONAL   OBSERVATION   XI. 

R.  W.  (Adm.  No.  7058-15),  white,  aged  fifty-four  years.  Entered 
hospital  August  31,  1915.  Menopause  since  November,  1914. 
One  "menstruation"  of  two  days  in  August,  1915.     Five  children; 
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of  these  one  was  premature  and  died  after  three  days.     "Paralytic  j 

stroke"  twenty-three  years  ago.     Suffering  from  vertigo,  somno-  I; 

lence,  headaches,  diplopia,  and  convulsions.  Is  under  the  care  of 
the  neurologic  service  with  the  diagnosis  of  cerebrospinal  lues,  and 
referred  for  examination  to  the  gynecologic  department  on  account 
of  profuse,  greenish,  purulent  vaginal  discharge. 

The  microscopic  examination  of  smears  proved  the  absence 
of  gonococci.  Bimanually  the  uterus  was  found  enlarged  and 
hard;  the  adnexa  were  normal.  Through  the  speculum  the  anterior 
surface  of  the  cervix  was  seen  to  be  covered  by  fairly  large  and 
dark  red  blotches  in  such  a  way  that  only  a  few  small  islands  of 
normally  pale  mucosa  separated  the  areas  of  discoloration.  The 
latter  seemed  a  trifle  raised,  some  with  intact  epithelium,  others 
very  finely  granular  in  appearance.  Their  edges  were  not  well 
defined.  Manipulations  with  speculum  and  instruments  caused  no 
bleeding.  The  posterior  surface  of  the  cervix  was  unaffected  save 
one  blotch  just  below  the  external  orifice.  The  rest  of  the  vagina 
was  perfectly  normal.     (See  Fig.  6.) 

Diagnosis:  As  senile  vaginitis  could  be  excluded  because  of 
the  appearance,  size,  and  location  of  the  reddened  areas,  the  absence 
of  bleeding  on  touch,  and  the  freedom  from  vulvar  irritation  from 
the  discharge,  the  affection  was  diagnosed  as  a  syphilitic  lesion,  and 
specific  treatment  recommended.  Patient,  however,  refused  to 
remain  in  the  hospital  and  has  been  lost  out  of  sight. 

The  well-established  cerebrospinal  lues  of  this  patient  suggests 
the  interpretation  of  the  cervical  lesion  as  a  tertiary  manifestation. 

PERSONAL   OBSERVATION  XII. 

Mrs.  J.  K.  (Priv.  Rec.  No.  905),  aged  fifty-three  years.  Nine 
years  ago  anterior  colporrhaphy  and  perineorrhaphy.  Three 
children,  no  miscarriages.  Infected  by  husband  about  fifteen 
years  ago;  claims  to  have  had  "an  abscess  inside"  at  that  time. 
No  indication  of  gonorrhea  in  the  twelve  years  that  the  patient 
has  been  under  our  observation.  Menopause  began  five  years 
ago  and  was  completed  three  years  ago.  In  March,  1913,  troubled 
with  itching  and  "rash"  on  vulva,  which  has  persisted  for  the  last 
month  in  spite  of  douches.  Postoperative  result  excellent.  In 
the  upper  part  of  the  vagina,  both  anteriorly  and  posteriorly  as 
well  as  in  the  right  side,  a  number  of  slight  elevations  are  felt  in 
the  mucosa  of  the  vagina  which,  in  the  speculum,  present  the  ap- 
pearance of  warts.  Small  amount  of  thin  grayish  discharge.  Senile 
cervix  covered  on  the  right  half  with  the  same  warts.  Wassermann 
negative.  Astringent  treatment  for  several  weeks ;  also  cauterization 
of  a  number  of  the  larger  warts.  Two  months  later  marked  increase 
of  all  these  excrescences,  of  which  a  small  number  is  now  also  found 
on  the  vulva.  Examination  causes  slight  bleeding.  Patient 
states  that  her  husband  has  had  a  similar  condition  on  penis. 
Patient  was  lost  sight  of  and  seen  again  two  years  later,  July, 
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191 5,  when  these  vegetations  were  found  in  the  old  location  but 
smaller  in  size.  They  had  now  extended  to  the  posterior  cervical 
lip.  In  the  speculum  the  elevations  were  covered  with  a  white  film 
resembling  frosting.  Throughout  the  anterior  vaginal  wall  there 
is  a  faint  whitish  discoloration.  Patient  has  again  disappeared 
from  view.  ^Microscopic  report  made  by  Dr.  R.  Buhman,  April  7, 
■1913,  reads:  Sections  from  tissue  show  a  proliferation  of  the  epi- 
thelium on  a  connective-tissue  base  with  the  formation  of  many 
capillaries  in  this  epithelial  proliferation;  these  capillaries  show  an 
endothelial  cell  increase.  The  epithelium  is  in  a  state  of  hyper- 
keratosis. The  subepithelial  connective  tissue  is  infiltrated  with  a 
fairly  large  amount  of  round  cells. 

Epicrisis.— The  diagnosis  of  syphilis  in  this  case  is  somewhat 
doubtful.  It  is  mainly  based  on  the  statement  of  the  patient 
that  her  husband  has  had  a  "a  bad  disease,"  for  which  he  had 
received  treatment,  and  that  there  were  warts  on  his  penis.  The 
history  of  the  patient  did  not  suggest  syphilis  and  Wassermann  was 
negative.  The  vegetations  in  the  vagina  and  upon  the  cervix  did 
not  resemble  condylomata  acuminata,  and  there  had  been  no  clinical 
signs  of  gonorrhea  in  the  twelve  years  the  patient  had  been  under 
our  observation.  On  the  other  hand  the  whitish  appearance  of  the 
excrescences,  their  persistence  and  tendency  toward  extension 
suggested  leukoplasia,  and  this  assumption  was  still  further  strength- 
ened by  the  histologic  picture  which  plainly  showed  a  hyperkeratosis 
of  the  mucosa  and  a  proliferation  of  the  capillaries  and  infiltration 
of  the  connective  tissue.  The  endarteritic  changes  and  the  round- 
cell  infiltration  argue  against  the  assumption  of  a  simple  newgrowth 
a  papilloma,  and  may  be  adduced  in  favor  of  an  inflammatory 
lesion.  We,  therefore,  feel  justified  in  citing  this  case  as  probably 
one  of  cervical  leukoplasia  on  luetic  basis. 

PERSONAL    OBSERVATION   XIII. 

A.  N.  (Adm.  No.  8584-13),  aged  thirty-six  years,  colored.  Entered 
the  hospital  for  the  relief  of  a  total  prolapse.  Wassermann  -f-  +  +  +  • 
Vaginal  hysterectomy  and  Goffe's  cystocele  operation  was  per- 
formed on  October  18,  1913.  The  removed  uterus  was  large  and 
fibrous  and  contained  a  small  intramural  fibroid  posteriorly.  There 
was  a  small  and  hard  mass  palpable  within  the  tissue  of  the  cervix, 
the  mucosa  of  which  was  perfectly  normal.  Because  of  the  syphilis 
of  the  patient,  this  mass  created  suspicion  which  was  justified  by 
histologic  examination.  The  details  of  the  microscopic  examination 
have  been  given  in  the  chapter  on  Histology.  We  will  state  only 
briefly  that  the  mass  in  question  proved  to  be  a  beginning  typical 
gumma  with  marked  round-cell  infiltration,  proliferating  capillaries 
with  pronounced  endarteritis,  and  giant  cells.    (See  Figs.  13, 14, 15.) 
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Unfortunately  the  gross  specimen  is  lost.  The  case  antedated 
our  investigations  into  syphilis  of  the  internal  genitals  and  only  the 
microscopic  slides  were  kept  for  future  reference.  From  these,  how- 
ever, the  diagnosis  of  beginning  gumma  cervicis  is  unimpeachable. 

The  most  interesting  and  important  observation  made  by  us 
throughout  the  course  of  our  investigation  is  the  case  whose  his- 
tory and  findings  have  been  reported  as  Personal  Observation  VI. 
As  the  final  and  most  remarkable  developments  in  thise  case  oc- 
curred after  the  completion  of  this  paper,  only  the  briefest  outline  can 
be  inserted.  The  reader  who  is  interested  in  malignant  syphilis  of 
the  uterus  will  find  a  detailed  consideration  of  this  case  in  a  later 
publication  in  Surgery,  Gynecology  and  Obstetrics. 

It  will  be  remembered  that  the  patient  was  a  colored  girl,  aged 
seventeen  years,  with  an  extensive  secondary  ulceration  upon  the 
posterior  lip  of  the  cervix.  (See  Fig.  i.)  Spirochetes  were  found 
in  the  secretion  and  the  tissues  of  the  ulcer.  (See  Fig.  2.)  Wasser- 
mann  was  strongly  positive.  She  left  the  hospital  before  treatment 
was  instituted,  but  returned  two  months  later,  markedly  cachectic 
and  with  a  painful  contracture  of  the  left  hip-joint.  The  ulcera- 
tion of  the  posterior  lip  had  grown  into  a  large  cauliflower  tumor, 
the  size  of  a  child's  fist,  which  occupied  the  entire  cervix.  (See 
Fig.  II.)  Wassermann  was  negative  and  carcinoma  was  ruled  out 
only  after  the  microscopic  examination  of  an  excised  piece  proved 
the  diagnosis  of  gumma.  In  spite  of  specific  treatment  the  patient 
grew  from  bad  to  worse  and  finally  died,  February  18,  19 16. 
Autopsy  revealed  the  presence,  in  the  abdominal  cavity,  of  about 
2  quarts  of  pus  originating  from  a  large  retroperitoneal  abscess; 
a  small  perforation  was  found  at  the  right  side  of  the  sigmoid. 
The  cervical  gumma  was  unchanged.  Both  parametria  were  dif- 
fusely infiltrated.  The  infiltrating  process  had  extended  into  the 
posterior  pelvic  connective  tissue  and  had  attacked  the  anterior 
surface  of  the  sacrum.  Almost  the  entire  right  upper  quadrant 
of  the  sacrum  was  necrotic,  and  wide  openings  led  into  the  spinal 
canal  posteriorly  and  into  the  acetabulum  on  the  left  side. 

In  this  case  the  disease  ran  its  entire  course  from  the  initial 
sclerosis  to  the  gumma  in  less  than  a  year,  and  the  rapidity  of  transi- 
tion from  the  secondary  into  the  tertiary  stage  was  particularly 
noteworthy.  The  virulency  of  syphilis  in  this  patient  reminds  one 
of  the  fury  of  the  disease  when  it  first  invaded  Europe.  The  syphil- 
ization  of  the  world  has  made  cases  such  as  ours  extremely  rare, 
even  among  negroes  in  whom  syphilis  assumes  more  severe  forms 
than  in  white  patients. 
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Tertiary  syphilis  of  the  cervix,  as  of  any  other  part  of  the  body, 
appears  most  frequently  in  the  form  of  a  gumma.  According  to 
Oppenheim  the  gumma  develops  primarily  from  one  or  several 
nodules,  and  this  is  undoubtedly  true  in  a  number  of  instances. 
Our  own  Case  XIII  illustrated  beautifully  the  very  incipiency  of  a 
gumma.  We  found,  in  this  case,  a  small  hard  mass  in  the  anterior 
lip  of  the  prolapsed  cervix  in  a  syphilitic  woman,  and  the  microscopic 
examination  revealed  several  foci  of  infiltration  of  lymphocytes, 
plasma  cells,  and  giant  cells  with  new  formation  and  endarteritic 
changes  of  the  capillaries.  Winckel  quotes  a  case  of  Alesnard  in 
which  several  gummatous  nodules  in  the  cervix  of  a  syphilitic  woman 
necessitated  deep  incisions  during  labor.  Still  more  pronounced 
is  the  case  reported  by  Montanier  and  Velpeau  in  which  the  cervix 
was  transformed  into  a  hard  and  nodular  mass  about  the  size  of  the 
head  of  a  fetus  of  seven  months.  This  tumor  was  freely  movable 
and  not  ulcerated.  Under  specific  treatment  the  cervix  resumed  its 
normal  shape.  In  some  instances,  finally,  the  lesions  are  fungoid 
or  papillomatous  without  being  ulcerated  (Barthelemy). 

In  the  majority  of  instances,  however,  the  gumma  does  not  pre- 
serve its  integrity.  In  syphilis  the  newly  formed  granulation  tissue 
becomes  less  resistant  as  the  disease  advances,  and  in  the  tertiary 
stage  we  observe  a  constantly  increasing  frailty  and  perishableness 
of  the  cells  whereby  they  undergo  softening,  fatty  degeneration, 
and  necrosis.  These  retrogressive  changes  combined  with  the 
ubiquitous  bacterial  infection  transform  the  lesion  into  an  ulcer, 
and  this  is  by  far  the  most  common  form  in  which  the  tertiary 
process  manifests  itself.  Between  ulcerated  gumma  and  gummous 
ulcer  there  is  only  a  difference  in  degree  of  tissue  proliferation.  The 
ulcerated  gumma  represents  a  more  or  less  voluminous  tumor  as, 
for  instance,  in  our  Cases  X  and  VI.  In  the  first  of  these  it  was  an 
irregularly  shaped,  hard,  nodular  mass;  in  the  second  it  assumed  more 
the  shape  of  a  cauliflower  tumor  of  the  size  of  a  child's  fist.  To  this 
category  belong  also  the  cases  of  Lagneau,  Duparcque,  La  Torre 
(No.  58),  Wegscheider  (Nos.  137,  138,  139),  and  O'Day  (No.  83). 
The  last  named  observation  has  in  common  with  our  Case  VI  a  well- 
marked  infiltration  of  the  parametria.  The  consistency  of  these 
ulcerated  gummata  is  hardest  near  the  base;  the  consistency  of  the 
more  superficial  portion  varies  according  to  the  intensity  of  the  ne- 
crotic process.  The  same  factor  modifies  the  appearance  of  the 
tumor.  In  Case  X  it  was  greenish;  in  Case  VI  various  shades  of 
red,  gray,  and  yellow  could  be  seen.  In  both  cases  there  was  a  pro- 
fuse bloody  purulent  discharge.     On  the  whole  an  ulcerated  gumma 
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of  the  cervix  appears  very  much  like  any  other  necrotic  tumor  in 
this  locality,  A  few  differentially  important  points  will  be  consid- 
ered later. 

The  gummous  ulcer,  of  which  our  Case  IX  is  a  typical  illustration, 
forms  the  bulk  of  observations  recorded  in  literature.  In  this  form 
the  tissue  proliferation  is  less  marked  but  the  tissue  destruction  is 
more  pronounced.  A  certain  amount  of  new  tissue  formation 
takes  place,  and  this  is  responsible  for  the  fact  that  most  ulcers  are 
elevated  above  the  level  of  the  surrounding  mucosa.  That  is  to 
say,  the  edges  of  the  ulcers  are  infiltrated  and  raised  while  the 
center  is  more  or  less  deeply  hollowed  out  by  necrosis  and  ulcera- 
tion. Occasionally,  forms  may  be  seen  halfway  between  ulcers  and 
gummata.  Thus,  Barthelemy  describes  one  of  the  moulages  in  the 
collection  of  the  Hopital  Saint  Louis  in  Paris  as  "a.  turgescent, 
proliferating  ulcer"  which  resembled  the  "elevated  ulcer"  described 
by  Verneuil. 

Gummous  ulcers  may  involve  one  or  both  cervical  lips  and  seem 
to  have  a  tendency  toward  establishing  themselves  in  preexisting 
erosions,  in  which  case  they  may  surround  the  external  os  in  an 
annular  fashion,  as,  for  instance,  in  our  Case  IX. 

In  the  case  of  La  Torre  (No.  58)  the  gummous  ulcer  was  located 
upon  a  cervical  ectropium.  Oppenheim  shows  four  pictures  of  ulcer- 
ated gumma.  In  one  of  them  the  lesion  occupies  the  cervix  of  a  pro- 
lapsed uterus,  in  another  the  posterior  lip  bears  an  ulcerated  and  the 
anterior  lip  an  intact  gumma  which  presents  fluctuation.  Such  a 
multiplicity  of  gummatous  processes  is  not  uncommon.  In  Spinelli's 
second  case  (No.  109)  there  were  gummata  on  the  cervix  and  in  the 
vaginal  wall.  In  Wegscheider's  case  (No.  138)  the  cervical  lesion 
was  associated  with  a  tertiary  ulcer  on  the  thigh  and  gummata  in 
the  liver.  In  other  cases  of  cervical  gumma  tertiary  lesions  coexist 
upon  the  external  genitals. 

The  cervical  ulceration  may  by  continuity  involve  the  vaginal 
fornices  (No.  68),  or  extend  into  the  cervical  canal  (Nos.  30,  3,  145)- 
Laffont  argues  from  this,  that  ulcerative  luetic  processes  may  estab- 
lish themselves  within  the  uterine  cavity.  The  unique  observation 
of  Hoffmann  (No.  40)  confirms  this  contention.  In  this  case  the 
anterior  cervical  lip  was  the  seat  of  a  tumor  the  size  of  an  apple, 
necrotic,  and  waxy  in  appearance,  which,  on  microscopic  examina- 
tion, proved  to  be  a  gumma.  At  autopsy  a  thick  layer  of  gummatous 
tissue  was  found  to  extend  from  the  cervix  through  the  cervical  canal 
into  the  uterine  cavity  and  to  substitute  completely  the  endometrium. 

The  yellowish  color  is  characteristic  of  luetic  lesions,  but  in  addi- 
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tion  all  shades  from  a  whitish  or  a  dirty  gray  to  a  dark  red  and  even 
purple  may  be  seen.  Occasionally  diphtheroid  pseudomembranes 
are  present,  beneath  which  the  surface  appears  fatty  and  glistening. 
Manipulation  causes  no  pain,  but  may  give  rise  to  free  bleeding. 
There  is,  as  a  rule,  no  reactive  zone  in  the  surrounding  mucosa. 

Cervical  gummata  may  heal  spontaneously  with  more  or  less 
destruction  of  tissue  and  a  proportionate  amount  of  scar  formation. 
Local  treatment  is  of  no  avail,  but  general  specific  treatment  brings 
about  a  speedy  resolution.  This  quick  response  to  antiluetic  therapy 
forms  one  of  the  most  important  factors  in  the  correct  diagnosis  of 
these  lesions. 

SUMMARY. 

A  fairly  large  number  of  tertiary  lesions  of  the  cervix  has  been 
recorded  in  literature.  To  these,  six  personal  observations  have 
been  added,  one  of  which  is  not  conclusive.  The  essential  form  is 
that  of  a  gumma  which,  in  the  majority  of  instances,  undergoes 
necrosis  and  ulceration.  If  the  tissue  proliferation  predominates, 
we  speak  of  gumma;  if  retrogressive  changes  prevail,  we  speak  of 
tertiary  or  gummous  ulcer.  The  process  may  involve  the  vagina 
or  extend  into  the  cervical  canal  and  is  frequently  associated  with 
similar  lesions  elsewhere.  The  consistency  is  firm  but  becomes  soft 
under  the  influence  of  tissue  necrosis.  The  most  characteristic 
color  is  yellow  though  various  other  shades  may  be  observed. 
Bleeding  or  profuse  mucopurulent  discharge  is  present  in  most 
cases,  but  no  pain.  These  lesions,  which  may  heal  spontaneously 
with  the  formation  of  scar  tissue,  disappear  very  quickly  when 
specific  treatment  is  instituted.  Local  treatment  is  altogether 
useless. 

D.  Differential  Diagnosis  of  Syphilitic  Lesions  of  the 
Cervix. — The  prototypes  of  the  three  stages  of  syphilitic  infection, 
the  chancre,  the  macule  or  papule,  and  the  gumma,  offer  no  particular 
difl&culty  to  the  diagnosis,  but  ulcerative  changes  are  apt  to  obscure 
their  characteristic  features.  It  may,  then,  be  helpful  to  remember 
certain  general  characteristics  of  luetic  lesions  of  the  cervix,  viz.: 

(a)  Specific  ulcers,  as  a  rule,  produce  very  little  secretion;  only 
extensive  tertiary  ulcers  or  necrotic  gummata  cause  a  pathologic 
discharge. 

(b)  There  is  no  pain  either  spontaneous  or  on  touch. 

(c)  Luetic  lesions  are  frequently  at  some  distance  from  the  external 
OS,  which  hardly  ever  occurs  in  nonspecific  ulcerations  of  the 
cervix. 

(d)  Syphilitic  ulcers  are  characterized  by  their  sharp  outline. 

(e)  Syphilitic  ulcers  are  usually  covered  with  a  film-like  deposit 
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which  may  be  wiped  off  easily  and  exhibits  a  characteristic  fatty 
luster. 

(J)  Syphilitic  ulcers  show  very  little  if  any  inflammatory  reaction 
of  the  surrounding  mucosa. 

These  common  characteristics,  however,  may  be  invalidated  to 
a  lesser  or  greater  degree  by  pregnancy,  lacerations,  coexisting  in- 
flammations, or  local  applications.  Thus  Mehanos  speaks  of  the 
misleading  fatty  luster  produced  on  erosions  by  the  use  of  caustics. 

In  the  diagnosis  of  the  primary  lesion  the  demonstration  of  the 
Spirochetae  pallida  is  the  prime  requisite.  Next  in  importance  is 
the  characteristic  induration  of  the  base  if  present.  Wassermann 
is  as  yet  negative.  The  appearance,  in  due  time,  of  typical  second- 
aries clinches  the  diagnosis. 

The  diagnosis  of  secondary  ulcerations  is  based  primarily  upon 
the  presence  of  the  specific  parasite.  The  positive  outcome  of  the 
Wassermann  reaction  is  a  highly  suggestive  but  not  a  conclusive  aid 
in  the  diagnosis.  The  history  of  infection,  coexisting  secondary 
lesions  in  other  parts  of  the  body,  and  the  prompt  effect  of  specific 
treatment  are  contributory  factors.  Occasionally,  exploratory 
excision  and  microscopic  examination  may  be  found  necessary. 

Tertiary  lesions  may  so  quickly  develop  from  secondary  ulcera- 
tions as  in  our  Case  VI,  that  differentiation  between  the  two  stages 
may  not  always  be  possible.  Spirochetes  are  not  found  in  the  secre- 
tion. Wassermann  may  be  negative,  especially  if  the  infection  has 
occurred  a  long  time  previously.  As  a  rule  other  tertiary  manifes- 
tations are  present.  The  actual  findings  and  the  immediate  effect 
of  specific  treatment  will  establish  the  diagnosis.  Microscopic 
examination  is  frequently  a  conditio  sine  qua  non. 

The  differentiation  of  luetic  from  non-luetic  affections  of  the  cervix 
has  been  exhaustively  considered  by  Delaunay  and  Darre,  and 
particularly  by  Oppenheim.  The  following  affections  must  be  taken 
into  consideration: 

Erosion. — The  simple  erosion  is  usually  due  to  congestion  or  mild 
infection  of  the  uterine  or  cervical  mucosa  and  is,  therefore,  most 
frequently  found  in  patients  who  complain  of  profuse  vaginal  dis- 
charge and  of  menorrhagias  or  metrorrhagias.  It  is  always  con- 
tiguous with  the  external  os.  It  may  occupy  one  or  both  Hps  or 
even  surround  the  orifice,  but  hardly  ever  represents  as  regular  and 
annular  a  shape  as  does  the  primary  chancre.  Its  controur  is  in- 
definite in  contradistinction  to  the  well-defined  outline  of  the  luetic 
lesion.     There  is  no  change  in  the  consistency  or  shape  of  the  cervix. 

The  simple  erosion  runs  a  chronic  course.     The  chancre  heals 
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rapidly.  Spirilla  may  be  recovered  from  the  surface  of  an  erosion 
or  the  vaginal  discharge,  but  it  requires  only  little  practice  to 
distinguish  these  from  Spirocheta  pallida  by  the  ultramicroscope. 

Soft  Chancre. — The  differentiation  between  soft  and  hard  chancre 
of  the  cervix  is  not  always  easy.  Verchere  and  many  writers 
before  him  resorted  to  inoculation  of  the  suspected  secretion  into  the 
skin  of  the  abdomen.  If  an  ulcer  developed  the  diagnosis  was  made 
of  a  soft  chancre.  This  diagnostic  method  is  no  longer  acceptable 
as  it  does  not  decide  the  possibility  of  mixed  infection.  Dorsett 
(1891)  reported  four  cases  of  cervical  ulcerations  which  he  considered 
the  first  authenticated  instances  of  soft  chancres.  From  the  de- 
scription given  it  seems  probable  that  some  of  these  ulcers  were  in 
reality  of  luetic  origin. 

The  tj^Dical  soft  chancre  of  the  vaginal  portion  represents  a  slightly 
depressed  ulcer  covered  with  a  purulent  deposit  which  may  readily 
be  wiped  off.  In  contradistinction  to  the  well-defined  contour  of 
syphilitic  ulcers  the  edges  of  the  soft  chancre  are  irregular  and 
notched  and  usually  undermined.  The  base  is  granular  and  uneven, 
but  never  smooth  as  in  the  luetic  lesion.  An  inflammatory  reaction 
in  the  vicinity  is  always  marked.  Soft  chancres  are,  as  a  rule, 
multiple.  Their  location  frequently  suggests  their  development 
by  contact  {" Abklatschgeschwiiere").  Identical  sores  are  often 
found  on  the  external  genitals.  The  secretion  contains  the  bacillus 
of  Ducrey.  The  regional  lymph  glands  are  always  infected,  and, 
according  to  Oppenheim,  soft  chancres  may  be  discovered  on  the 
cervix  as  the  true  cause  of  an  otherwise  obscure  suppuration  of 
retroperitoneal  glands. 

Tuberculous  ulcers  are  very  irregular  in  shape.  The  edges  are 
thinned  out  and  deeply  undermined.  A  grayish  deposit  covers  the 
base.  Small  nodules,  tubercles,  are  usually  found  in  neighboring 
tissues.  The  most  characteristic  feature  of  all  tuberculous  ulcera- 
tions in  the  vagina  is  their  marked  tenderness  to  touch  as  contrasted 
with  the  indolence  of  luetic  lesions.  Search  for  tuberculous  foci  in 
other  parts  of  the  body  should  be  instituted  and  if  necessary,  micro- 
scopic examination  of  an  excised  piece  made. 

Gonorrheal  Maculce. — Syphilis  and  gonorrhea  are  so  frequently 
combined  in  the  same  individual  that  the  differentiation  of  gonor- 
rheal macules  from  macular  syphilides  is  of  great  practical  importance. 
Gonorrheal  maculae  are  less  distinctly  outlined,  vary  in  size,  often 
forming  ill-defined  confluent  blotches.  Their  color  is  lighter  than 
that  of  the  syphilitic  maculae,  appearing  as  a  bright  yellowish  red. 
Usually  they  are  lying  flat  in  the  level  of  the  mucosa,  but  they  may  be 
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elevated,  especially  when  their  surface  becomes  granular  indicating 
the  beginning  of  a  transformation  into  a  condyloma  acuminatum. 
In  this  form  the  gonorrheal  lesions  resembles  the  luetic  papule  which, 
however,  is  well  distinguished  by  its  flat  top. 

Herpes  genitalis  is  very  rarely  observed  on  the  cervix.  It  mani- 
fests itself  in  the  form  of  single  or  grouped  minute  vesicles  with 
either  clear  or  purulent  contents.  Each  vesicle  is  surrounded  by  a 
bright  red  zone  of  inflammation.  The  vesicles  are  apt  to  form  poly- 
cyclic  figures.  As  a  rule  they  soon  ruptiire  and  change  into  super- 
ficial erosions  which  preserve  a  polycycUc  arrangement.  When 
infected  they  lead  to  the  formation  of  aphthous  ulcers. 

Aphthous  Ulcers. — These  have  a  smooth  surface  and  are  covered 
with  a  yello^sish-white,  adherent  pseudomembrane.  In  this  form 
they  closely  resemble  small  secondary  ulcers  or  even  small  primary 
chancres.  Oppenheim  emphasizes  as  a  distinguishing  feature  the 
firmness  with  which  the  covering  film  adheres,  and  the  distinctness 
of  the  surrounding  reactive  zone  in  the  mucosa. 

Fibroid. — Occasionally  an  intact  gumma  of  the  cervix  may  simu- 
late a  fibroid  (Zeisse,  Lancereaux).  The  observation  of  ]SIontanier 
and  Velpeau  (No.  75)  and  the  case  of  Mesnard  mentioned  above 
illustrate  the  diagnostic  difiiculty.  Still  more  characteristic  is  our 
Case  XIII  where  a  nodule  in  the  cervix  of  a  fibromatous  uterus  was 
recognized  as  a  gumma  only  upon  microscopic  examination. 

Carcinoma. — The  correct  differentiation  between  s>'philis  and 
carcinoma  of  the  cervix  is  by  far  the  most  important  problem  to  be 
discussed  here.  Its  great  practical  value  can  be  seen  from  the  fact 
that  in  our  collection  of  case  reports,  a  primary  chancre  was  wrongly 
diagnosed  as  cancer  in  six  cases,  while  in  twenty-one  instances  of 
cervical  gumma,  the  diagnosis  of  carcinoma  was  made  in  fourteen 
cases  (Nos.  25,  30,  31,  40,  41,  56,  59,  64,  77,  79,  86,  97,  ;o4,  113, 
132,  133,  134,  138,  140,  142).  A  study  of  these  histories  shows  that 
chancre  and  particularly  gumma  of  the  cervix  is  more  apt  to  be  mis- 
taken clinically  for  cancer  than  vice  versa.  In  Wegscheider's  case 
(No.  139)  the  patient  instituted  a  damage  suit  against  a  dermatologist 
for  having  made  the  wrong  diagnosis  of  syphilis.  On  the  other  hand, 
hysterectomies  or  amputations  of  the  cervix  have  been  done  in  cases 
where  later  developments  demonstrated  the  presence  of  syphilis. 
In  some  instances  the  error  in  diagnosis  was  not  recognized  until  the 
patient  was  on  the  operating-table.  Thibierge  even  goes  so  far  as 
to  say  that  many  so-called  cancers  of  the  cervix  which  have  been 
recorded  as  permanently  cured  by  operation,  have  in  all  probability, 
been  luetic  lesions. 
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The  similarity  of  the  two  affections  is,  indeed,  striking  if  the 
lesion  appears  in  the  form  of  a  cauliflower  growth,  as,  for  instance, 
in  the  case  of  Molliere  (No.  74),  Wile  and  Senear,  and  our  own  Case 
VI,  or  if  a  chancre  is  located  within  the  external  os,  as  described  by 
Mrazek,  and  causes  sloughing  of  the  lowermost  part  of  the  cervical 
canal. 

Shillitoe's  suggestion  that  in  syphilitic  lesions  we  have  to  deal 
with  young,  in  cancer  with  older  women,  cannot  be  accepted  un- 
reservedly. 

Neumann  believes  that  infiltration  of  the  parametrium  and 
immobilization  of  the  cervix  is  common  in  cancer  and  rare  in  luetic 
ulcers,  even  in  advanced  necrotic  gummata.  We  cannot  confirm  the 
value  of  this  differential  point  from  our  own  experience  (Case  VI) 
and  the  study  of  the  literature.  It  has  frequently  been  stated  that 
cancer  bleeds  easily  as  contrasted  with  luetic  ulcers,  and  while  this 
may  be  true  in  a  general  way,  there  are  exceptions  as,  e.g.,  the  case  of 
Wolter  (No.  145)  where  hemorrhage  and  foul  vaginal  discharge  were 
excessive.  More  helpful  is  the  suggestion  of  McCann  and  of  Sinclair 
that  suspicious  ulcerations  upon  the  cervix  which  are  separated  from 
the  external  os  by  a  zone  of  normal  mucosa,  are  more  likely  to  be  of 
a  luetic  nature. 

The  final  diagnosis,  however,  will  depend  upon  the  microscope, 
and  even  here  pitfalls  are  possible  as  is  so  well  illustrated  in  Weg- 
scheider's  observation  where  an  authority  of  international  reputation 
made  the  microscopic  diagnosis  of  "carcinoma  or  sarcoma"  in  a  case 
of  cervical  gumma. 

A  search  for  spirochetes  should  be  made  in  every  doubtful  instance. 
Dark-field  examination  is  superior  to  other  methods  as  it  enables  us 
to  distinguish  between  the  Spirocheta  pallida  on  one  hand  and  the 
Spirocheta  refrigens  and  balantidis  on  the  other.  The  two  last 
named  are  commonly  found  in  the  vagina  and  occasionally  on 
necrotic  cancers. 

In  daily  practice  the  proposition  amounts  to  this:  The  over- 
whelming majority  of  cancers  presents  itself  in  an  inoperable  state. 
If  there  be  the  slightest  doubt  as  to  the  true  nature  of  the  disease, 
an  attempt  with  antiluetic  treatment  should  be  made.  We  know 
that  syphilitic  lesions  respond  very  promptly  to  appropriate  treat- 
ment and,  therefore,  not  much  time  would  have  been  wasted  even  if 
specific  therapy  proved  to  be  a  failure.  Spinelli's  case  (No.  109) 
and  particularly  O'Day's  (No.  83)  so  vividly  narrated  experience 
carry  a  lesson  which  we  would  do  well  to  accept. 
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VI.    SYPHILIS    OF   THE   UTERINE   BODY. 

A.  PRIM.A.RY  Lesion. — Chancre  of  the  endometrium  has  never 
been  observed.  Theoretically,  we  must  concede  to  Bab  and  Trin- 
chese  the  possibility  that  the  Spirocheta  pallida  may  reach  the 
endometrium  and  there  enter  the  maternal  tissues.  This  question 
has  been  discussed  in  some  detail  in  Chapter  II.  We  have,  however, 
stated  in  Chapter  III  that  the  affinity  of  the  parasite  to  squamous 
epithelium  is  so  marked  that  chancres  have  hardly  ever  been 
observed  on  other  epithelial  surfaces. 

B.  Secondary  Lesions. — There  is  no  conclusive  evidence  either 
of  an  anatomical  or  clinical  nature  to  prove  the  involvement  of  the 
endometrium  during  the  secondary  stage  of  syphilis.  Rille  assumes 
that  the  endometrium  is  probably  aftected,  and  Franceschini  declares 
that  he  agrees  wdth  Chiarleoni,  Fasola,  Spinelli,  Morisani,  and  La 
Torre,  who  claim  that  secondary  uterine  lesions  may  produce 
leukorrhea,  uterine  neuralgia,  and  dysmenorrhea. 

C.  TERTLA.RY  Lesions. — The  list  of  contributors  to  the  question 
of  tertiary  manifestations  in  the  uterus  is  quite  long,  but  only  a  very 
few  authors  are  in  a  position  to  present  definite  facts.  The  problem 
may  conveniently  be  discussed  under  the  captions  of  myometrium 
and  endometrium,  while  the  question  of  luetic  metrorrhagia  will  be 
dealt  with  in  a  separate  chapter. 

Myometrium. — Bonnet  (1886)  and  later  Brioude  (1896)  describe 
as  tertiary  manifestation  of  syphilis  the  sclerotic  condition  of  the 
myometrium  in  which  both  the  connective  tissue  and  muscular 
elements  are  hypertrophied  and  occasionally  associated  with  endo- 
and  periarteritis.  Barthelemy  (1900)  characterized  metritis  gum- 
mosa as  follows:  "On  splitting  the  uterus  one  finds  tumors  located 
either  interstitially,  or  beneath,  and  adherent  to,  the  thickened 
peritoneum,  or  else  beneath  the  mucosa.  These  tumors  are  hard 
and  are  neither  as  round  and  smooth  nor  as  muscular  or  parenchy- 
matous as  fibroids.  They  are  oval  in  shape,  the  size  of  large  al- 
monds, and  surrounded  by  a  thick  fibrous  capsule  which  sends  out 
anastomosing  processes  into  the  surrounding  tissues."  The  center 
of  these  tumors  consists  of  a  yellowish  tissue,  resembling  fat,  which 
lies  within  an  irregular  network  of  fibrous  bands. 

Morisani  (1902)  has  given  us  a  very  thorough  description  of  the 
histologic  findings  (No.  78).  The  main  feature  is  an  atheromatous 
condition  of  the  arteries,  and  the  term  angiosclerosis  uteri  is  sug- 
gested as  best  expressing  the  condition  of  the  uterus  in  tertiary  lues, 
Morisani  refers  to  analogous  findings  by  ]Marchesi,  and  Pozzi  and 
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Latteux.  Franceschini  (1905)  classifies  tertiary  lesions  of  the  myo- 
metrium into  different  types  according  to  definite  clinical  features, 
viz.: 

(a)  Period  of  syphilitic  arteritis  without  appreciable  change  in 
form  or  size  of  the  uterus.  The  only  symptom  available  for  the 
diagnosis  at  this  stage  is  a  free  hemorrhage  which  yields  to  specific 
medication.  "Tertiary  syphilis  being  chiefly  a  disease  of  the 
blood-vessels,  may  cause  an  angiosclerosis  strictly  limited  to  the 
blood-vessels  of  the  uterus." 

(b)  Sclerosis  of  myometrium,  localized  or  general,  leading  to 
partial  or  general  induration  of  the  uterus  which  becomes  as  hard  as 
wood. 

(c)  Enormous  hypertrophy  and  induration  of  the  uterus.  The 
clinical  symptoms  are  hemorrhage  and  pain  due  to  congestion. 

(d)  Atrophy  of  the  uterus,  both  of  uterine  wall  and  endometrium, 
the  organ  assuming  the  infantile  shape.  Metrorrhagias  continue 
as  the  predominant  symptom  but  now  appear  alternatingly  with 
leukorrhea,  and  are  associated  with  pronounced  general  debility. 

In  a  later  paper  (1909)  Franceschini  sums  up  all  tertiary  lesions 
of  the  uterus,  including  the  cervix,  and  in  this  connection  speaks  of 
gumma  of  the  uterine  body.  The  uterine  hypertrophy  is  due  either 
to  a  diffuse  gummatous  infiltration  of  the  parenchyma  or  is  localized 
in  fundus  or  cervix  in  the  form  of  small  nodules  or  small  gummatous 
tumors  of  yellowish  color.  In  the  first  case  the  uterus  may  become 
as  large  as  a  child's  head,  is  hard,  round,  sHghtly  nodular  with 
disappearance  of  the  vaginal  fornices  as  the  result  of  an  edema 
extending  to  the  vagina.  This  peculiar  edema  (already  referred 
to  in  a  preceding  chapter  dealing  with  the  vagina)  he  considers 
pathognostic  of  tertiary  lues  of  the  uterus. 

The  classification  of  Franceschini  has,  without  change,  been 
adopted  by  Goldenstein  (1908)  and  then  again  appears  in  the 
paper  of  Jaworski  (191 1).  From  this  latter  contribution  it  has 
been  copied  by  practically  all  recent  writers. 

Laffont  (1908)  has  slightly  simplified  but  not  changed  this  outline 
by  dividing  the  tertiary  uterine  lesions  into  two  groups:  (a)  gum- 
matous lesions,  appearing  either  as  diffuse  infiltrations  or  in  the  form 
of  nodules;  and  (b)  sclerotic  conditions  which  either  affect  solely 
the  uterine  vessels,  or  the  uterine  wall,  in  the  latter  form  being  total 
or  partial,  atrophic  or  hypertrophic. 

Obviously  influenced  by  the  dogmatic  assertions  of  Franceschini 
and  Laffont,  modern  writers  often  speak  of  the  gummatous  or 
sclerotic  syphilitic  uterus  as  an  established  fact. 
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Yet  Laffont's  own  observations,  as  can  be  seen  in  his  extensive 
monograph,  were  limited  to  a  single  case,  that  of  a  syphilitic  woman 
(No.  51)  who  suffered  from  metrorrhagias.  He  describes  her  uterus 
as  slightly  enlarged  and  bases  his  diagnosis  of  tertiary  syphilis  of  the 
uterus  on  the  fact  that  three  weeks  after  the  beginning  of  mercurial 
treatment  the  hemorrhages  ceased.  We  present  in  the  histories 
Nos.  29,  30,  31  and  32  the  only  personal  observations  published  by 
Franceschini. 

In  two  cases  (Nos.  30  and  32)  the  uterus  is  mentioned  as  enlarged 
and  hard,  in  both  instances  a  cervical  carcinoma  was  discovered  a 
year  later.  It  is  possible  that  his  far-reaching  deductions  are  based 
on  many  more  observations  which  he  has  failed,  however,  to  mention 
explicitly  in  any  of  his  papers.  It  seems  more  probable  that  he,  too, 
has  accepted  much  as  proved  that  had  been  said  by  earher  writers. 

In  a  much-quoted  case  of  Lebert,  pubUshed  probably  in  1851 
(a  bibliographic  reference  is  not  given  by  a  single  author),  the  uterus 
on  cross-section  showed  small  yellowish  nodules  "composed  of  the 
same  tissues  as  are  found  in  the  gummata  of  the  heart."  A  detailed 
description  of  the  case  of  Montanier  is  given  in  history  No.  75. 
While  in  this  case  the  nodular  enlargement  of  the  uterus  may  possibly 
have  been  due  to  gummata,  not  enough  proof  is  furnished  to  permit 
a  serious  consideration  of  this  case  in  a  scientific  discussion  of  the 
question  of  tertiary  lesions  of  the  uterus.  Morgan's  observation 
(No.  77)  is  admitted  by  Laffont  as  a  good  example  of  gummatous 
uterus.  Robineau  (No.  99)  in  one  patient  finds  the  uterus  enlarged 
and  hard,  at  first  suggesting  the  presence  of  fibroids,  and  in  another 
case  (No.  100)  describes  the  uterus  as  enlarged  to  the  size  of  a  fist, 
irregular  in  outline  accompanied  by  a  hard  infiltration  of  both  broad 
ligaments.  In  these  two  cases  the  diagnosis  of  tertiary  syphilis  of 
the  uterus  is  solely  based  on  the  fact  that  specific  treatment  was 
followed  by  improvement  of  the  symptoms,  in  the  first  case  also  by 
a  reduction  in  the  size  of  the  uterus. 

To  these  quotations  we  can  add  only  the  reference,  already 
mentioned,  made  by  Barthelemy  concerning  small  yellowish  nodules 
in  the  uterine  wall. 

This  apparently  represents  most  if  not  all  the  clinical  and  patho- 
logical data  available  for  the  study  of  a  gummatous  process  in  the 
uterine  wall,  not  enough,  in  our  opinion,  on  which  to  base  the  path- 
ology of  this  condition  or  to  attempt  a  classification  of  its  various 
types. 

There  is  an  even  greater  paucity  of  facts  concerning  the  "char- 
acteristic sclerosis"  of  the  myometrium.     Some  of  these  "slightly 
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enlarged  and  hard"  uteri  have  been  removed  to  relieve  obstinate 
hemorrhages.  The  two  cases  most  often  quoted  are  included  in 
our  collection  of  histories.  Letulle  (No.  60)  finds  a  typical  endo- 
phlebitis  in  the  veins  of  the  submucosa,  Morisani  (No.  78)  an  end- 
arteritis. In  all  other  instances,  of  which  our  collection  of  cases 
contains  a  number  of  typical  examples,  the  diagnosis  is  based  solely 
on  the  beneficial  effect  of  antiluetic  treatment  on  irregular  hemor- 
rhages. This  diagnosis  ex  jiivantibus,  which  plays  so  important  a 
role  in  the  literature  of  tertiary  syphilis  of  the  uterus,  is,  we  believe, 
often  misleading.     This  point  will  be  taken  up  in  detail  in  Section  X. 

Endometrium. — A  critical  consideration  of  the  literature  on 
syphilitic  endometritis  reveals  a  situation  not  very  different  from 
that  exposed  in  the  foregoing  pages. 

Chase's  statement  that  syphilitic  endometritis  is  the  commonest 
form  of  uterine  syphilis  is  balanced  by  Doederlein's  admission  of  the 
extreme  scantiness  of  our  knowledge  concerning  this  form  of  endo- 
metritis. The  prevailing  confusion  is  well  illustrated  by  another 
assertion  by  Chase:  "An  extensive  syphilitic  endometrial  infection 
is  believed  by  many  authorities  to  be  the  cause  of  so-called  mem- 
branaceous dysmenorrhea."  The  actual  facts,  as  far  as  we  have 
been  able  to  ascertain  after  a  most  careful  search  of  the  literature, 
are  as  follows:  In  1878,  Wyder,  then  a  medical  student,  described 
a  case  of  dysmenorrhea  in  a  woman  who  never  before  had  suffered 
from  dysmenorrhea.  This  patient,  on  tw^o  successive  menstruations, 
expelled  shreds  of  tissue  with  considerable  pain.  As  a  miscarriage 
could  be  excluded,  Wyder  thought  of  a  possible  connection  between 
the  dysmenorrhea  and  the  fact  that  the  patient's  husband  had  had 
syphiHs.  Therefore  the  husband  (not  the  patient)  received  anti- 
luetic treatment  and  from  then  on  menstruation  again  appeared 
without  pain.  The  author  concludes  that  syphilitic  virus  from 
the  husband  had  caused  in  the  patient  an  "  endometritic  affection 
(endometritis  h}^erplastica),"  which  would  explain  the  dysmenor- 
rhea. Upon  this  slender  thread  hangs  the  "endometritis  exfoliativa 
(Wyder),"  which  to-day  is  mentioned  in  every  contribution  to  the 
question  of  syphilis  of  the  internal  genitalia.  We  quote  this  in- 
stance in  extenso  merely  as  one  of  many  examples  in  literature  studied 
by  us,  in  which  a  debatable  assumption  through  continuous  copying 
had  developed  into  a  "very  important  fact." 

Neumann  (1896)  acknowledges  that  endometritis  is  commonly 
seen  in  women  with  syphilis,  but  that  it  is  difl&cult,  if  not  impossible, 
to  establish  an  etiological  relation  between  these  two  conditions. 
An  existing  endometritis,  however,  becomes  aggravated  by  a  luetic 
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infection,  the  secretions  become  more  profuse  and  are  often  followed 
by  menorrhagia  which  finally  is  cured  only  by  specific  treatment. 
He  thinks  that  a  very  thin  cervical  discharge  is  particularly  sug- 
gestive of  this  condition.  Aicvoli  (No.  i)  based  his  diagnosis  of 
syphilitic  endometritis  on  the  observation  that  a  uterine  catarrh 
which  had  resisted  the  usual  treatment  finally  disappeared  when  the 
local  treatment  was  combined  with  specific  medication.  Gelli  (1896) 
does  not  doubt  the  existence  of  a  fungoid  syphilitic  endometritis 
and  quotes  as  example  an  observation  made  on  a  woman  aged  fifty- 
four  years  (No.  38).  Boldt  (1899)  in  a  case  of  metrorrhagia  cured 
by  specific  treatment  describes  the  uterus  as  soft  and  the  endo- 
metrium as  giving  the  sensation  ''of  a  wet  sponge."  Wells,  in 
discussing  this  case,  expresses  his  belief  in  the  existence  of  a  syphilitic 
endometritis  in  which  condition  the  endometrium  is  very  soft. 
Muratow  (1907)  suggests  that  uterine  hemorrhages  may  be  due  to 
syphilitic  ulcers  in  the  endometrium,  just  as,  e.g.,  hematemesis  is 
caused  by  erosions  in  the  gastric  mucosa. 

Recasens  made  a  valuable  contribution  in  191 1.  In  one  of  his 
cases  of  metrorrhagia  the  uterus  was  extirpated  for  assumed  cancer. 
Instead,  a  fungous  hyperplastic  endometritis  with  several  small 
scars  was  found,  the  latter,  in  his  behef,  representing  healed  ulcers. 
The  vessels  showed  an  extensive  peri-  and  endarteritis  which  in 
certain  places  had  led  to  complete  obliteration  of  the  lumina  of  the 
vessels. 

These  scars  and  vascular  changes  are  remarkable  in  view  of 
the  fact  that  in  most  cases  of  apparently  uncontrollable  metrorrhagia 
of  obscure  origin  the  endometrium  has  been  found  normal  if  not 
atrophic.     Spinnelli's  case  (No.  11 1)  illustrates  this  point. 

Agan  it  is  Franceschini  who  describes  in  detail  the  endometrium 
of  the  tertiary  luetic  uterus.  The  inner  surface  of  the  uterus  is 
more  or  less  ulcerated.  The  mucosa  shows  vegetations  with 
irregular  deep  furrows.  These  fungosities  secrete  a  serous  or 
purulent  discharge  and  occasionally  cause  bleeding.  Curettage 
removes  a  large  amount  of  endometrium.  The  mucosa  in  these 
cases  contains  large  areas  of  degeneration  and  necrosis  with  round- 
cell  infiltration  which  extends  into  the  uterine  wall. 

The  only  well-authenticated  case  of  gummatous  endometritis  on 
record  has  been  published  by  Hoffmann  (No.  40).  In  this  case  a 
layer  of  gummatous  tissue  was  found,  several  centimeters  in  thick- 
ness, which  substituted  the  endometrium  throughout  its  entire 
extent. 

The  relationship  between  syphilitic  endometritis  and  uterine  hem- 
orrhages will  be  discussed  in  Section  X. 
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We  have  already  referred  to  the  claim  made  by  Shaw-Mackenzie, 
but  denied  by  Winckel,  that  in  syphilitic  women  the  pregnant 
uterus  shows  a  tendency  to  rupture.  Meyer  quotes  an  observation 
of  Zweifel  pertaining  to  a  woman  who  had  been  delivered  of  four 
macerated  fetuses.  In  the  fifth  pregnancy  the  uterus  suddenly 
ruptured  during  a  severe  vomiting  spell.  Zweifel  suspects  that 
syphilis  may  be  responsible  for  this  occurrence,  which  opinion  he 
had  found  confirmed  by  similar  observations  in  the  course  of  years. 

Weber  adheres  to  the  same  theory  and  places  the  abnormal 
frailty  of  the  uterus  in  the  absence  of  any  tangible  changes  in  the 
uterine  wall,  in  analogy  to  similar  conditions  in  the  course  of  pro- 
nounced cachexia,  chronic  intoxications,  wasting  diseases.  Freund 
is  rather  positive  in  ascribing  to  syphilitic  changes  in  the  myo- 
metrium the  cases  of  uterine  rupture  reported  by  Schmauss,  Zweifel, 
and  Crossen,  the  latter  having  found  "fatty  degeneration  of  muscle 
fibers  and  arteriosclerosis."  How  hastily  conclusions  are  drawn 
occasionally  is  well  illustrated  by  the  case  of  Bosse  (No.  14).  A 
heredosyphilitic  had  severe  hemorrhages  three  weeks  postpartum. 
Curettage  was  decided  upon  for  suspected  syncytioma.  After  dila- 
tation of  the  uterus,  digital  exploration  revealed  a  large  hole  in  the 
fundus  which  the  author  assumes  to  have  occurred  during  labor  as  a 
result  of  syphilis.  We  encounter  this  case  in  all  recent  publications 
as  an  unimpeachable  instance  of  syphilitic  metrorrhagia  but  we  may 
leave  to  the  critical  reader  the  decision  as  to  the  validity  of  the 
diagnosis.  It  is  significant  that  Baisch,  in  a  recent  and  very  ex- 
haustive study  of  the  etiology  of  uterine  rupture,  does  not  even 
mention  the  word  syphilis. 

Spirochetes  have  been  found  in  the  uterus  as  in  most  other  organs 
of  the  congenitally  luetic  fetus  by  Bab,  Graefenberg  and  numerous 
others,  but  conditions  in  hereditary  and  acquired  syphilis  differ 
too  widely  to  permit  of  any  definite  conclusions.  All  attempts  at 
finding  spirochetes  in  extirpated  uteri  of  syphilitic  women  have 
thus  far  failed.  On  the  other  hand  we  shall  show  in  Chapter  XI 
that  the  cervical  discharge  in  rare  instances  contains  the  specific 
parasite,  and  future  researches  may  yet  acquaint  us  with  definite 
luetic  alterations  of  the  endometrium. 

SUMMARY. 

Our  actual  knowledge  concerning  syphilitic  lesions  of  the  uterine 
body  is  extremely  meager.  Primary  and  secondary  manifestations 
have  nol  yet  been  observed  in  the  uterus.  A  few  instances  of  gumma 
in  the  uterine  wall  have  been  recorded.  An  isolated  observation 
by  Hoffmann  proves  the  possibility  of  gummatous  changes  in  the 
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endometrium.  This  infrequency  of  tertiary  lesions  is  a  matter  of 
surprise,  for  the  uterus  more  than  any  other  internal  organ  of  the 
body  is  exposed  to  direct  infection.  Spirochetae  may  reach  the 
uterine  cavity  from  the  vagina  or  lesions  of  the  cervix.  Older 
writers  have  pointed  out  that  in  pregnancy  the  uterus  is  exposed  to 
infection  from  the  fetus  which  owed  its  syphilis  to  the  father.  Ipi 
t-ho  light  of^  modern  knowledge,  however,  the  disease  is  transmitted, 
•ifl  pracliCaiiy  every  instance,  to  the  fetus  from  the  mother  even 
though  at  the  time  syphilis  may  be  latent  in  the  latter.  Leaving 
\h.e  question  of  paternal  and  maternal  infection  aside  it  is  certain 
that  an  actively  syphilitic  mother  invariably  infects  the  fetus. 
The  logical  conclusion  is  this  that  in  every  pregnant  syphilitic 
woman  spirochetes  must  be  present  in  the  maternal  portion  of  the 
placenta,  i.e.,  the  endometrium.  The  findings  by  Huebschmann 
of  spirochetes  in  the  decidua  prove  the  point  made.  Unless  sv'philitic 
lesions  of  the  uterus  have  been  overlooked  in  the  past,  as  White- 
house  suggests,  we  are  forced  to  assume  a  relative  immunity  on  the 
part  of  the  uterus.  "It  is  a  very  striking  fact,"  says  Pusey,  "in 
view  of  their  being  purely  genital  structures,  that  the  body  of  the 
uterus  and  its  analogue  in  the  male,  the  prostate,  are  probably  the 
most  rarely  involved  of  any  structures  in  the  body  affected  by 
tertiary  syphilis." 

VII.    SYPHILIS    OF   THE   TUBES. 

In  the  histories  Nos.  2,  12,  15,  20,  22,  23,  33,  40,  48,  94,  96,  132 
to  136,  and  141  we  present  all  the  reports  of  syphihtic  changes  of  the 
Fallopian  tubes  existing  in  medical  literature. 

There  are  three  cases  which  apparently  are  looked  upon  by  most 
writers  as  unimpeachable  evidences  of  luetic  processes  in  the  tubes. 
The  oldest  case,  reported  in  1866  by  Bouchard  and  Lepine,  is  sup- 
posed to  present  the  best  example  of  tubal  gumma  on  record.  Three 
small  nodules  were  found  in  each  tube.  A  description  of  the  micro- 
scopic findings  furnished  by  the  authors  does  not  mention  any  of 
the  features  which  to-day  are  generally  accepted  as  tj^pical  of  gumma. 
Doenhoff  (1888)  gives  a  detailed  account  of  the  appearance  of  the 
tubes  found  in  a  heredosyphilitic  new-born  (No.  22).  According  to 
Martin,  this  is  a  most  important  observation,  since  "obviously  in 
this  case  any  other  cause  for  the  tubal  anomaly  can  be  excluded." 
In  the  hght  of  our  present  knowledge  this  assumption  is  open  to  dis- 
cussion, and  therefore  one  is  not  surprised  to  find  a  very  different 
pathology  in  the  third  case  which  is  also  constantly  quoted,  namely, 
the  description  given  by  Ballantyne  and  Williams  (No.  2)  of  the 
tubes  of  a  luetic  fetus  of  seven  months. 

A  group  of  cases  is  next  to  be  considered  in  which  the  diagnosis 
of  tubal  syphihs  has  been  made  tentatively  or,  on  the  other  hand, 
quite  positively  merely  because  a  mass  outside  of  the  uterus,  pre- 
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sumed  to  be  a  gumma  of  the  tube,  or  a  palpably  thickened  tube  had 
diminished  in  size  or  entirely  disappeared  after  specific  treatment. 
More  definite  pathologico-anatomical  data  are  required  to  support 
the  diagnosis  of  s}T5hilis  unless  we  accept  the  beneficial  effect  of 
treatment  as  the  sole  criterium.  But  if,  as  in  the  cases  of  Dalche 
(No.  20),  WTiitesead  (No.  141),  and  Pollaillon  (No.  96)  an  improve- 
ment was  noticed  only  after  two,  two  and  a  half,  and  three  months 
respectively,  is  one  not  justified  in  citing  the  old  post  hoc  but  not 
propter  hoc?  The  cases  of  Jeanne  (No.  48)  and  of  Fuller  (No.  38) 
which  have  been  admitted  as  doubtful  by  the  authors  themselves, 
cannot  withstand  critical  scrutiny.  In  Pinard's  case  (No.  94),  in 
which  a  periuterine  tumor  of  obscure  origin  disappeared  under 
specific  treatment,  the  diagnosis  of  tubal  syphilis  is  based  largely 
upon  a  peculiar  edematous  softening  of  the  vaginal  walls  (empdte- 
ment)  which  in  the  author's  opinion  is  pathognostic  of  tertiary  geni- 
tal lesions.  Boldt's  (No.  12)  report  reflects  a  view  prevailing  at  one 
time  but  no  longer  accepted.  In  the  case  of  Hoffmann  (No.  40), 
quoted  repeatedly  in  the  foregoing  pages,  the  whole  genital  tract 
was  involved  in  a  generalized  gummatous  process  affecting  the  entire 
pelvic  cavity — an  observation  unique  rather  than  typical.  There 
remain  then  only  the  five  cases  of  Wassilieff  (Nos.  132  to  136),  all  five 
recording  different  pathologic  lesions  in  tubes  diagnosed  as  syphilitic. 
We  shall  discuss  in  detail  these  five  cases,  but  may  say  in  this  con- 
nection that  Pichevin  in  a  thorough  and  critical  review  of  the  litera- 
ture does  not  conceal  his  skeptical  attitude  toward  the  observations 
of  Wassilieff. 

In  summarizing  the  entire  material  available  for  a  critical  con- 
sideration of  the  question  of  the  involvement  of  the  tubes  in  the  course 
of  syphilitic  infection  we  have  to  admit  that  it  is  limited  to  two 
observations  on  fetuses,  the  specimens  of  Bouchard  and  Lepine, 
Doleris  and  Wassilieff  (No.  23)  and  to  six  clinical  observations. 

Findings  in  fetuses  are  of  no  consequence  in  the  study  of  the 
pathology  of  the  tubes  in  the  adult.  The  description  given  by 
Doleris  is  too  meager,  and  even  the  case  of  Bouchard  and  Lepine 
is  lacking  in  certain  essential  features  to  be  admitted  as  positive 
evidence  of  a  tubal  gumma. 

Thus  our  present  knowledge  concerning  the  pathology  and 
symptomatology  of  the  syphilitic  tube  is  reduced  to  the  information 
given  in  the  article  of  Wassilieff  who  bases  his  deductions  exclusively 
on  his  own  observations,  since  he  questions  the  validity  of  all  previous 
reports  of  tubal  syphilis. 

Wassilieff  claims  that  syphilitic  salpingitis  occurs  in  two  forms. 
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In  the  first  stage  of  the  afifection  the  tube  is  congested,  slightly  en- 
larged, not  exceeding  the  size  of  a  finger,  and  of  a  characteristic 
indigo  blue  color.  Later  the  tube  becomes  thinner,  about  the  size 
of  a  lead  pencil,  white  in  color,  distinctly  harder,  sclerosed.  Micro- 
scopically this  second  stage  is  recognized  by  a  displacement  of  the 
muscle  fibers  in  the  tubal  wall  with  connective  tissue  and  by  the 
typical  signs  of  periarteritis  and  periphlebitis. 

The  process  is  associated  with  intermittent  or  continuous  pain 
and  characterized  by  irregular  uterine  hemorrhages  or  persistent 
metrorrhagias.  As  most  characteristic,  he  pronounced  pain,  ehcited 
by  pressure  along  the  course  of  the  femoral,  epigastric,  uterine,  and 
vaginal  arteries  and  their  branches,  a  point  also  mentioned  in  the 
reports  of  Jaworsky  (No.  45)  and  Muratow  (No.  80).  Wassiheff 
asserts  that  the  differential  diagnosis  from  other  tubal  processes  can 
be  easily  made  by  the  absence  of  peritoneal  symptoms,  the  peculiar 
shape  and  consistency  of  the  tubes,  especially  in  the  sclerosed  stage, 
and  by  the  peculiar  sensitiveness  of  the  pelvic  arteries. 

The  diagnosis  is  confirmed  by  prompt  improvement  of  the  con- 
dition after  specific  treatment.  He  adds,  however,  that  in  the 
case  of  sclerosed  tubes  no  reduction  in  the  size  of  the  organ  can  be 
expected  from  medication. 

A  careful  study  of  the  five  cases  of  Wassiheff  (given  in  extemo  in 
the  appended  collection  of  histories  Nos.  132  to  136)  will  show  that 
a  diagnosis  of  s\^hilis  in  the  first  two  patients  is  somewhat  doubtful. 

In  none  of  the  cases  histologic  findings  are  recorded  which  would 
indicate  the  luetic  nature  of  the  tubal  changes.  Nevertheless  we 
find  Laffont,  who  had  no  personal  experience  with  s}^hilitic  tubes 
describe  "at  least  six  forms  of  tubal  syphilis"  (a)  congestive  tj'pe, 
usually  found  in  the  secondary  stage  of  the  disease;  ib)  catarrhal 
type,  analogous  to  the  syphilitic  coryza,  often  heredos\*philitic. 
Into  this  group  he  counts  the  blue  tubes  of  Wassiheff  which  later 
become  white  and  atrophic,  also  the  fetal  tubes  described  by  Doen- 
hoff;  (c)  gummata  (Bouchard  and  Lepine,  Fuller,  and  Whitesead); 
iji)  sclerogummatous  tubes,  more  common  than  gummatous;  (e) 
sclerotic  type,  usually  symmetric  in  both  tubes  (Doleris);  and  (/) 
sclerocystic  type,  the  most  frequent  type,  anatomically  character- 
ized by  multiple  cysts,  varying  in  dimensions,  some  with  purulent, 
others  with  serous  or  hemorrhagic  contents.  This  form  is  usually 
associated  with  ovarian  lesions  {lesions  nicer euses  des  ovaires). 

It  may  seem  superfluous  to  quote  at  such  length  Laffont,  who  has 
built  up  a  beautiful  but  somewhat  imaginary  system  of  tubal  syphiUs 
on  the  basis  of  the  scant  material  which  we  have  collected  in  this 
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chapter  and  for  the  greater  part  have  found  wanting,  were  it  not 
for  the  fact  that  his  classification  has  already  crept  into  some  of  the 
more  recent  publications. 

Without  wishing  to  detract  from  the  value  of  Wassilieff 's  observa- 
tions it  seems  strange  that  in  the  eleven  years  which  have  elapsed 
since  his  publication,  not  a  single  confirming  specimen  has  been 
obtained  among  the  tens  of  thousands  of  tubes  which  have  been 
removed.  Only  once  did  we  encounter  during  a  laparotomy  on  a 
luetic  woman  a  congested  tube  which,  by  its  color,  suggested  the 
indigo  blue  stage  of  Wassilieff's  classification,  but  the  microscopic 
picture  differed  in  nowise  from  that  of  any  chronic  salpingitis. 

SUMMARY. 

It  seems  possible  that  the  tubes  may  be  the  seat  of  luetic  lesions, 
but  the  pathological  and  clinical  material  on  record  is  yet  too  in- 
complete to  permit  of  positive  assertions.  Spirochetes  have  never 
been  found  in  the  tubes  of  syphilitic  women. 

VIII.    SYPHILIS    OF   THE   OVARIES. 

In  his  Traite  de  la  Syphilis,  published  in  1864,  Lancereaux  devotes 
several  pages  to  a  discussion  of  syphilis  of  the  ovaries.  A  study  of 
the  literature  of  the  past  fifty  years  clearly  shows  that  the  pathology 
and  symptomatology  of  ovarian  syphilis  as  described  by  the  most 
recent  writers  is  but  a  slightly  modified  version  of  the  views  of 
Lancereaux.  We,  therefore,  feel  justified  in  beginning  this  chapter 
with  an  extensive  quotation  from  this  work. 

"Astruc  speaks  of  tophus,  scirrhus,  and  of  ovarian  tumors  repre- 
senting syphiHtic  lesions,  but  what  he  says  on  this  subject  is  so 
vague  and  influenced  by  the  theories  of  his  day  as  to  be  unworthy 
of  much  attention.  After  Astruc,  Richet  is,  perhaps,  the  only  author 
who  mentions  these  changes.  Speaking  of  breast  tumors  due  to 
syphilitic  diathesis,  he  mentions  that  they  seem  to  be  analogous  to 
tumors  seen  by  him  in  the  ovaries  of  such  patients.  In  a  thesis 
presented  to  the  faculty  of  Paris  ini858  the  following  passage  occurs: 
Before  the  Anatomic  Society,  in  1858,  the  case  of  a  girl  of  twelve 
years  was  mentioned,  who  presented  gummy  tumors  of  both  ovaries, 
recognized  as  such  by  the  aid  of  the  microscope.  But  this  short 
note  leaves  at  least  room  for  doubt  concerning  the  nature  of  the 
changes  in  the  ovaries.  The  syphilitic  ovarian  lesions  which  I  have 
seen  personally  most  closely  resemble  those  of  the  testicles.  The 
diffuse  form,  or  syphilitic  ovaritis,  I  have  seen  only  in  the  atrophic 
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State,  but  it  bears  so  close  an  analogy  to  syphilitic  orchitis  that 
we  may  fairly  assume  that  it  follows  the  same  evolution,  viz.,  in 
the  beginning  there  is  a  proliferation  of  the  connective-tissue  ele- 
ments and  a  corresponding  increase  in  the  size  of  the  organ.  Later 
a  fibrous  thickening  and  induration  develops  which,  by  degrees, 
changes  into  contraction  and  atrophy.  Such  an  evolution  is  sug- 
gested by  several  of  our  cases,  where  in  women  not  yet  at  the  age 
of  the  menopause  the  ovaries  were  found  of  normal  size  or  even 
smaller,  but  entirely  fibrous,  sometimes  covered  with  scars,  and  no 
longer  containing  Graafian  follicles.  The  gummy  form  of  ovarian 
syphiUs  presents  the  closest  analogy  to  gummy  orchitis.  The 
enlarged  ovary  contains  a  soft,  dry,  yellowish  mass." 

Lancereaux  proceeds  to  quote  the  case  of  Lecorche  (No.  59)  as  an 
example  of  ovarian  gumma,  and  presents  the  histories  of  two  per- 
sonal observations  (Nos.  53,  54)  in  support  of  his  own  views  con- 
cerning "syphilitic  ovaritis."  We  have  added  in  our  collection  a 
third  history  (No.  55)  found  in  his  work.  Although  he  himself 
makes  no  claim  in  this  last  case  concerning  any  connection  between 
the  small  size  of  the  ovaries  and  the  assumed  congenital  lues  of  the 
woman  in  whom  they  were  found,  yet  this  case  has  been  quoted  by 
various  writers  as  a  positive  instance  of  ovarian  syphilis. 

Virchow  (1864)  writes:  "There  is  very  little  known  concern- 
ing syphilitic  affections  of  the  ovaries.  From  my  own  experience 
I  do  not  doubt  that  an  oophoritis  syphilitica  exists,  but  I  cannot 
say  that  this  process  ever  leads  to  anything  else  but  a  fibrous 
induration  of  the  tissues  and  its  sequelae." 

Another  pathologist,  Baumgarten  (1884),  in  describing  a  case 
of  tuberculosis  in  an  ovarian  cystoma,  discusses  the  differential 
diagnosis  from  ovarian  gumma.  He  states  in  this  connection: 
"Ovarian  syphihs  in  the  form  of  nodular  gummata,  as  far  as  I 
know,  does  not  exist." 

Two  observations  of  Hennig  have  repeatedly  been  quoted,  among 
others,  by  Orthmann.  These  have  never  been  published,  but  only 
briefly  mentioned  in  the  course  of  a  discussion.  Hennig,  in  two 
syphilitic  women,  ascertained  a  distinct  enlargement  of  the  ovaries. 
In  the  one  case  it  was  found  at  autopsy  that  the  enlargement  was 
due  to  an  edema;  furthermore,  eroded  areas  were  seen  on  the  sur- 
face of  both  ovaries.  In  the  other  case  the  ovaries  became  smaller 
after  specific  treatment.  Graefenberg,  who  also  mentions  these 
two  cases,  challenges  their  value  in  the  question  of  ovarian  syphilis. 

There  are  in  literature  only  three  other  records  of  tumefactions 
in  ovaries  presumably  due  to  a  syphilitic  infection  (Nos.  40,  73  and 
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104).  The  first  case  is  the  unique  observation  of  Hoffmann,  in 
which  an  extensive  gummatous  process  also  involved  the  ovaries. 
This  case  has  repeatedly  been  mentioned  in  our  paper.  The  next 
case,  reported  by  Meslay,  does  not  contain  the  slightest  proof  that 
the  diffuse  mass,  which  later  disappeared  under  specific  treatment, 
actually  was  a  gumma,  and,  indeed,  Potherat,  in  discussing  this  case, 
expresses  the  belief  that  more  probably  it  was  an  inflammatory  mass, 
a  phlegmon  of  the  broad  ligament.  The  last  case  (No.  104)  recorded 
by  Schaeffer  suggests  the  possibility  of  ovarian  gumma,  but  the 
author  himself  is  cautious  in  his  assertions. 

We  must,  therefore,  agree  with  Meyer,  who  as  late  as  1913  stated 
that  literature  does  not  contain  a  single  well-authenticated  record 
of  gumma  formation  in  the  ovary. 

Modern  literature  concerning  manifestations  of  syphilis  in  the 
ovaries  other  than  gumma  begins  with  Ozenne  (1898)  (Nos.  85  and 
86).  In  a  paper  read  before  the  Gynecologic  Congress  in  Rouen 
(1904)  he  differentiates  between  two  forms  of  syphilitic  ovaries,  the 
hypertrophic  (sclerotic)  and  the  atrophic,  the  latter  being  simple  or 
cystic.  Franceschini  (1909),  quoting  Ozenne,  speaks  of  a  secondary 
manifestation  of  ovarian  syphilis,  appearing  within  a  month  after 
the  infection,  which  affects  only  one  ovary  and  is  occasionally  ac- 
companied by  fever.  In  his  opinion  this  secondary  luetic  oophoritis 
occurs  rather  frequently,  is  usually  not  recognized,  but  explains  ob- 
scure cases  of  leukorrhea  and  dysmenorrhea.  It  is  distinctly  differ- 
ent from  a  sclerotic  form  of  luetic  ovary  which  is  seen  only  in  the 
tertiary  stage  when  it  causes  metrorrhagias. 

The  most  expensive  description  of  the  pathology  of  syphilitic 
oophoritis  is  presented  by  Dalche  and  Fouquet:  Syphilis  affects 
the  ovaries  either  alone  or  together  with  the  uterus  and  tubes. 
In  the  latter  case  the  ovarian  lesion  dominates  the  clinical  picture, 
a  fact  in  harmony  with  the  relative  prominence  of  ovarian  function. 
The  ovary  at  first  becomes  congested,  it  is  found  enlarged  and  red 
in  color.  Repeated  congestions  of  this  sort  finally  lead  to  typical 
alterations  in  the  vessels.  Specific  arteritis  ends  in  complete 
angiosclerosis  which  finally  may  find  its  expression  in  ovarian 
hemorrhages  (a  theory  accepted  by  Oehmann).  The  resulting  irri- 
tation leads  first  to  disseminated  sclerosis  and  finally  to  a  total 
sclerosis,  manifesting  itself  in  the  form  of  amenorrhea  and  sterility. 
A  thickening  of  the  tunica  albuginea  causes  the  formation  of  re- 
tention cysts  and  the  writers,  in  this  connection,  state  their  belief 
that  many  of  the  cystic  ovaries  found  during  operations  owe  their 
existence  to  syphiHs.     Gummata  may  form  in  the  neighborhood 
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of  obliterated  vessels  and  are  usually  combined  with  sclerotic 
changes,  thus  giving  rise  to  the  "  sclerogummatous  syphilitic  ovary," 
which  may  rupture  and  lead  to  the  formation  of  peritoneal  adhesions. 
It  is  impossible  to  determine  just  how  far  these  views  of  Dalche 
and  Fouquet  are  based  on  anatomical  material  obtained  at  opera- 
tion or  autopsy,  and  how  much  they  have  been  influenced  by  the 
writings  of  preceding  authors.  Dalche  and  Fouquet  are  quite  in 
harmony  with  Franceschini's  views  and  accept  his  comparison  be- 
tween the  syphilitic  lesions  of  ovary  and  testicle.  Franceschini 
again  quotes  Ozenne  as  his  authority,  and  if  we  go  fifty  years  back 
we  find  that  this  teaching  originated  from  a  mere  assumption  by 
Lancereaux. 

The  evidence  brought  before  us  is  too  meager  to  be  accepted  as 
conclusive.  In  not  a  single  instance  has  a  microscopic  examina- 
tion been  made.  In  Ozenne's  case  (No.  85)  bilateral  oophorectomy 
was  performed,  and  solid  tumors,  the  size  of  small  eggs,  "arising 
from  sclerotic  ovaries,"  were  removed.  On  section  these  tumors 
were  hard  and  seemed  to  consist  of  fibrous  tissue,  but  the  histologic 
examination  is  lacking.  The  existence  of  s^'philitic  oophoritis  is 
as  yet  far  from  being  proved.  Spirochetes  have  been  found  in  the 
ovaries  of  luetic  fetuses,  and  even  in  the  ovum  itself,  by  Hoffmann 
and  Wolters,  Bab,  Levaditi  and  Sauvage,  Mcintosh  and  others,  but 
never  in  the  ovaries  of  adult  women.  Comparisons  between  the 
fetal  and  adult  ovary  are  not  permissible,  and  the  contention  of 
Ozenne  and  his  followers  that  the  " sclerocystic  ovary"  represents 
a  typical  tertiary  lesion  seems  to  us  as  questionable  as  it  did  to 
Pichevin. 

In  a  number  of  instances  the  luetic  character  of  an  ovarian  en- 
largement has  been  deduced  from  its  reduction  in  size  after  specific 
treatment  had  been  instituted.  This  naturally  leaves  out  sclerotic 
or  sclerocystic  ovaries  which  are  supposed  to  represent  the  most 
common  type,  and  can  apply  only  to  cases  of  acute  swelling  in  the 
earher  stages  of  the  disease  (Franceschini).  The  difficulty,  however, 
to  exclude,  in  a  given  case,  physiologic  fluctuations  in  the  size  of  the 
ovaries,  or  the  influence  of  other  factors,  gonorrhea  for  instance, 
seems  almost  insurmountable.  Equally  the  symptom  of  pain  can- 
not be  relied  upon  in  the  diagnosis  unless  it  occurs  only  at  night, 
when  it  would  more  likely  betray  its  specific  origin. 

Lancereaux,  Dalche,  Klebs,  Kurz  and  others  consider  amenorrhea 
and  sterility  a  natural  and  common  sequel  to  luetic  infection  which, 
by  a  total  sclerosis  of  the  ovary,  destroys  the  Graafian  follicles. 

If  this  were  true  the  problem  of  hereditary  syphilis  would  not 
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need  to  engross  the  interest  of  the  medical  world.  The  fact  remains, 
however,  that  amenorrhea  is  frequently  noticed  in  the  course  of 
syphilis,  and  only  the  assumed  relationship  between  amenorrhea 
and  syphilis  of  the  ovary  requires  a  brief  discussion.  Three  cases 
of  Meirowsky  and  Frankenstein  and  nine  observations  made  by 
Wagon  may  be  consulted  in  the  collection  of  case  reports.  In 
our  own  material  we  have  been  impressed  by  the  frequency  of 
amenorrhea  and  select  for  illustration  the  following: 

PERSONAL   OBSERVATION  XI\'. 

I.  C.  (Adm.  No.  12452-15),  colored,  aged  thirty  years.  Entered 
hospital  December  27,  1915.  Menstruation  first  when  fifteen, 
always  regular,  lasting  five  days,  profuse,  no  pain.  Has  never 
conceived.  Denies  sexual  relations  prior  to  marriage  four  years 
ago.  Treated  in  this  hospital  for  "sore"  in  vagina  a  short  time 
after  marriage.  Had  an  eruption  over  entire  body  three  years 
ago.  Since  then  amenorrhea.  Present  complaints:  fast  heart 
action,  swollen  feet,  sore  throat,  unable  to  eat,  headaches,  hot 
flushes,  paresthesias.  Patient  appears  very  sick;  is  emaciated, 
anemic,  and  dyspneic.  Large  scars  of  old  syphilitic  lesions  scattered 
all  over  body.  Ulcer  on  right  leg.  Generahzed  adenopathy; 
cervical  and  epitrochlear  glands  particularly  large. 

Diagnosis  of  visiting  internist :  Syphilitic  myocarditis  and  pharyn- 
gitis. 

January  i,  191 6.  After  four  days  of  mbced  treatment  patient 
is  much  improved.  Throat  less  sore.  Patient  now  able  to  eat 
some  solid  food.  Gynecologic  examination:  Vulva  and  vagina 
present  senile  conditions.  Uterus  in  retroversion,  very  small. 
Cervix  atrophic;  anterior  lip  not  palpable.     Adnexa  not  palpable. 

Diagnosis:  sv-philitic  amenorrhea. 

Do  these  cases  of  amenorrhea  prove  the  existence  of  a  specific 
lesion  of  the  ovary  with  destruction  of  the  Graafian  follicles?  In 
the  light  of  our  modern  conceptions,  amenorrhea  expresses  cessation 
of  ovulation,  and  ovulation  may  be  suspended  temporarily,  and 
only  very  seldom  permanently,  by  any  marked  weakening  influence 
upon  the  general  system.  Thus  typhoid,  diabetes,  hyperthyroidism, 
obesity  may  cause  amenorrhea.  Just  as  in  pulmonary  tuberculosis, 
amenorrhea  is  common  without  a  local  tuberculous  process  in  the 
ovaries,  so  may  sj'philis  prevent  ovulation  by  its  effect  upon  the 
general  health  which,  as  we  have  mentioned  in  Section  II,  is  more 
deeply  affected  in  women  than  in  men.  This  explanation  is  in  full 
harmony  with  the  general  experience  that  menstruation  reappears 
after   specific   treatment '  as   the   general   health    improves.     The 
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phenomenon  of  amenorrhea  cannot  be  adduced  as  proof  of  the  ex- 
istence of  luetic  lesions  in  the  ovary. 

The  question  of  metrorrhagia  as  the  expression  of  ovarian  s}^hilis 
will  be  dealt  with  in  a  later  chapter. 

SUMMARY. 

Various  changes  in  the  ovaries  (simple  enlargement,  syphilitic 
oophoritis,  tertiary  sclerosis  of  ovary,  ovarian  gumma)  have  been 
described  as  typical  expressions  of  the  secondary  and  tertiary 
stages  of  luetic  infection,  but  in  no  instance  (with  the  possible 
exception  of  Hoffmann's  case)  has  positive  proof  been  furnished  that 
such  alterations  are  actually  due  to  a  local  luetic  process. 

The  fact  that  in  some  syphilitic  patients  either  an  amenorrhea  or, 
more  commonly,  a  metrorrhagia  disappears  after  specific  medication 
cannot  be  accepted  as  evidence  of  a  syphilitic  ovarian  lesion. 
Spirochetes  have  as  yet  not  been  demonstrated  in  the  ovaries  of 
adults. 

DC.    SYPHILIS    OF   THE   PELVIC   CELLULAR   TISSUE. 

Theoretically,  primary  or  secondary  lesions  of  the  pelvic  con- 
nective tissue  and  its  peritoneal  covering  would  seem  possible 
from  the  infectiousness  of  syphilitic  sperma  and  the  motility  and 
penetrating  power  of  the  Spirocheta  pallida.  As  a  matter  of  fact, 
however,  only  the  tertiary  form  of  syphilis  has  been  observed  in 
the  cellular  tissue  of  the  pelvis.  There  are  so  few  cases  of  pelvic 
gumma  on  record  that  no  estimate  of  its  relative  frequency  can  be 
made.  Bernutz  (as  quoted  by  Neumann)  in  an  analysis  of  ninety- 
nine  cases  of  pelvic  peritonitis  believes  that  two  of  these  had  their 
origin  in  syphilitic  lesions  of  the  cervix,  but  he  adds  that  tertiary 
ulcerations  of  the  rectum  are  more  apt  to  extend  to  the  pelvic  peri- 
toneum. The  affection  is  essentially  a  gummatous  infiltration  of  the 
cellular  tissue  associated  with  the  formation  of  peritoneal  pseudo- 
membranes  and  adhesions.  The  posterior  culdesac  may  contain  a 
free  or  encapsulated  serous  exudate  with  small  fibrinous  flakes. 
Ordinarily  the  pelvic  cavity  is  filled  with  a  mass  which  involves 
the  intrapelvic  structures  and  effaces  all  anatomical  landmarks. 

Avery  similar  description  of  pelvic  gumma  is  given  by  Barthelemy. 

The  diagnosis  of  this  affection  is  extremely  difficult;  in  fact,  in 
almost  every  instance  has  the  condition  at  first  been  diagnosed  as  a 
malignant  process.  On  account  of  its  great  practical  importance 
we  have  felt  justified  in  including  in  the  collection  of  case  reports 
three  observations  made  on  male  patients. 

Fournier  (No.  28)  discovered  in  the  pelvis  of  a  man  a  diffuse  mass, 
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apparently  involving  bladder  and  rectum.  Three  other  prominent 
physicians  confirmed  the  diagnosis  of  a  malignant  process.  There 
was  no  history  and  no  evidence  of  an  acquired  syphilitic  infection; 
certain  features,  however,  suggested  the  possibility  of  hereditary 
lues.  Specific  treatment  was  followed  by  complete  cure.  It  was 
this  observation  which  induced  Loeb  (No.  65)  to  record  similar  find- 
ings made  in  a  man  with  acquired  syphilis.  The  diagnosis  was  osteo- 
sarcoma of  the  pelvis.  At  autopsy,  gummata  were  found  in  the 
liver  and  other  organs,  and  the  writer  concluded  from  this  that  the 
pelvic  mass,  too,  represented  a  gummatous  process.  A  similar  case 
has  been  reported  by  Mouchet  and  Nicolaidi  (No.  79).  A  man  had 
a  large  hard  pelvic  mass  suggestive  of  a  cancerous  growth  which  dis- 
appeared under  specific  treatment.  In  this  case  the  infection  per- 
sumably  was  hereditary.  Reed  (No.  98)  in  his  text-book  Diseases 
of  Women,  merely  states  that  he  has  removed  a  gumma  the  size  of 
a  man's  fist  from  the  broad  ligament.  The  case  detailed  by  Lance- 
reaux  (No.  56)  is  very  instructive.  A  hard  mass  in  the  pelvis  of  a 
woman  was  diagnosed  carcinoma.  The  case  was  obviously  inop- 
erable, and  although  there  was  no  history  of  syphilis  an  experiment 
was  made  with  potassium  iodide.  Much  to  Lancereaux's  surprise 
the  tumor  disappeared  and  the  patient  was  restored  to  perfect  health 
within  two  months.  Osier  and  Churchman  refer  to  the  pubhcation 
by  Herxheimer  of  a  case  in  which  a  pelvic  gumma  between  bladder 
and  rectum  had  erroneously  been  diagnosed  as  carcinoma.  We  have 
been  unable  to  locate  the  original  report. 

The  following  case  represents  a  typical  pelvic  gumma: 

PERSONAL   OBSERVATION  XV. 

J.  L.  (Adm.  No.  4048-15),  colored,  twenty-eight  years  old. 
Menstruation  first  at  fifteen  and  a  half;  regular;  lasting  three 
days,  small  amount;  very  little  pain.  In  past  two  years  menses 
occur  at  two,  three,  and  four  months'  intervals,  lasting  from  one 
to  one  and  a  half  days,  without  pain,  very  scant  and  pale;  last 
menstruation  several  months  ago.  No  miscarriage.  One  normal 
confinement  ten  years  ago;  child  alive  and  well.  Unable  to  state 
time  of  infection. 

Vaginal  discharge  for  last  three  months  very  profuse,  at  first 
thick  and  yellow,  then  watery,  now  tinged  with  blood.  Suffering 
for  past  month  with  pain  in  right  lower  quadrant  of  abdomen; 
also  swelling  of  vulva  and  of  right  leg. 

June  27,  1915.  Examination:  Marked  cachexia.  Wassermann 
-| — I — h  +•  Skin  of  abdomen  wrinkled.  Abdominal  walls  thin; 
gaseous  distention.  Entire  mons  Veneris  edematous.  Left  femoral 
glands  enlarged,  indolent.     Right  inguinal  glands  not  palpable  in 
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the  edematous  tissues.  In  right  inguinocrural  fold  there  are  two 
oblong  ulcerations  parallel  to  one  another,  each  about  one  and  a 
half  inches  in  length.  On  pressure  over  mons  Veneris  a  large 
amount  of  thin,  yellowish  greenish,  not  offensive  pus  exudes  from 
the  median  ulcer.  Both  ulcerations  covered  with  necrotic,  slough- 
ing tissue;  both  painful  to  touch.  The  right  inguinal  region  is 
occupied  by  a  hard  mass  which  rises  from  the  pelvic  and  extends 
upward  one  finger's  breadth  above  Poupart's  ligament;  pressure 
above  this  mass  at  the  level  of  the  anterior-superior  spine  is  painful 
without  any  palpatory  findings. 

Clitoris  and  prepuce  edematous,  forming  a  tumor  the  size  of  a 
cherry.  Both  labia  majora  and  minora  swollen,  the  right  ones 
more  so  than  the  left.  Greenish  pus  oozes  from  the  vulvar  opening 
which  is  occluded  by  the  swollen  labia.  On  separating  the  latter 
a  shallow  ulceration  is  found  on  the  inside  of  the  right  labium  minus. 
The  ulcer  has  the  size  of  a  five-cent  piece,  is  tender  on  touch,  with 
sharp,  somewhat  serpiginous  edges  and  an  irregular  base  which  is 
covered  with  fresh  granulations.  There  is  no  secretion  and  only  a 
slight  induration. 

The  edges  of  the  urethral  orifice  are  edematous.  By  digital 
examination  the  entire  urethral  tube  feels  indurated  to  about 
three  times  its  normal  size.  Vagina  long.  Cervix  normal  shape 
and  normal  position.  In  the  right  upper  half  of  the  anterior 
vaginal  wall  there  is  an  infiltration  of  stony  consistency  which 
blends  with  the  urethra.  This  infiltration,  which  extends  later- 
ally to  the  pelvic  wall,  is  contiguous  with  the  suprapubic  mass 
described  above.  It  is  immovable,  poorly  defined,  not  tender, 
apparently  flat,  disc-like.  The  uterus  cannot  be  palpated  as 
such;  it  seems  to  form  part  of  the  induration.  No  fever.  No 
hyperleukocytosis. 

Diagnosis:  An  inflammatory  lesion  can  be  excluded.  The 
chronicity  of  the  affection  together  with  the  positive  result  of 
Wassermann  and  the  characteristic  aspect  of  the  swelling  of  the 
external  genitalia  lead  to  the  diagnosis:  gummous  infiltration 
of  the  pelvic  cellular  tissue. 

July  13.  Salvarsan  0.6  intravenously;  also  daily  inunctions 
of  mercury  and  potassium  iodide  internally. 

July  16.  Subjective  improvement  immediate.  Objectively  the 
edema  of  mons  Veneris  has  disappeared  and  the  purulent  secretion 
from  the  ulcer  in  the  right  groin  is  perceptibly  reduced.  Swelling 
of  the  vulva  practically  disappeared;  in  particular,  clitoris  and 
prepuce  have  again  assumed  normal  proportions. 

July  31.  Ulcers  in  right  groin  more  shallow  and  tenderness 
almost  absent.  Tumor  mass  only  half  its  former  size,  no  longer 
palpable  from  above.     Patient  no  longer  cachectic. 

August  2.     Patient  insists  on  leaving  hospital. 

The  foregoing  case  illustrates  clearly  the  wide  extent  of  gummatous 
infiltration  of  the  pelvic  cellular  tissue.  The  process  had  started  in 
the  right  half  of  the  pelvis,  extended  downward  into  the  vesicovaginal 
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septum,  forward  into  the  cavum  Retzii  and  the  tissues  of  the  mons 
Veneris,  and  laterally  beyond  the  left  edge  of  the  uterus,  so  that  the 
latter  formed  an  indistinguishable  part  of  the  whole.  The  absence 
of  fever  and  hyperleukocytosis  permitted  the  exclusion  of  a  para- 
metric exudate;  the  youth  of  the  patient  argued  to  a  certain  extent 
against  the  assumption  of  malignancy;  while  the  result  of  the 
Wassermann  test  and  the  familar  aspect  of  the  syphilitic  alterations 
of  the  vulva,  the  stony  hardness  of  the  mass,  and  the  absence  of 
pain  on  pressure  indicated  syphilis.  The  tenderness  above  the 
tumor  could  well  be  explained  by  a  secondary  irritation  of  the 
peritoneum  such  as  described  by  Bernutz  and  Barthelemy.  The 
immediate  result  of  specific  treatment  confirmed  our  diagnosis. 
It  was  unfortunate  that  the  patient  insisted  on  leaving  the  hospital 
as  soon  as  she  felt  improved.  We  have  tried  in  this  as  in  other 
cases  to  trace  her  through  our  Social  Service  Department  but  have 
not  been  successful.  All  those  who  are  in  charge  of  negro  wards 
know  how  hard  it  is  to  keep  these  patients  in  the  hospital,  once 
they  feel  a  little  better. 

A  less  extensive  involvement  of  the  pelvic  connective  tissue  was 
present  in  our  Cases  VI  and  X.  In  both  cases,  there  was  a  gumma 
of  the  cervix,  and  the  parametria  showed  an  infiltration  very  similar 
to  that  seen  in  carcinoma,  which  immobilized  the  cervix. 

SUMMARY. 

Syphilis  of  the  pelvic  cellular  tissue  appears  in  the  form  of  a 
diffuse  gummatous  infiltration  which  secondarily  involves  the  pelvic 
peritoneum.  To  the  few  cases  on  record  a  personal  observation 
has  been  added.  In  almost  all  instances  a  wrong  diagnosis  of 
malignancy  has  been  made.  In  our  own  case  the  positive  outcome 
of  the  Wassermann  reaction  together  with  other  unmistakable  signs 
of  tertiary  syphilis  about  the  outer  genitals  aided  in  arriving  at  the 
correct  diagnosis.  Specific  treatment  produces  amazingly  quick 
improvement  of  an  apparently  hopeless  condition. 

X.    SYPHILIS   AND   METRORRHAGIA. 

A  glance  through  the  collection  of  147  cases  of  syphilis  of  the 
internal  genitals  shows  that  uterine  hemorrhage  is  mentioned  as 
the  predominant  symptom  in  fifty-seven.  It  is  usually  regarded 
as  the  manifestation  of  a  syphilitic  lesion  of  the  uterus,  in  rarer 
instances  that  of  luetic  affections  of  the  tubes  or  ovaries. 

The  following  questions  suggest  themselves. 

(i)  Is  there  any  causal  relationship  between  syphilis  and  uterine 
hemorrhage? 
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(2)  Does  uterine  hemorrhage  in  a  syphilitic  subject  denote  the 
presence  of  a  syphiUtic  lesion  in  the  uterus? 

(3)  Does  such  a  hemorrhage  signify  a  local  luetic  affection  of 
the  uterine  appendages? 

SyphiHtic  hemorrhages  are  generally  characterized  as  beginning 
in  the  form  of  menorrhagias  which  gradually  change  into  metror- 
rhagias and  prove  refractory  to  the  customary  modes  of  treatment. 
Cessation  of  bleeding  under  specific  therapy  clinches  the  diagnosis. 

There  is  a  flaw  in  this  way  of  reasoning.  Diagnosis  exjuvantibus, 
once  so  popular  in  medicine,  is  gradually  being  eliminated  by 
newer  and  more  precise  methods  of  diagnosis.  In  the  case  of  syphiUs 
these  modern  methods  are  the  demonstration  of  the  Spirocheta 
pallida  and  the  Wassermann  reaction.  While  the  fact  is  definitely 
estabUshed  that  the  customary  antis>^hilitic  therapy  has  a  decisive 
effect  on  certain  luetic  lesions  or  symptoms,  yet  it  must  be  borne 
in  mind  that  salvarsan,  mercury,  and  potassium  iodide  may  be 
employed  successfully  also  in  other  nonspecific  conditions.  We 
refer,  parenthetically,  only  to  the  recent  successes  with  neosalvarsan 
in  the  treatment  of  gonorrhea  reported  by  Stuehmer,  Henck,  Janet 
and  Levy-Bing.  It  is,  therefore,  too  sweeping  a  statement  to  say 
that  an  etiologically  obscure  lesion  or  symptom  must  needs  be 
syphilitic  because  it  yielded  to  antisv-philitic  treatment. 

How  does  all  this  apply  to  metrorrhagia?  Let  us  first  consider 
briefly  the  changes  in  our  views  within  the  last  five  or  six  decades 
concerning  the  etiology  of  uterine  hemorrhages.  Scanzoni's  teach- 
ings (i860)  concerning  metritis  seemed  quite  satisfactory  until  about 
1870,  when  under  the  influence  of  Olshausen  the  uterine  curet 
came  into  general  use  and  made  us  famiUar  with  the  histologic 
picture  of  the  endometrium.  This  led  to  the  doctrine  of  endo- 
metritis as  the  cause  of  metrorrhagia,  a  misconception  which 
has  been  corrected  by  Hitschmann  and  Adler  only  in  the  most  recent 
years.  Frequent  failures  in  the  treatment  of  metrorrhagias  by 
curettage  had  given  rise  to  various  theories.  Theilhaber  ascribed 
hemorrhages  to  insufficiency  of  the  muscular  elements,  Anspach 
to  that  of  the  elastic  tissue  of  the  uterine  wall,  while  Ehrenfest 
assumed  anomalies  in  the  innervation  of  the  myometrium.  Sclerotic 
changes  in  the  uterine  vessels  have  been  regarded  as  an  etiologic 
factor  from  the  days  of  Cornil  (1888)  to  Gardner  and  Goodall 
(1906). 

As  regards  the  syphilitic  uterus  in  particular,  endarteritic  and 
periarteritic  changes  were  adduced  to  explain  hemorrhages  by 
Bonnet   (1886),   Gelli   (1896),   and   Morisani   (1901);   and   Spinelli 
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(1901)  summed  up  the  prevailing  views  in  the  words:  "A  metror- 
rhagia resisting  all  treatment  is  a  positive  sign  of  latent  syphilis  which 
has  caused  endarteritis  in  the  vessels  of  the  endometrium."  After 
Recasens,  Franceschini  (1909),  and  Jaworski  (191 1)  had  expressed 
themselves  along  similar  lines,  the  theory  of  the  angiosclerotic 
etiology  of  syphilitic  hemorrhages  seemed  to  have  been  placed  on  a 
firm  basis.  The  literature  on  hereditary  lues,  too,  furnished  a 
widely  quoted  instance  of  syphilitic  uterine  "hemorrhage."  This 
was  the  case  of  Joukowsky  (No,  49),  where  a  heredosyphihtic  child, 
born  deeply  asphyxiated,  died  five  days  after  birth,  "after  persistent, 
though  slight,  bloody  discharge  from  the  vagina  which  had  lasted 
one  day."  At  autopsy,  hemorrhagic  areas  were  found  in  the  fundus; 
the  arteries  showed  endarteritic  changes,  several  smaller  arteries 
being  entirely  obliterated. 

On  the  other  hand  there  is  abundant  evidence  at  hand  to  prove 
that  angiosclerosis  is  not  essentially  a  syphilitic  phenomenon  and 
that  angiosclerosis  stands  in  no  relationship  to  uterine  hemorrhage. 
We  need  but  refer  to  Pankow,  who  found  sclerosis  of  the  vessels  in 
the  uterus  of  the  multiparous  woman  in  every  one  of  the  many 
cases  examined,  and  to  Proesser  (as  quoted  by  Lewis  Watson  Smith 
in  1914),  who  examined  microscopically  200  uteri  and  found  some 
degree  of  angiosclerosis  in  all  of  them.  Among  these  there  were 
cases  without  hemorrhage,  but  with  a  very  marked  angiosclerosis, 
and  others  with  only  slight  sclerotic  changes,  but  with  a  history 
of  profuse  hemorrhages.  Smith  justly  concludes:  "Sclerosis  of  the 
uterine  vessels  has  nothing  to  do  with  hemorrhage;  it  is  only  a 
complication  of  a  condition  outside  the  uterus  which  is  the  cause 
of  hemorrhage." 

The  oft-made  assertion  that  the  specific  effect  of  potassium  iodide 
on  sclerosed  vessels  causes  cessation  of  hemorrhages  requires  a 
different  interpretation.  The  beneficial  influence  of  potassium 
iodide  cannot  be  questioned,  but  it  is  not  due  to  any  direct  influence 
upon  the  sclerosed  uterus. 

To  sum  up:  Metrorrhagia  is  not  necessarily  a  syphilitic  symptom 
nor  can  it  be  explained  as  the  result  of  any  local  condition  in  the  uterus. 
It  cannot,  therefore,  he  regarded  as  a  typical  symptom  of  uterine 
syphilis.  This,  of  course,  does  not  exclude  the  possibility  that  in  a 
syphilitic  bleeding  uterus  there  may  be  changes  in  the  endometrium, 
such  as  we  have  mentioned  in  a  previous  chapter,  but  these  are  not 
the  cause  of  hemorrhages.  Moreover,  in  the  most  obstinate  cases 
of  obscure  metrorrhagias  the  endometrium  has  often  been  found 
normal  or  even  atrophic. 
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We  shall  have  made  a  great  step  forward  in  this  whole  question 
if  we  accept  the  ovarian  origin  of  all  uterine  hemorrhages  save 
those  caused  by  abortion,  polyps,  and  carcinoma.  This  modern 
doctrine  has  influenced  the  views  of  Ozenne,  Siredey,  Bab  and  others 
with  regard  to  sj-philitic  hemorrhages.  Dalche  holds  the  S}T3hilitic 
ovary,  in  its  first  stage  of  swelling,  responsible  for  metrorrhagia  and, 
in  its  later  stage  of  sclerosis,  for  amenorrhea.  Muratow  follows 
Dalche's  lead.  Other  writers,  e.g.,  Jouen  and  WassiliefiF,  somewhat 
confuse  the  issue  by  attributing  the  causation  of  uterine  hemorrhage 
also  to  the  affected  tubes. 

Does  this  mean  that  in  cases  of  uterine  hemorrhages  the  ovary 
must  be  the  seat  of  a  specific  lesion? 

Generally  speaking  the  function  of  the  ovary  may  become  ab- 
normal either  from  a  disturbance  in  the  organism  at  large  or  from 
a  local  affection  of  the  ovarian  tissue  proper,  an  infection,  conges- 
tion, tumefaction,  or  the  like.  The  disturbed  activity  of  the  ovary 
expresses  itself  in  disturbances  of  menstruation  both  in  the  form 
of  amenorrhea  and  of  monorrhagia  or  metrorrhagia.  We  have 
spoken  above  of  amenorrhea  due  to  temporary  suppression  of 
ovarian  function,  which  in  turn  has  been  brought  about  by  syphilis. 
Conversely,  Audrain  suggests  that  toxins  liberated  by  spirochete 
may  stimulate  various  organs  to  hyperfunction.  Dalche  and  Fou- 
quet  surmise  that  in  certain  syphilitic  metrorrhagias,  the  genital 
organs  themselves  are  quite  intact,  but  that  the  syphilitic  virus  has 
affected  the  thyroid,  adrenals,  or  hypophysis  and  thereby  caused  a 
disturbance  of  equilibrium  in  the  chain  of  the  glands  of  internal 
secretion.  Observations  quoted  by  them  from  Laschkewitsch, 
Ozenne,  Edmond  Fournier,  and  Gaucher  and  Solin  seem  to  refer 
to  cases  of  heredosyphilis.  Goldenstein  assumes,  in  luetic  metror- 
rhagias, a  general  diathesis  comparable  to  that  of  malaria  and 
diabetes. 

These  quotations  suggest  the  possibility  of  metrorrhagias  in 
syphilitic  subjects  without  any  local  lesion  in  the  ovary  itself. 

As  to  local  specific  lesions  in  the  ovary,  we  have  pointed  out  in 
a  preceding  chapter  that  the  parasites  have  never  yet  been  found 
in  the  ovaries  of  the  adult  woman.  It  is  possible  that  in  syphilis 
as  in  other  infectious  diseases  (parotitis,  scarlatina),  the  ovary  may 
become  inflamed,  and  we  have  already  referred  to  the  acute  swelling 
of  the  ovary  in  earlier  stages  of  the  disease,  as  claimed  by  Frances- 
chini,  although  it  is  hard  to  understand  why  only  one  ovary  should 
be  affected.  Such  a  toxic  oophoritis  might  easily  cause  metror- 
rhagias, and  the  latter  would  cease  promptly  upon  specific  treat- 
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ment  because  the  ovary  would  be  benefited  indirectly  by  the 
treatment. 

We  have  seen  above  that  the  most  frequent  type  of  ovarian 
syphihs  is  supposed  to  be  the  sclerotic  or  sclerogummatous  and 
sclerocystic  ovary,  and  we  have  expressed  our  doubt  as  to  whether 
these  forms,  which  we  see  so  frequently,  have  in  reality  anything 
to  do  with  syphilis.  If  such  ovaries  were  the  cause  of  uterine 
hemorrhages,  it  seems  difficult  to  explain  how  cessation  of  bleed- 
ing could  be  brought  about  so  promptly  by  medication,  inasmuch  as 
S}^hilographers  rather  generally  admit  the  sclerotic  changes  can- 
not well  be  influenced  by  potassium  iodide. 

The  literature  of  sx-philitic  hemorrhages  contains  very  little  in- 
formation regarding  the  size  of  the  ovaries.  They  were  enlarged 
in  the  two  patients  of  Jaworski  (Nos.  44,  46),  one  of  whom  positively, 
the  other  probably,  had  gonorrhea.  In  three  cases  of  Ozenne  (Nos. 
85,  86,  88)  the  ovary  is  described  as  large,  and  only  in  the  case  of 
Bouilly  (No.  16)  is  it  spoken  of  as  small,  but  in  this  case  the  diag- 
nosis of  syphilis  is  far  from  certain. 

Our  personal  opinio?i  is  this,  that  metrorrhagias  in  a  syphilitic 
woman  do  not  signify  the  presence  of  a  specific  lesion  in  the  ovary. 

We  believe  that  syphilis,  by  tht  infection  of  the  entire  organism, 
produces  in  some  cases  directly  or  indirectly  disturbances  in  the  function 
hut  not  the  tissue  of  the  ovary  and  that  these  ovarian  disturbances  cause 
menstrual  disturbances  in  the  form  of  hemorrhages.  We  add  to  this, 
however,  that  only  in  thirty-three  out  of  fifty-seven  cases  of  uterine 
hemorrhage  collected  from  literature  could  we  accept  the  diagnosis 
of  syphilis  as  established.  In  one  case  (No.  116),  to  give  an  illus- 
tration of  the  validity  of  some  of  the  reports,  the  only  symptom  upon 
which  the  diagnosis  is  based  is  loss  of  hair,  in  a  woman  aged  sixty- 
three  years. 

There  is  one  more  point  which  to  us  disproves  the  possibility  of 
local  lesions  either  in  the  uterus  or  ovary  as  the  cause  of  uterine 
hemorrhages,  namely,  the  effect  of  antiluetic  therapy,  or,  more 
specifically,  the  time  required  for  successful  treatment.  In  most 
cases  the  cure  is  described  as  "prompt"  or  "final."  In  some  in- 
stances, the  effect  is  amazingly  quick.  In  the  case  of  Guillemot 
(No.  30)  the  hemorrhage  ceased  three  days  after  the  first  calomel  in- 
jection. De  Pace's  patient  (No.  21)  was  cured  within  fifteen  days. 
Gelli's  case  (No.  38)  infected  twenty-four  years  previously,  had  been 
flowing  slightly,  but  continuously,  for  five  months;  she,  too,  was 
cured  in  fifteen  days.  Laffont's  patient  (No.  51),  syphilitic  for  more 
than  nine  years,  was  restored  to  health  in  three  weeks.     On  the 
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average  four  to  eight  weeks  have  been  required  to  relieve  the  pa- 
tients from  their  hemorrhages. 

It  is  extremely  difficult  to  see  how  a  sclerosis  of  the  uterine  or 
ovarian  vessels  could  have  possibly  been  eliminated  in  three  or 
fifteen  or  even  twenty-one  days,  and,  in  fact,  everything  points  to 
this:  that  metrorrhagias ,  if  at  all  due  to  syphilis,  are  caused  by  disturbed 
ovarian  function  but  not  by  localized  lesions. 

But  is  there  enough  ground  to  ascribe  metrorrhagias  in  all  syphi- 
litic women  to  this  disease?  The  frequency  of  positive  Wasser- 
mann  reactions  in  such  patients  would  suggest  an  affirmative  answer. 
Runge  had  a  positive  Wassermann  in  almost  all  of  his  fifteen  patients 
with  obscure  metrorrhagias  and  cured  a  number  of  them  by  specific 
treatment.  Schumann  reported  similar  success  in  two  cases. 
Whitehouse,  in  an  interesting  and  most  up-to-date  contribution,  found 
Wassermann  positive  in  seven  out  of  sixteen  cases  of  metrorrhagia, 
i.e.,  in  43.75  per  cent.  Griffith,  quite  logically,  stated  that  this 
high  percentage  does  not  prove  the  etiologic  relation  between 
metrorrhagia  and  syphilis.  We  need  but  refer  to  the  statistics  of 
Mcllroy  and  Watson,  quoted  in  Chapter  II,  and  the  recent  investi- 
gations of  Horner.  There  is,  further,  to  be  considered  the  fre- 
quency of  coexistence  of  syphilis  and  gonorrhea.  The  one  gives 
the  positive  reaction,  the  other  possibly  causes  the  hemorrhage. 
Then,  too,  most  of  the  metrorrhagias  in  the  appended  case  reports 
occurred  in  parous  women,  many  of  them  with  the  history  of  previous 
miscarriages  upon  which  alone  the  diagnosis  of  s}^hiUs  is  only  too 
often  based.  Thus  a  luetic  woman  may  present  herself  in  the  clinic 
for  the  treatment  of  metrorrhagias  which  have  nothing  to  do  with 
her  syphilis  but  are  the  sequels  of  former  abortions. 

SUMMARY. 

Syphilis  may  be  the  causative  factor  of  disturbed  menstrual 
function  for  various  reasons.  Impairment  of  general  health,  and 
disorder  in  the  harmonious  synergism  of  all  endocrine  glands 
through  the  affection  of  one,  may  in  the  course  of  a  luetic  infection 
interfere  with  normal  ovarian  activity. 

Therefore,  in  syphilitic  patients  specific  medication  may  correct 
a  menorrhagia  or  metrorrhagia  which  has  proved  refractory  to  the 
customary  modes  of  treatment.  Such  prompt  therapeutic  effect, 
however,  does  not  permit  of  a  diagnosis  of  luetic  processes  in  the 
uterus  or  in  the  ovaries,  because  uterine  lesions  probably  never, 
and  syphilitic  ovarian  lesions,  if  actually  existing,  are  but  rarely 
responsible  for  abnormal  uterine  hemorrhages. 

The  Wassermann  reaction  is  found  positive  in  a  very  large  per- 
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centage  of  patients  suffering  from  metrorrhagias.  This  is  not 
surprising.  Luetic  women  through  the  common  comphcation  with 
gonorrhea  and  as  the  result  of  frequent  abortions  are  particularly 
prone  to  develop  gynecological  anomalies  in  which  irregular  uterine 
hemorrhages  represent  a  predominant  symptom. 

We  are  thoroughly  in  accord  with  those  writers  who  recommend 
a  trial  with  specific  therapy  before  radical  treatment  is  decided 
upon  for  all  cases  in  which  a  uterine  hemorrhage  is  not  definitely 
explained  by  local  findings. 

XI.    INFECTIOUSNESS  OF  THE  PHYSIOLOGIC  SECRETIONS  OF  SYPHILITIC 

WOMEN. 

The  following  two  premises  are  generally  accepted: 

1.  Syphilis  is  a  contagious  disease  in  the  strict  sense,  i.e.,  one 
which  spreads  by  direct  infection  only. 

2.  In  90  to  93  per  cent,  of  all  cases  the  disease  is  transferred  by 
immediate  contact  in  sexual  intercourse. 

It  is,  furthermore,  an  estabHshed  fact  that  there  are  marked  dif- 
ferences in  the  frequency  of  syphilitic  ulcerations  in  the  female 
genital  tract  as  a  whole  as  compared  to  luetic  infections  of  the  penis. 
La  Mensa  found  in  3257  syphilitic  women  only  675  who  had  ulcers 
either  of  external  or  internal  genitals.  Lambkin,  on  the  other  hand, 
introduces  statistics  which  shows  that  of  481  chancres  in  men,  460 
were  found  on  various  parts  of  the  penis  and  scrotum. 

The  question,  then,  arises,  whether  a  man  may  become  infected  by 
cohabiting  with  a  s>^hiHtic  woman  even  though  the  latter  does  not 
exhibit  any  specific  lesion  upon  the  genital  tract.  In  other  words, 
are  the  physiologic  secretions  from  the  genitals  of  syphiHtic  women 
contagious? 

A  priori  an  affirmative  answer  suggests  itself,  although  this  par- 
ticular problem  has  not  yet  been  made  the  subject  of  extensive  study. 
The  syphihtic  infection  spreads  by  way  of  the  blood  stream  into  all 
organs  and  tissues  of  the  body.  We  know  from  numerous  observa- 
tions and  experiments  on  man  and  animals  that  the  blood  of  syphi- 
litics  is  infectious.  The  four  successful  inoculations  by  Fruehwald 
into  the  testicles  of  rabbits  show  that  even  in  the  latent  stage  of 
syphilis,  and  with  a  negative  Wassermann,  the  blood  retains  its 
virulency. 

The  Spirochetae  paUida  has  been  found  in  the  circulating  blood 
by  a  number  of  investigators,  though  failures  in  demonstrating  the 
organism  far  outnumber  the  successes. 

This  difficulty  may  be  due  to  the  small  number  of  spirochetes 
actually  present  in  the  blood  or,  as  Engman  suggests,  to  the  pos- 
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sibility  that  they  form  quiescent  colonies  in  the  wall  of  the  aorta 
and  other  large  vessels,  from  which  they  issue  forth  into  the  circula- 
tion only  at  intervals,  perhaps  prior  to  the  appearance  of  recurrent 
lesions. 

In  the  menstrual  blood  of  syphilitic  women  the  search  for  Spiro- 
chetae  pallidae  has  thus  far  remained  futile  with  the  sole  exception 
of  the  observation  of  Mueller,  as  quoted  by  Chase.  We  have  been 
unable  to  locate  the  original  article.  A  prostitute  was  suspected  of 
infecting  men  with  syphilis  and  was  examined  repeatedly,  but  pre- 
sented no  luetic  symptoms  or  lesions.  Later,  a  Wassermann  test  was 
found  positive  and  spirochetes  were  demonstrated  in  her  leukorrheal 
and  menstrual  discharges. 

In  this  connection  the  experiment  by  Brumpt  may  be  mentioned, 
who,  seven  days  after  infection  of  a  Macacus  cynomolgus  with  Spiro- 
chetas  Duttoni,  recovered  the  organism  from  the  menstrual  blood 
of  the  animal. 

More  recently,  McDonagh  and  Ross  have  described  intracellular 
bodies  within  the  leukocytes  which  they  claim  to  be  a  stage  in  the 
development  of  the  specific  spirochete  and  characteristic  of  syphilis, 
as  they  have  not  been  observed  in  man  apart  from  the  disease. 
Whitehouse  has  succeeded  in  finding  these  intracellular  inclusions 
in  two  out  of  five  cases  in  which  the  menstrual  blood  was  examined. 

The  problem  might,  perhaps,  be  attacked  by  artificial  cultivation 
of  Spirochetae  pallida,  and  we  have  induced  Dr.  Moyer  Fleisher, 
assistant  professor  of  bacteriology,  St.  Louis  University  Medical 
School,  to  undertake  a  series  of  experiments  for  the  purpose  of 
demonstrating  the  organism  in  the  menstrual  blood.  These  in- 
vestigations have  not  yet  been  brought  to  a  conclusion  and  will  be 
reported  separately.  Theoretically,  at  least,  infection  through 
menstrual  blood  seems  highly  probable. 

We  possess  more  accurate  data  regarding  the  infectiousness  of 
other  physiologic  secretions,  for  Graefenberg  found,  in  four  cases, 
living  spirochetes  in  the  secretion  from  the  cervix.  Two  of  these 
patients  were  pregnant;  all  four  had  condylomata  lata  on  the  vulva 
but  no  lesion  upon  the  cervix.  In  five  other  women  who  had  received 
specific  treatment  spirochetes  could  not  be  found  in  the  cervical 
secretions. 

We  have  examined  the  cervical  discharge  in  a  large  number  of 
cases  and  wish  to  put  the  following  results  on  record: 

PERSONAL   OBSERVATION  X\7. 

Mrs.  p.  (Adm.  No.  11816-15),  white.  Entered  the  hospital 
December  14,   1915.     Menstrual   history   normal.     Married  seven 
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years.  Three  premature  children  who  were  born  dead  or  died  soon 
after  birth.  The  last  child  was  born  at  full  term  four  years  ago 
and  is  alive  and  well. 

She  received  salvarsan  for  "a.  sore  on  vulva"  two  years  ago  and 
has  remained  well  until  recently.  She  is  now  complaining  of  a 
large  abscess  in  the  upper  and  inner  part  of  the  left  thigh.  The  in- 
guinal glands  are  enlarged;  those  on  the  left  are  tender.  She  also 
has  a  very  small  round  ulcer,  surrounded  by  a  reddened  halo,  in 
the  fourchette.  Both  vagina  and  cervix  are  perfectly  normal.  Indian 
ink  smears  were  made  from  the  ulcer  and  did  not  contain  spiro- 
chetae.  In  the  slides,  however,  made  from  the  cervical  secretion,  four 
typical  spirochetes  were  discovered  after  an  hour^s  search.  Wasser- 
mann  was  H — I — I — |-.  Indian-ink  smears  were  again  taken  from 
the  ulcer  and  the  cervix  two  days  later,  but  this  time  no  spirochetes 
could  be  seen. 

PERSONAL   OBSERVATION  X\1I. 

This  is  the  patient  whose  history  and  condition  has  been  given 
as  personal  observation  VII.  She  had  secondary  lesions  upon  the 
cervix  which  healed  under  energetic  treatment.  Smears  from  the 
vaginal  secretion  taken  several  months  later  show,  in  dark-field 
illumination,  a  great  many  spirochetae,  but  not  of  the  paUida  variety 
as  they  move  too  quickly,  are  longer  than  the  pallida  and  have  too 
few  and  too  long  spirals  and  nonprojecting  ends,  so  that  the  entire 
organism  is  almost  straight.  On  the  other  hand  the  secretion  from 
the  cervical  canal,  though  quite  clear  and  apparently  normal,  contains 
a  number  of  typical  Spirochetx  pallida. 


SUMMARY. 

Although  few  in  number,  these  findings  of  Graefenberg  and  our- 
selves demonstrate,  as  an  incontrovertible  fact,  that  during  the 
secondary  stage  women  may  cause  infection  even  though  there  are 
no  specific  manifestations  about  the  genitalia.  It  is  possible,  says 
Graefenberg,  that  the  search  for  spirochetes  in  the  secretion  of 
vulva,  vagina,  and  cervix  will  become  as  important  a  part  of  our 
diagnostic  technic  as  is  the  stain  for  gonococci.  The  prognosis 
of  danger  from  infection  as  well  as  the  date  of  cure  may  depend 
upon  such  an  examination. 


XII.    SYPHILIS  AND  CARCINOMA. 

That  syphilis  represents  one  of  the  predisposing  factors  in  the 
etiology  of  cancer  may  be  accepted  as  an  established  fact.  The 
dermatologists  have  often  seen  a  luetic  lesion  of  the  skin  become 
transformed  into  epithelioma.  The  observations  of  surgeons  leave 
no  doubt  as  to  the  syphilitic  basis  of  many  cases  of  buccal  and  glossal 
cancers,  and  the  genitourinary  specialists  are  famihar  with  the 
13 
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occurrence  of  cancer  of  the  penis  and  testicle  as  sequels  to  specific 
aflFections  of  these  organs. 

The  gynecologic  literature  is  not  quite  so  replete  with  instances  of 
this  kind,  yet  they  exist.  A  case  in  point  has  been  reported  by 
Doutrelepont:  A  pregnant  woman  with  marked  general  mani- 
festations of  secondary  lues  had  a  deep  indurated  ulcer  on  the  right 
labium  majus  surrounded  by  condylomata  lata.  Under  specific 
treatment  all  signs  of  syphilis  disappeared;  the  ulcer  decreased  in 
size  and  showed  beginning  cicatrization.  Confinement  at  full  term 
took  place  three  months  later.  During  the  puerperium  the  ulcer 
started  growing  anew  despite  a  second  course  of  specific  treatment, 
and  quickly  developed  into  a  large  ulcerating  newgrowth  which  was 
extirpated  with  the  thermocautery.  The  microscopic  diagnosis 
was  carcinoma.     The  patient  eventually  died  of  metastases. 

As  regards  the  uterus,  and  more  particularly  the  cervix,  convincing 
proofs  of  the  interrelations  of  syphilis  and  cancer  are  even  more 
meager  and  we  are  forced,  for  the  present  at  least,  to  rely  chiefly  on 
the  analogy  with  other  regions  of  the  body.  The  following  four 
possibilities  suggest  themselves: 

I.  An  alteration  of  all  tissues  of  the  body  caused  directly  or  in- 
directly by  the  syphilitic  virus  ("Gewebsumstimmung"  of  Neisser), 
whereby  the  defensive  apparatus  of  the  organism  is  weakened. 
Several  authors  have  gone  so  far  as  to  apply  the  term  "paras}^hintic" 
to  cancer,  a  term  which,  in  the  definition  given  by  Andrewes, 
covers  diseases  not  in  themselves  syphiUtic,  and  occurring  at 
times  independently  of  syphilis,  but  in  the  great  majority  of  cases 
affecting  persons  who  have  sufi'ered  from  syphilis.  It  would  appear 
that  syphilis  leaves  behind  a  tendency  to  certain  changes,  usually 
of  a  degenerative  nature,  which  may  become  apparent  long  after 
all  active  signs  of  the  disease  have  ceased.  But  it  must  be  re- 
membered that  the  subjects  of  parasyphilitic  disease  may  still  be  in 
the  stage  of  latent  or  indeed  active  syphilis.  The  term  "para- 
syphilitic" does  not  imply  that  the  syphilis  is  necessarily  a  thing 
of  the  past,  and  it  may  be  for  this  reason  that  the  Wassermann 
test  is  so  frequently  found  positive  in  cancerous  patients.  Suffice 
it  to  state  here  that  Caan,  in  85  cases  of  cancer,  found  Wassermann 
positive  in  41  per  cent.  On  the  other  hand,  Foerster  (36  cases), 
Noguchi  (39  cases).  Fox  (210  cases)  and  others  have  but  very  ex- 
ceptionally met  with  a  positive  Wassermann  in  malignancy,  and  have 
arrived  at  the  conclusion  that  only  those  cases  of  cancer  give  a  specific 
reaction  with  a  proper  technic  who  have  either  evidences  of  syphilis 
or  presents  a  history  of  previous  infection. 
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These  last-named  contentions  seem  to  be  corroborated  by  ob- 
servations made  by  Dr.  Rudolf  Buhman,  serologist  to  the  Barnard 
Free  Skin  and  Cancer  Hospital  in  St.  Louis.  Dr.  Buhman  very 
kindly  placed  these  records  at  our  disposal.  He  has  made  Wasser- 
mann  tests  on  132  cases  of  malignant  disease  of  all  possible  types; 
in  each  and  every  case  the  diagnosis  had  been  verified  by  the  micro- 
scope. Only  9  out  of  these  132  cases  gave  a  positive  Wassermann. 
In  6  of  these  Wassermann  became  negative  or  weakly  positive  under 
specific  treatment.  The  remaining  3  cases  were  lost  out  of  sight. 
In  his  tests  Dr.  Buhman  uses  three  antigens  in  each  instance. 

The  probability  of  a  causal  nexus  between  s>^hilis  and  cancer  on 
one  side  and  the  divergence  of  laboratory  findings  on  the  other 
would  render  further  researches  in  this  direction  most  desirable. 

2.  Any  part  of  the  body  which  in  the  past  has  been  the  seat  of 
a  s\^hilitic  lesion  becomes  a  locus  minoris  resistentice  wherein  a 
cancer  may  develop.  Syphilitics,  says  Horand,  are  potential  can- 
didates for  cancer  and  live  forever  beneath  a  sword  of  Damocles. 
If  a  cancer  occurs  in  a  syphilitic  subject  it  will  always  seek  the  vul- 
nerable spots  which  have  already  been  marked  by  syphilis.  It  is 
possible  that  Kaarsberg's  third  case,  in  which  he  found  an  incipient 
cancer  of  the  cervix  in  a  syphilitic,  belongs  in  this  category. 

3.  Leukoplakia  as  a  connecting  Hnk  between  syphilis  and  cancer. 
Leukoplakia  is  an  affection  of  certain  mucous  membranes  and  is 
characterized  by  an  increased  formation  of  keratin  in  the  superficial 
layers  of  the  squamous  epithelium  and  a  marked  hyperplasia  of  all 
other  constituents  of  the  mucous  membrane  until  the  latter  closely 
resembles  the  epidermis  in  microscopic  appearance.  These  changes 
result  in  the  production  of  bluish,  pearly,  or  grayish-whitish  plaques 
which  are  either  level  with  the  surrounding  mucosa  or  slightly  raised 
if  the  hyperplastic  process  has  been  excessive.  This  true  leukoplasia 
or  leukokeratosis  must  be  differentiated  from  the  spurious  leuko- 
plasia which,  according  to  Jayle  and  Bender,  is  simulated  by  a 
pseudomembrane  of  fibrin,  leukocytes,  and  desquamated  epithelium. 

True  leukoplasia  is  most  often  found  on  the  oral  and  vulvar 
mucosa,  but  also,  though  less  frequently,  in  higher  parts  of  the  vagina 
and  upon  the  cervix. 

The  question  as  to  the  causation  of  leukoplasia  has  not  yet  been 
settled.  While  Kaposi  believed  that  every  hyperkeratosis  of  a 
mucous  membrane  is  due  to  syphilis,  a  view  which  is  shared  by 
Verdalle,  Franceschini,  Landau,  Gaucher,  Fordyce,  and  others, 
Sweeney,  Hillman,  and  Schwimmer  deny  any  such  relationship. 
The  majority  of  writers,  among  whom  Neumann,  Janowski,  and 
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Lublinski  may  be  mentioned,  occupy  an  intermediate  position  and 
contend  that  syphilis  is  the  most  frequent  cause  of  the  development 
of  leukoplasia.  Power  summarizes  the  question  by  saying  that 
leukoplasia  bears  a  very  intimate  relationship  to  syphilis,  and 
although  it  is  not  yet  possible  to  state  that  every  case  of  leukoplasia 
is  syphilitic,  it  is  remarkable  how  few  other  causes  of  chronic  irrita- 
tion produce  this  particular  change  in  the  mucous  membranes. 

On  the  other  hand,  there  is  a  general  consensus  of  opinion  that 
leukoplakia  shows,  in  almost  all  cases,  a  very  pronounced  tendency 
toward  malignant  degeneration.  The  literature  on  this  question  is 
voluminous  but  cannot  be  considered  in  detail  as  not  wholly 
germane  to  our  subject.  As  far  as  leukoplasia  and  cancer  of  the 
cervix  and  vagina  are  concerned,  bibliographic  references  and 
personal  observations  are  recorded  in  the  papers  by  Sweeney, 
Verdalle,  v.  Franque,  and  Loehnberg. 

We  may  thus  epitomize  that  leukoplasia  of  the  cervix  is  almost 
always  due  to  syphilis  and  may  sooner  or  later  develop  into  cancer. 

4.  The  direct  transition  of  S}'pliiUtic  into  carcinomatous  tissue. 
As  far  as  the  uterus  is  concerned,  only  two  authors  claim  to  have 
accurately  observed  the  transformation  of  a  gumma  into  a  carci- 
noma. One  of  these  is  Kaarsberg,  whose  original  article  was  not  at 
our  disposal,  and  the  abstract  merely  states  that  "a  cancer  had 
developed  in  a  syphiUtic  ulceration."  The  other  is  Franceschini, 
who  bases  his  views  on  three  personal  observations.  Two  of  these 
(Nos.  31,  32),  however,  plainly  belong  to  the  category  of  cancer  in 
syphiUtic  subjects;  and  only  in  the  third  (No.  30)  is  three  a  sug- 
gestion of  transition  of  s>^hilis  into  carcinoma.  Unfortunately  the 
value  of  this  report  is  problematical.  The  description  of  the  alleged 
cancer  is  quite  insufiScient,  as  no  microscopic  examination  has  been 
made  and  the  patient  not  been  kept  under  subsequent  observation.* 

We  must,  then,  conclude  that  the  direct  transition  of  a  syphiUtic 
lesion  of  the  uterus  into  carcinoma  has  not  yet  been  convincingly 
demonstrated,  but  we  hasten  to  add  that  such  a  process  seems  to 
us  quite  possible. 

The  probable  mode  of  such  transformation  will  become  clear  by  a 
study  of  the  following  two  cases,  one  of  our  own  material,  the  other 
from  literature. 

*  The  numerous  instances  in  which  cancer  of  the  uterus  has  been  diagnosed 
erroneously,  or  the  few  examples  in  which  syphUis  has  been  mistaken  for  cancer, 
obviously  do  not  belong  in  our  present  discussion.  They  have  been  considered, 
in  their  proper  connection,  in  the  differential  diagnosis  of  uterine  syphilis. 
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PERSONAL   OBSERVATION  XVIH. 

Our  own  case  concerns  a  colored  woman,  L.  D.  (Adm.  No.  16495- 
15),  aged  thirty-eight  years,  who  was  admitted  with  marked  symp- 
toms of  tertiary  lues  (rectal  stricture,  retrovaginal  fistula,  iritis 
and  retinitis,  amenorrhea,  cachexia,  Wassermann  +  +  +  +). 
She  entered  the  hospital  March  3,  191 5,  to  be  operated  upon  for 
total  prolapse  of  the  uterus.  There  were  a  number  of  irregular, 
shallow  ulcerations  upon  the  prolapsed  anterior  vaginal  wall  and 
cervix  which  were  diagnosed  as  decubitus  ulcers.  In  addition,  two 
deep  and  somewhat  indurated  ulcers  extended  from  the  vestibule 
on  either  side  of  the  urethral  opening  onto  the  anterior  vaginal  wall. 
In  order  not  to  overlook  a  possible  malignant  degeneration  of  these 
last-named  ulcers  a  wedge-shaped  piece,  including  the  adjoining 
normal  mucosa,  was  excised  for  microscopic  study.  This  section 
is  represented  in  Fig.  16.  The  healthy  epithelium  on  the  extreme 
right  of  the  picture  is  of  the  normal  multiple  squamous  type  inter- 
sected by  narrow  papillae.  Beneath  the  epithelium  a  slight  infiltra- 
tion of  small  round  cells.  This  subepithelial  infiltration  becomes 
more  marked  as  we  approach  the  ulcerated  portion  and  gradually 
turns  into  a  thick  layer  of  dense  lymphocytic  infiltration  which 
separates  the  epithelium  from  the  underlying  connective  tissue. 
Here  and  there  the  surface  epithelium  is  absent  and  the  infiltrated 
tissue  lies  bare.  In  these  places  it  assumes  the  character  of  true 
granulation  tissue  with  an  enormous  proliferation  of  blood-vessels 
and  protrudes  mushroom-Hke  above  the  surface.  The  number  of 
blood-vessels  is  so  large  that  one  may  almost  speak  of  an  angioma. 
In  all  vessel  lumina  there  is  a  proliferation  of  the  intima  so  that  the 
lumina  are  either  entirely  obUterated  or  reduced  to  narrow  slits. 
Within  the  lymphocytic  infiltration  masses  of  larger  granular  plasma 
cells  are  easily  distinguishable  even  without  any  specific  plasma 
stain.  In  the  left  extremity  of  the  picture,  the  squamous  surface 
epitheHum  again  appears  but  shows,  in  one  place,  an  entirely 
different  behavior.  It  sends  long,  slender,  and  ramifying  processes 
deep  into  the  underlying  area  of  infiltration.  This  epithelial  pro- 
liferation resembles  that  of  an  incipient  carcinoma  were  it  not  for 
the  fact  that  the  invasion  does  not  extend  beyond  the  granulation 
area  into  the  preformed  connective  tissue  and  that  the  basal  layer 
of  the  epithelium  is  intact.  These  basal  cells  are  arranged  regularly 
and  their  size  is  uniform. 

In  view  of  these  findings  and  the  symptoms  of  the  case,  a  diagnosis 
was  made  of  syphilitic  ulceration. 

Patient  left  the  City  Hospital  before  any  therapy  had  been 
instituted,  but  entered  the  Barnard  Free  Skin  and  Cancer  Hospital 
on  April  16,  1915  (Adm.  No.  14248).  She  was  subjected  to  energetic 
antiluetic  treatment  and  when  the  vulva  and  vaginal  ulcerations 
had  healed,  she  was  operated  upon  for  prolapse  on  August  18,  1915. 
The  excised  vaginal  mucosa  showed  an  entirely  different  appearance 
at  the  site  of  the  former  ulceration.  The  squamous  epitheHum  was 
uniformly  low  and  there  were  only  traces  left  of  the  former  sub- 
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epithelial  infiltration.  The  blood-vessels  in  the  deeper  stroma  layers 
still  showed  endarteritic  processes  here  and  there  and  also  some 
perivascular  infiltration  but  to  a  very  much  milder  degree  than  had 
been  observed  before  the  antiluetic  treatment  five  months  previously. 

The  heterotopic  proliferation  of  the  surface  epithelium  observed 
in  this  case  is  in  itself  not  suggestive  of  malignancy.  Robert  Meyer 
has  found  even  more  pronounced  pictures  of  this  sort  in  all  possible 
organs,  and  has  called  attention  to  the  fact  that  such  atypical  pro- 
liferation and  invasion  of  the  epithelium  may  occur  if  the  underlying 
tissues  become  less  resistant  by  inflammatory  infiltration  of  the 
connective  tissue  or  the  formation  of  granulation  tissue  whereby 
the  physiologic  borders  between  epithelium  and  stroma  become 
effaced. 

In  its  further  development,  however,  this  heterotopic  behavior 
of  the  proliferating  epithelium  may  assume  a  different  and  more 
sinister  aspect.  This  second  phase  is  well  illustrated  in  an  ob- 
servation reported  by  Rohrbach.  The  patient  in  question  had  an 
ulcerating  tumor  of  the  right  labium  majus  the  differential  diagnosis 
of  which  was  between  gumma,  carcinoma,  or  a  combination  of  the 
two.  Microscopic  examination  showed  conditions  identical  with 
those  in  our  case.  The  proliferating  squamous  epithelium  also 
extended  deeply  into  the  underlying  infiltration  in  the  form  of 
freely  anastomosing  processes  in  which  the  normal  staining  quality 
of  the  epithelium  was  preserved  and  the  basal  membrane  well 
marked.  In  one  place,  however,  the  arrangement  of  the  basal 
layer  had  become  disturbed.  (See  Fig.  17.)  The  nuclei  had  become 
larger,  stained  more  deeply,  and  were  located  irregularly.  The  basal 
membrane  was  broken  through  by  three  projections  formed  by  one 
to  three  cells  each.  In  still  another  place,  the  columns  of  cells 
invading  the  tissue  had  lost  all  resemblance  to  the  normal  con- 
stituents of  squamous  epithelium.  The  nuclei  had  become  large, 
light  in  color,  and  vesicular,  and  the  contours  of  the  cell  bodies  hardly 
distinguishable.  In  the  deeper  layer  of  the  granulation  area  a 
mass  of  atypical  epithelial  cells  was  found  without  any  direct 
connection  with  the  epithelial  proliferation  on  the  surface.  De- 
generated and  broken-off  elastic  fibers  were  seen  not  only  at  the 
periphery  of  this  complex  of  cells  but  also  in  between  them.  (This 
behavior  of  the  elastic  fibers  has  been  declared  characteristic  of 
carcinoma  by  Abel  a  number  of  years  ago). 

There  was,  then,  in  these  sections  a  condition  which  closely 
resembled  that  described  by  Ribbert  in  the  earliest  stages  of  cuta- 
neous cancer,  and  Rohrbach  withheld  the  diagnosis  of  malignancy 
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merely  because  the  epithelium  proliferated  only  into  the  infiltrated 
area  without  invading  the  preexisting  tissues  beneath.* 

Moreover,  Wassermann  was  made  in  the  meantime  and  found 
strongly  positive.  Salvarsan  and  KI  produced,  within  ten  days,  a 
remarkable  change  both  in  the  clinical  condition  and  in  the  micro- 
scopic picture  in  which  perfectly  normal  conditions  were  found 
reestablished  wherever  endarteritic  processes  had  not  interfered 
with  the  circulation. 

These  two  cases,  the  detailed  account  of  which  is  justified  by 
the  extreme  importance  of  the  question,  throw  light  upon  the 
histogenesis  of  certain  forms  of  cancer.  From  the  atj'pical  pro- 
liferation in  our  case  and  the  formation  of  abnormal  epithelial  cells 
in  Rohrbach's  report  to  a  truly  malignant  invasion  into  foreign, 
preexisting  tissue  seems  but  one  step.  In  most  instances  the 
macroscopic  syphilitic  lesion  or  other  symptoms  of  the  disease  are 
likely  to  call  for  appropriate  treatment  and  thus  interfere  in  time 
with  the  threatening  transformation  into  carcinoma;  but  if  the 
case  be  neglected  there  is  every  reason  to  believe  that  such  a  trans- 
formation actually  takes  place. 

This  last  contention  seems  to  be  borne  out  by  clinical  observations. 
Howitz  mentions  Bergh's  statement  that  during  the  thirty-eight 
years  in  which  he  was  in  charge  of  the  hospital  for  prostitutes  he 
encountered  only  one  case  of  cancer  of  the  uterus  among  them. 
Howitz  suggests  that  this  seems  to  indicate  that  thorough  and 

*  In  the  light  of  this  microscopic  study  we  can  better  understand  the  case 
reported  by  Homtz  (No.  41).  A  woman,  aged  thirty-two  years,  with  three 
children,  the  youngest  four  years  old,  had  a  small  tumor  on  the  cervix  which  was 
excised  and  declared  to  be  an  epithelioma.  Less  than  three  years  later  she 
returned  with  an  apparent  recurrence  of  the  tumor  but  on  the  opposite  side  "of 
the  anterior  lip  of  the  external  os."  This  tumor  was  also  excised,  and  again  the 
microscope  confirmed  the  assumption  of  epithelioma  although  the  shape  and 
consistency  rather  suggested  a  fibroma.  The  fact  that  the  recurrence  had 
developed  at  another  point  was  suspicious,  and  Homtz,  then,  discovered  that  the 
patient  had  acquired  syphilis  at  the  age  of  seventeen  years.  She  had  been  thor- 
oughly treated  and  had  been  in  perfect  health  since.  The  most  minute  examina- 
tion failed  to  reveal  any  signs  of  it,  except,  possibly,  the  uterine  affection.  A 
course  of  potassium  iodide  was  instituted  and  the  woman  has  since  passed  through 
a  normal  pregnane}-.  No  spirochetes  could  be  found  in  the  placenta  or  any  signs 
of  sjTjhiUs.  The  woman  has  been  in  the  best  of  health  in  the  three  years  since 
and  has  been  saved  a  severe  mutilating  operation. 

It  is  permissible  to  assume  that  microscopic  pictures  like  those  of  Rohrbach's 
existed  in  this  case,  which  might  have  baffled  even  the  most  experienced  micro- 
scopist.  The  difficulties  of  microscopic  differentiation  are  still  further  illustrated 
in  Wegscheider's  case  of  gumma  cervicis  (No.  138)  which  was  pronounced 
"either  carcinoma  or  sarcoma"  by  an  authority  of  international  reputation. 


956        GELLHORN   AND   EHRENFEST:    SYPHILIS    IN   THE   FEMALE 

repeated  specific  treatment  of  the  syphilis — such  as  these  prostitutes 
received,  nearly  all  having  contracted  syphilis  early  in  their  careers — 
may  have  a  prophylactic  action  against  the  development  of  cancer 
later. 

XIII.    GENERAL   CONCLUSIONS. 

The  summaries  given  at  the  end  of  practically  all  the  preceding 
chapters  may  be  referred  to  as  expressing  our  conclusions  on  the 
various  special  topics  under  consideration  and  need  not  here  be 
repeated. 

There  are,  in  addition,  a  number  of  more  general,  broader 
conclusions  which  suggest  themselves. 

While  actual  and  well-established  facts  regarding  syphilis  of  the 
female  genital  organs  are  comparatively  few  in  number  in  contra- 
distinction to  the  many  theories  and  the  volume  of  literature  on 
this  subject,  yet  enough  is  known  to  compel  and  hold  the  interest 
of  the  gynecologist. 

Syphilis  may  cause  organic  lesions  in  all  parts  of  the  genital  tract, 
such  as  ulcerations  and  tumefactions.  The  gynecologist  will  be 
able  to  properly  interpret  and  treat  such  lesions  only  if  he  is  famihar 
with  the  local  pathology  of  syphilis.  He  may  also  meet  with  func- 
tional disturbances  within  the  genital  sphere,  not  explainable  by 
any  local  findings,  which  may  be  due  directly  or  indirectly  to  the 
influence  of  syphilis. 

There  are  close  analogies  between  the  genital  organs  in  the  male 
and  the  female  from  a  purely  developmental  and  anatomical  point 
of  view.  The  fact  that  the  ovaries  correspond  to  the  testicles, 
the  tube  to  the  epididymis,  the  uterus  to  the  prostate,  has  seemed, 
to  many  writers,  sufficient  to  base  deductions  as  to  the  pathology 
of  syphilitic  lesions  in  the  female  upon  their  knowledge  of  luetic 
lesions  in  the  male.  Such  reasoning  is  faulty.  Syphilis,  in  many 
respects,  affects  woman  in  a  manner  essentially  different  from 
man.  After  all,  there  is  nothing  in  man  to  compare  with  disturb- 
ances of  menstrual  function  which  so  often  confront  the  gynecologist. 

Gynecology  has,  in  the  past,  profited  by  the  pioneer  work  of 
dermatology  in  the  realm  of  syphilis.  It  is  now  time  that  the 
gynecologist  should  contribute  his  full  share.  There  are  still  many 
mooted  questions,  such  as  syphilis  without  primary  lesion  {syphilis 
d^emblee)  or  the  pathology  of  local  lesions  in  the  female  genital 
tract,  which  the  gynecologist  is  preeminently  fitted  to  solve. 

He  should  also  fall  in  line  with  the  representatives  of  other 
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specialties  in  advancing  the  problem  of  the  relationship  between 
cancer  and  previous  syphilitic  lesions  in  the  same  locality. 

Familiarity  with  syphilitic  lesions  in  the  genital  tract  must  needs 
prove  of  eminent  practical  value  to  the  gynecologist  in  view  of 
the  frequent  confusion  in  the  diagnosis  of  cancer  and  syphilitic 
ulcerations  or  gummata.  That  occasionally  a  patient  is  subjected 
to  a  serious  radical  operation  who  could  have  been  cured  by  anti- 
luetic  treatment  there  can  be  no  doubt. 

A  more  intimate  interest  in  the  problems  of  syphihs  of  the  internal 
female  genitaUa  will  advance  gynecology  both  in  its  theory  and  in 
its  practice. 

XIV.    COLLECTION   OF   CASE   REPORTS.* 

Aicvoli.     {Annates  des  mal.  vener.,  November,  1906.) 

No.  I.  Woman,  aged  thirty-nine  years.  After  having  been  infected  by  her 
husband,  had  given  birth  to  three  premature  dead  children.  Later  exhibited 
typical  symptoms  of  uterine  catarrh  which  resisted  the  usual  treatment.  Mixed 
treatment  together  with  some  local  applications  brought  about  complete  cure. 

Ballantyne    and    Williams.     {Brit.    Med.    Journal,    1891,    vol.    i, 
p.  171.) 

No.  2.  Postmortem  findings  in  syphilitic  fetus  of  seven  months:  Many  of 
the  tubal  folds  were  adherent  at  their  apices,  forming  transverse  bands.  In 
the  muscular  wall  were  a  few  deposits  of  small  round  cells  exactly  resembling 
those  found  in  the  liver  and  other  organs  of  the  same  fetus.  These  were  the 
syphilomata  of  Parrot,  by  other  authors  called  miliary  gummata. 

Barthelemy.     (Unpublished  case  quoted  by  Laffont,  p.  244.) 

No.  3.  Woman,  aged  fifty,  never  pregnant,  menstruating  regularly.  Twelve 
years  ago  she  had  a  bubo  which  was  cauterized.  Later  a  general  eruption  ap- 
peared for  which  she  took  pills.  Since  then  migraine  at  time  of  menstruation. 
Patient's  husband  had  been  told  that  he  was  infected  and  had  received  mixed 
treatment. 

For  the  last  four  weeks  patient  has  a  small  sore  at  fourchette  and  left  labium. 
Findings:  An  ulcer  with  uneven  base.  Its  edges  sharp  but  irregular.  Diagnosis: 
syphilitic  ulceration. 

A  similar  ulcer,  well  outlined,  upon  the  cervix  to  right  of  external  os  extending 
into  cervical  canal,  also  interpreted  as  ulcerated  syphilis.  Vaginal  fomices 
free  from  infiltration.     Uterus  normal. 

Fournier  who  saw  the  case  in  consultation  made  the  diagnosis  of  a  tertiary 
lesion. 

No.  4.     {Annates  de  Dermal.,  1895,  vi,  p.  1006.) 

A  syphilitic  ulcer  of  upper  vagina  covering  the  entire  cervix  and  extending 
into  both  fornices.  It  resists  all  local  treatment  but  heals  rapidly  under  mixed 
treatment.     Diagnosis:  gumma  of  vagina. 

*  Unless  otherwise  indicated  these  histories  were  abstracted  from  the  original 
publications. 
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No.  5.     (Ibidem.) 

Woman,  syphilitic  for  nine  years.  A  tumor  in  rectovaginal  septum,  size  of 
pigeon's  egg,  oval,  hard,  smooth,  not  fluctuating,  only  slightly  tender.  Under 
specific  treatment  mass  disappeared  within  two  months  without  breaking  down. 
Recurrence  eight  months  later,  again  treated  successfully  for  two  months.  Third 
recurrence  a  year  later,  requiring  treatment  for  six  weeks,  followed  by  permanent 
cure.    Diagnosis:  gumma  of  vagina. 

No.  6.     {Ibidem.) 

Hereditary  sj-philitic  woman  of  twenty-three  with  an  enormous  gumma,  which, 
starting  in  cellular  tissue  between  pubis  and  vagina,  rapidly  enveloped  vulva, 
clitoris,  urethra,  and  anterior  vaginal  wall.  In  the  latter  it  assumed  phagedenic 
characteristics.     Cure  within  ten  months  after  energetic  specific  treatment. 

Betti.     (Clinica   Ostetrica,  vii,   1905,  fasc.    6,  quoted   by  Laffont, 
p.  232.) 

No.  7.  Woman  of  forty.  Four  confinements.  Two  years  after  last  con- 
finement she  had  menorrhagias  and  was  treated  by  the  same  phj'sician  who 
attended  her  syphilitic  husband.  Both  partners  received  the  same  drugs,  and 
after  several  months  menses  again  became  normal.  After  about  ten  years  of 
good  health,  menorrhagias,  later  metrorrhagias  appeared.  Examination 
negative.  Usual  remedies  with  only  transitory  relief.  Then  again  metror- 
rhagias. Trial  with  antiluetic  treatment  followed  by  rapid  improvement  within 
a  short  time  and  complete  restoration  of  normal  menses  after  five  months  of 
treatment. 

No.  8.  Woman  of  twenty-eight.  One  normal  confinement  eight  years  ago. 
Suffering  for  the  last  year  with  profuse  menorrhagias  and  pain  in  lower  abdomen. 
Uterus  enlarged  symmetrically,  cervix  indurated. 

Speculum:  Granulating  erosion  bleeding  on  slightest  touch.  Catarrhal 
mucus  from  external  os.  In  view  of  these  findings  and  the  gonorrheal  history  of 
husband,  the  diagnosis  of  gonorrhea  was  made.  Curettage,  energetic  intra- 
uterine and  local  treatment  with  internal  medication.  Cure  obtained  after  about 
two  months  was  only  of  short  duration.  Three  months  later  menorrhagias 
reappeared  with  increased  intensity.  Usual  treatment  brought  no  relief.  At 
that  time,  the  husband  consulted  Betti  for  a  second  attack  of  gonorrhea,  and  now 
signs  of  an  old  sj-philis  could  be  discovered.  He  finally  admitted  sj^jhilitic 
infectioi;.  Specific  treatment  of  the  woman  yielded  complete  cure  of  menorrhagia 
after  six  months. 

Birch-Hirschfeld.     (Lehrbuch    der   patholog.    Anatomic,    1877,    p. 
1161.) 

No.  9.  At  autopsy  of  woman  fifty-four  years  of  age,  old  gummata  were  found 
in  liver;  also  characteristic  cicatrices  on  the  gums.  Vagina  constricted;  vaginal 
mucosa  smooth,  pale.  Vaginal  wall  and  perivaginal  connective  tissue  diffusely 
indurated  by  gummata,  so  that  the  vagina  represented  a  thick-walled  tube. 
Microscopically  the  diagnosis  of  a  sj^^hilitic  perivaginitis  was  confirmed. 

Blandin.     (L'Obstetrique,  vii,  1902,  p.  43.) 

No.  10.  In  a  woman,  pregnant  eight  months  and  presenting  numerous 
syphilitic  manifestations,  an  extensive,  indurated  ulceration  of  the  cervix  was 
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discovered.     Its  base  was  irregular,  its  contour  fairly  well  marked.     Blandin 
anticipated  dystocia  from  the  rigidity  of  the  cervix. 

Bockhart.     {Monatshefte  f.  prakt.  Dermatologie,  iv,  1885,  p.  417.) 

No.  II.  Patient,  aged  twenty,  complained  for  the  last  two  weeks  of  oc- 
casional pain  during  cohabitation  which  is  followed  by  the  discharge  of  a  few 
drops  of  blood  from  vagina.  External  genitalia  normal.  Vagina  narrow. 
Cervix  and  external  os  appear  normal  in  speculum.  On  posterior  vaginal  wall, 
just  above  middle,  a  large  ulcer,  bleeding  apparently  as  result  of  pressure  of 
speculum.  Ulcer  is  perfectly  round,  diameter  about  2  cm.,  surrounded  by  a 
slight'y  raised,  about  2  mm.  high  and  equally  wide  edge  which  gradually  flattens 
down  to  level  of  ulcer.  The  latter  almost  completely  covered  with  a  grayish, 
firmly  adherent  film.  Where  this  is  missing  the  wound  looks  granular,  dark  red, 
glistening.  The  edge  is  hard;  base  of  ulcer  slightly  indurated.  On  lateral  pres- 
sure from  both  sides  the  disk-like,  flat  {"'lamelloese''')  induration  can  be  ascer- 
tained. No  pain  during  these  manipulations.  Enlarged  inguinal  glands  can- 
not be  made  out.     No  other  abnormal  manifestations  on  body. 

Diagnosis:  primary  chancre  in  vagina. 

Boldt.     {New  York  Academy  of  Medicine,  April  27,  1899,  quoted 
by  A.  Martin,  Krankheiten  der  EUeiter,  Leipzig,  1895,  p.  188.) 

No.  12.  Bilateral  pyosalpinx  removed  from  a  woman,  recently  infected 
with  lues.  It  is  assumed  that  the  sv-philitic  infection  has  caused  suppuration  in 
a  serous  sactosalpinx. 

BoUag.     {Correspondenzblatt    fiir    Schweizer     Aerzte,     1914,    xliv, 
p.  1068.) 

No.  13.  A  woman  of  forty-four,  referred  from  dermatologie  to  gynecologic 
department  with  diagnosis  of  suspected  carcinoma  of  vagina,  as  Wassermann 
reaction  had  been  found  negative. 

Twenty-three  years  ago  she  had  had  a  venereal  infection  causing  condylomata 
accuminata  on  external  genitalia,  treated  by  a  homeopath.  At  that  time  vaginal 
discharge  and  burning  pain  on  micturition.  Denies  any  kind  of  skin  eruption. 
During  last  ten  years  frequently  annoyed  by  pruritus  vulvae.  As  the  result 
of  scratching  she  often  had  suppurating  and  lately  rather  extensive  ulcerations 
on  vulva.     Menstruation  regular  and  normal.     Never  pregnant. 

Cicatricial  stenosis  in  the  middle  third  of  vagina.  Uterus  small,  anteflexed. 
Adnexa  normal.  In  right  half  of  vestibule  an  area  which  shows  the  last  traces 
of  an  ulceration,  A  similar  ulcer  on  the  left  near  hymen  also  practically  healed. 
Tissues  strikingly  soft.  No  trace  of  pus.  The  location  of  the  two  ulcerations 
strongly  suggests  autoinoculation  (" Abklatsckgeschwuere").  Just  above  the 
constriction  in  the  vagina  there  is  a  large  rhomboid  ulcer,  about  1X3  cm., 
with  smooth  edges,  not  covered  by  a  membrane,  crossed  by  red  furrows.  No 
hemorrhage  when  its  surface  is  rubbed.  At  the  edges  evidences  of  beginning 
cicatrization.  Immediately  below  the  constriction  another  triangular  ulcer  of 
same  size  on  posterior  vaginal  waU,  similar  in  appearance  but  with  smooth,  red 
surface.  Vaginal  portion  of  cervix  smooth,  normal.  The  tissues  around  these 
ulcers  slightly  edematous,  but  soft.  Rectal  mucosa  normally  soft,  no  rectal 
stenosis. 
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The  posterior,  lower  ulcer  excised  for  microscopic  study.  Typical  granulation 
tissue  rich  in  cells;  thick- walled  vessels;  plasma  cells;  lymphocytes  and  few  leu- 
kocytes. No  suggestion  of  lues,  tuberculosis  or  new  growth.  Therefore,  patho- 
logico-histologic  study  negative  as  to  diagnosis. 

In  spite  of  negative  Wassermann  (patient  has  never  received  specific  treat- 
ment), in  spite  of  negative  history  and  negative  findings,  by  exclusion  of  all 
other  possible  causes  for  these  ulcerations  and  scar  formation,  tertiary  lues  is 
suspected. 

Neosalvarsan  and  hydrarg.  salycil.  are  given.  Ten  weeks  later  ulcers  are 
found  healed.     Author  makes  final  diagnosis  of  gumma  of  vagina. 

Bosse.     (Berliner  Klinik,  1913,  xxv,  Heft  296.) 

No.  14.  Patient,  eighteen  years  old,  primipara.  Her  father  is  a  tabetic. 
As  a  child  she  had  parenchymatous  keratitis,  later  articular  rheumatism.  Was- 
sermann positive.  In  the  third  week  postpartum  severe  hemorrhage  from 
uterus.  As  syncytioma  was  suspected  curettage  was  decided  upon.  After 
dilatation  of  the  cervix  the  uterus  is  explored  digitally  and  a  "large  hole  dis- 
covered in  uterine  fundus,  easily  admitting  tip  of  the  finger."  Therefore,  total 
hysterectomy  is  performed. 

Muscularis  very  pale  and  friable.  Specimen  lost  before  thoroughly  studied; 
the  few  pieces  which  had  been  examined  showed  nothing  pathological  either  in 
vessels  or  muscularis. 

Bosse  explains  the  hole  as  due  to  a  uterine  rupture  which  had  occurred  during 
labor.  In  his  belief  the  rupture  was  the  cause  of  the  hemorrhage,  while  the 
syphilis  indirectly  was  responsible  for  the  rupture. 

He  publishes  the  case  as  an  example  of  late  puerperal  metrorrhagia  due  to 
sj^hilis. 

Bouchard  et  Lepine.     {Gazette  Med.  de  Paris,  1866,  xlv,  p.  726, 
quoted  by  Laffont,  p.  164.) 

No.  15.  Postmortem  examination  of  a  woman,  aged  forty  years,  who  had 
died  after  an  attack  of  hemiplegia  with  asphasia.  Both  tubes  thickened  to  the 
size  of  a  finger.  Tubal  lumen  obliterated.  On  section  there  are  found  in  each 
tube  three  gummata,  size  of  hazelnut,  soft  and  of  reddish  color.  Microscopic 
sections  made  and  described.  (This  description  does  not  mention  any  of  the 
findings  at  present  considered  characteristic  of  tissues  affected  by  luetic  infection.) 

The  diagnosis  of  tertiary  luetic  infection  and  gummata  of  the  tubes  is  based 
on  the  existence  of  similar  tumors  in  liver  and  brain  and  a  rarefying  osteitis  of 
the  right  clavicle. 

Bouilly.     (Contribution  a  I'etude  de  la  syphilis  des  trompes  et 
des  ovaires,  These  de  Paris,  1905,  quoted  by  Laffont,  p.  215.) 

No.  16.  Woman,  aged  twenty-three  years.  One  full-term  confinement  seven 
years  ago  followed  by  a  slight  infection.  Later  a  premature  labor  in  seventh 
month,  and  half  a  year  ago  a  miscarriage  in  fourth  month.  For  several  years 
irregular  uterine  hemorrhages.  Two  and  a  half  years  ago  curettage  without 
distinct  benefit.  After  last  miscarriage  metrorrhagias  worse;  abdominal  pain; 
patient  bedridden.  No  pathologic  findings  to  account  for  the  condition.  Per- 
sistence of  pain  (especially  during  night)  and  continuous  loss  of  blood  force 
Bouilly  to  perform  vaginal  hysterectomy. 
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Specimen:  Normal  uterus,  only  slightly  enlarged.  Ovaries  atrophic,  size  of 
hazelnuts.  Tubes  normal.  During  convalescence  patient  develops  a  deep 
slough  over  buttocks,  resembling  a  syphilitic  lesion,  which  disappears  after 
specific  treatment.  Microscopic  findings:  Endo-  and  periarteritis,  endo-  and 
periphlebitis  in  uterine  wall.     Ovaries  sclerocystic. 

Bradley.     (Manchester   Medical  and   Surgical   Reports,   October, 
1870,  p.  45,  quoted  by  Laffont,  p.  163.) 

No.  17.  Woman  of  thirty-sLx  years  acquired  s\'philis  after  fourth  con- 
finement. 

Subsequent  to  infection  had  five  more  children,  all  plainly  syphilitic,  two  of 
them  stillborn. 

One  week  after  last  (ninth)  labor  had  a  uterine  hemorrhage  which,  despite 
the  usual  styptic  treatment,  continued  for  one  month  and  rendered  patient  pro- 
foundly anemic.  Prompt  relief  after  mercurial  treatment.  Two  later  recur- 
rences of  metrorrhagia  were  definitely  cured  by  antisyphilitic  treatment. 

Brindeau.     (Soc.  d'Obst.  de  Paris,  December  19,  1902,) 

No.  18.  In  discussing  the  case  of  Blandin  (see  case  report)  of  luetic  ulcer  on 
cervix  observed  during  pregnancy,  Brindeau  mentions  a  similar  observation  of 
his  own. 

Dalche.     (Gaz.  des  Hopit.,  June  15,  1905,  p.  795.) 

No.  19.  Persistent  bleeding  for  the  past  twenty  days  in  a  girl  of  seventeen, 
presumably  her  first  menstruation.  A  year  previously  she  had  been  raped  and 
infected  with  syphilis.  Complaining  of  severe  pain  in  the  right  side  of  the  lower 
abdomen.  Right  ovary  found  enlarged,  hard  and  very  tender.  Three  days  later 
hemorrhage  ceased  but  pain  continued. 

The  writer  reasons  that  the  continuation  of  the  pain  points  to  oophoritis  as 
the  possible  cause  of  the  excessive  amount  of  the  flow,  which,  in  his  opinion, 
represents  the  first  menstruation.  It  may  be  a  case  of  menstrual  oophoritis, 
reminding  one  of  "ovarian  apoplexy."  A  diagnosis  of  sclerocystic,  syphilitic 
ovary  would  have  to  be  excluded  in  view  of  the  short  time  since  infection.  He 
feels,  however,  that  it  is  justifiable  to  consider  this  a  case  of  syphilitic  menorrhagia 
during  the  secondary  stage  of  the  disease,  though  he  realizes  that  in  this  stage 
amenorrhea  is  more  common. 

No.  20.  Young  woman,  probably  sj'philitic.  Menstruation  regular  and 
normal.  Married  two  years.  One  miscarriage  in  seventh  month.  Puerperium 
normal.  At  present  suffering  from  an  indolent  left  salpingitis.  Patient  is 
given  mercury;  two  months  later  salpingitis  is  much  improved. 

In  his  opinion  it  is  justifiable  to  think  in  this  case  of  a  syphilitic  salpingitis. 

De  Pace.     {La  Clin.  Ostetr.,  1907,   xvii,  385,  quoted  by  Laffont, 
p.  242.) 

No.  21.  Woman  of  forty-two.  One  normal  confinement,  two  premature 
ones,  and  two  miscarriages.  Has  had  malaria.  At  present  a  profuse  menstrual 
hemorrhage  of  twenty  days'  duration  with  severe  pain  in  lower  abdomen,  and 
fever. 

Miserable  general  condition.  Excruciating  pain.  Unable  to  walk.  Pulse 
rapid. 
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Abdomen  tympanitic,  very  painful;  spleen  enlarged.  Uterus  enlarged, 
cervLs  slightly  swollen.  On  right  side  and  also  behind  uterus  two  very  painful, 
hard  masses. 

Diagnosis:  syphilis  and  malaria. 

Mercury  and  quinine  followed  by  rapid  improvement.  After  fifteen  days 
no  trace  of  tumors.  Continued  specific  treatment  completely  checked  hemor- 
rhage. 

Doenhoflf.     {Inaug.  Dissertation,  Kiel,  1888,  quoted  by  A.  Martin, 
Krankheiten  der  Eileiter,  p.  187.) 

No.  22.  New-born  child  died  from  congenital  lues.  Tubes  thickened  in  their 
entire  length,  strikingly  tortuous,  stiff  walled,  some  of  the  coils  tightly  adherent 
to  each  other.  Vessels  dilated.  Musculature  and  connective  tissue  hyper- 
plastic, rich  in  cells.  Folds  of  mucosa  well  developed,  also  rich  in  cells.  Epi- 
thelial covering  regular,  well  preserved,  lumen  free. 

In  the  opinion  of  Martin  this  is  an  important  record  because  "in  this  case 
any  other  possible  etiologic  cause  for  the  anomaly  can  be  excluded." 

Doleris.     (No   bibliographic   reference,  quoted  by  Barthelemy  in 
La  Syphilis,  1905,  iii,  p.  695.) 

No  23.  Specimen  of  tertiary  syphilitic  tubes  demonstrated  before  a  medical 
society.  The  tubes  were  hypertrophic  and  sclerosed,  more  than  twice  the 
normal  size. 

Dreyer,     {Dermatol.  Zeitsch.,  1906,  xiii,  p.  544.) 

No.  24.  Luetic  infection  acquired  within  last  three  years;  exact  time  can- 
not be  ascertained.  For  last  year  had  profuse  genital  hemorrhages  not  benefited 
by  customary  treatment.  Large,  moist  papule  on  external  genitals,  roseola  on 
trunk,  ulcerated  patches  on  both  tonsils.  Some  improvement  after  sixteen 
inunctions  followed  by  deep  injections.  Two  and  one-half  months  later 
normal  menstruation;  all  syphilitic  manifestations  practically  cured.  From 
then  on  menstruation  was  normal. 

Duparcque.     (Maladies  de  la  matrice,  Paris,  1837,  p.  133,  quoted 
by  Lancereaux,  vol.  i,  p.  288.) 

No.  25.  Patient  had  three  syphilitic  and  scrofulous  children.  By  palpa- 
tion, a  hard  and  mammillated  enlargement  of  the  cervix  is  found  which  dilates 
the  upper  part  of  the  vagina.  Its  smooth  surface  presents  a  depression  near 
the  left  angle  of  the  external  os.  At  this  point,  which  is  more  tender  to  touch, 
an  ulcer  appears  to  exist.  Patient  does  not  permit  examination  with  speculum. 
Persistent  vaginal  discharge,  yellowish,  sometimes  bloody,  of  disagreeable 
odor.  Constant  pain  in  region  of  kidneys,  burning  sensation  in  lower  part  of 
pelvis,  lancinating  pain  especially  during  night.  Under  the  influence  of  in- 
unctions with  calomel  ointment  the  neck  of  the  uterus  regained  its  normal  size 
in  less  than  three  months  and  menstruation  was  restored. 

Then  a  relapse  occurred.  "The  existence  of  a  scirrhus  of  the  neck  of  the 
uterus  might  have  been  suspected,  so  extensive  and  hard  was  the  enlargement, 
so  large  and  deep  the  ulceration.  However,  thanks  to  the  knowledge  of  the 
venereal  antecedents  of  her  husband,  the  same  specific  treatment  was  repeated." 
Cure  was  quick  and  complete.     No  recurrence  within  the  next  six  3'ears. 
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Falk.     {Zentralhl.  f.  Gyndk.,  1908,  p.  347.) 

No.  26.  Patient,  aged  thirty-five  years,  without  history  or  symptoms  of 
lues.  Full-term  child  born  nine  years  ago  stUl  alive.  Before  and  after  this 
birth  a  miscarriage.  Curettage  for  vaginal  discharge  and  metrorrhagia  a  year 
ago,  without  benefit. 

Findings:  Ulcer  at  external  os,  crescentic,  with  a  sharply  outlined  contour. 
Ulcer  below  level  of  surrounding  mucosa;  the  latter  of  whitish  color  as  though 
"cooked."  Ulceration  fatty,  glistening  {"speckig"),  bleeding  easily.  Micro- 
scopic findings:  Histologic  picture  characteristic  neither  of  tuberculosis  nor 
syphilis.  Antiseptic  local  treatment  of  ulcer  yields  no  result.  Inunctions  and 
potassium  iodide  cause  prompt  healing  with  disappearance  of  metrorrhagias. 

Diagnosis:  luetic  ulcer  of  cervix  with  luetic  metrorrhagia. 

Fournier.     {Annates  de  Dermat.  et  Syphil.,  1895,  vi,  p.  1000.) 

No.  27.  Woman  of  twenty-nine  years,  repeatedly  treated  for  gummata 
of  various  regions,  enters  hospital  complaining  of  dull  ache  in  lower  abdomen 
and  burning  pain  during  micturition.  About  4  cm.  behind  the  introitus  on 
anterior  vaginal  wall  a  deep  ulcer  is  found,  its  excavation  as  large  as  a  hazelnut. 
Its  edges  are  well  defined,  sharp  and  elevated.  The  base  is  yellowish  green 
and  uneven;  painful  to  touch.  It  is  situated  on  an  indurated  base  and  sur- 
rounded, like  other  gummata,  by  an  inflamed  area. 

Under  specific  treatment  ulcer  disappears  within  fifteen  days. 

Diagnosis:  gumma  of  vagina. 

No.  28.     {Bull.  Acad,  de  med.  de  Paris,  October  21,  1912,  xlviii,  p.  310.) 

Man,  thirty-four  years  of  age,  has  a  tumor  in  small  pelvis  apparently  involving 
both  bladder  and  rectum.  Three  distinguished  physicians  made  the  diagnosis 
of  inoperable  sarcoma.  The  patient  gives  no  history  of  syphilis  and  does  not 
show  any  characteristic  syphilitic  manifestations.  The  possibility  of  hereditary 
lues,  however,  is  suggested  by  the  fact  that  of  fifteen  brothers  and  sisters  twelve 
had  died  at  a  very  early  age  and  one  living  brother  has  a  chorioretinitis  which 
might  be  interpreted  as  a  stigma  of  congenital  lues.  Mixed  treatment  results 
in  complete  cure. 

This  represents,  in  Fournier's  opinion,  a  unique  observation  of  a  gummatous 
pelvic  cellulitis  developing  at  the  age  of  thirty-four  as  the  very  first  sign  of  a 
congenital  lues. 

Franceschini.     {Clinica  Ostetrica,  1905,  p.  47,  quoted  from  Laflfont, 
p.  220.) 

No.  29.  A  syphilitic  woman  of  twenty-six  with  several  abortions  and  pre- 
mature and  macerated  fetuses,  complained  of  profuse  uterine  hemorrhages,  at 
first  monorrhagia,  later  metrorrhagic  in  character.  All  kinds  of  treatment  were 
applied  in  vain  and  the  patient  became  seriously  enfeebled  and  exsanguinated. 
Repeated  thorough  examinations  failed  to  clear  up  matters.  The  history  of 
the  case  and  enlarged  cervical  and  inguinal  glands  led  Franceschini  to  suspect 
syphilis  as  the  etiology  of  the  hemorrhages.  Mercurial  treatment  had  the 
desired  effect,  and  at  the  time  of  the  report  the  patient  had  remained  well  for 
several  months. 
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No.  30.     (Annales  des  vial,  viner.,  1906,  i,  p.  241.) 

Syphilitic  woman  of  forty  presents  herself  with  profuse  metrorrhagias  alter- 
nating with  serosanguinolent  discharge.  Cervical  and  inguinal  glands  enlarged. 
Uterus  enlarged  and  hard.  Upon  the  cervix  an  ulceration  with  raised  edges. 
Diagnosis  of  syphilis  was  made  and  vigorous  mercurial  treatment  instituted 
which,  in  a  few  weeks,  brought  about  cicatrization  and  pronounced  diminution 
in  size  of  the  ulcer.  Hemorrhages  and  discharge  disappeared.  Thus  im- 
proved, though  not  yet  cured,  the  patient  left  the  hospital  against  Franceschini's 
advice.  One  year  later  an  epitheliomatous  degeneration  of  the  cervi.x  was 
found  exactly  upon  the  site  of  the  former  syphilitic  ulceration.  Mercurial  treat- 
ment instituted  anew,  only  aggravated  the  condition. 

No.  31.     {Ibidem.) 

Widow  of  fifty,  without  children,  had  been  infected  by  her  husband,  who 
eventually  died  of  cerebral  lues.  She  has  been  treated,  at  intervals  only,  and 
not  very  systematically,  for  hemorrhages  and  vaginal  discharge.  For  eight 
years  she  had  taken  potassium  iodide  which  relieved  the  condition,  but  in  the 
last  two  years  the  remedy  had  failed  to  check  the  bleeding.  Examination  re- 
vealed inoperable  cancer  of  the  uterus.  "Specific  treatment  did  no  good." 
Patient  died  a  short  time  afterward. 

No.  32.     (Ibidem.) 

Woman  of  thirty-five  in  whom  secondary  syphilis  had  been  diagnosed  five 
years  previously.  Treatment  was  insuflBcient  owing  to  neglect  of  patient. 
Three  miscarriages  since.  Uterus  large,  cervix  small  and  hard.  Diagnosis  of 
glandular  endometritis  was  made  elsewhere.  Franceschini,  however,  assumed 
syphilis  to  be  the  cause  of  the  uterine  enlargement  and  instituted  specific  treat- 
ment under  which  the  uterus  rapidly  decreased  in  size.  Feeling  improved, 
the  patient  discontinued  the  treatment,  but  returned  a  year  later,  this  time  with 
a  uterine  cancer. 

Fuller.     (Morrow's  System  of  Genito-Urinary  Diseases,  1893,  vol. 
ii,  p.  463.) 

No.  33.  Young  woman  of  doubtful  antecedents,  complaining  of  a  pelvic 
inflammatory  trouble  which  gradually  was  getting  worse  in  spite  of  treatment. 

Findings:  In  region  of  left  broad  ligament  a  tumor,  size  of  orange,  moderately 
tender. 

As  treatment  thus  far  had  been  without  success,  patient  is  given  large  doses 
of  potassium  iodide,  although  no  history  of  a  luetic  infection  could  be  obtained. 
The  patient  began  to  improve  immediately  and  after  a  time  the  tumor  gradually 
disappeared. 

"Although  this  case  does  not  absolutely  prove  syphilis  of  this  region,  still  it 
justifies  one  in  strongly  suspecting  that  such  was  the  case." 

Galliard.     (Unpublished  case  quoted  by  Laflfont,  p.  250.) 

No.  34.  Aged  twenty-three,  generally  enfeebled,  suffering  for  some  time 
past  from  profuse  leukorrhea  which  at  times  is  mixed  with  blood.  She  had 
had  a  cervical  adenitis,  probably  of  tuberculous  origin.  No  history  of  syphilitic 
infection.  However,  patient  states  that  her  first  child,  born  prematurely,  had 
died  of  syphilis  according  to  the  statement  of  attending  physician.  Second 
child  also  died  soon  after  birth.    Of  late  there  has  been  a  continuous  metrorrhagia. 

Findings:    Cervix    slightly    enlarged,    uterine    fundus    normal,    anteverted. 


GELLHORN   AND   EHRENFESX:   SYPHILIS   IN   THE   FEMALE       965 

Slight  tenderness  over  uterine  fundus  and  in  culdesac.  Mucosa  of  vaginal 
portion  reddened.  Drop  of  blood  oozing  from  os.  No  pathologic  findings  to 
account  for  hemorrhage. 

In  view  of  information  given  concerning  death  of  chUd  a  test  was  made  with 
specific  treatment.  Rapid  cessation  of  uterine  hemorrhages,  while  the  vaginal 
discharge  persisted  for  another  month.  Later,  metrorrhagias  reappeared  but 
again  yielded  promptly  to  another  course  of  antiluetic  treatment. 

Garofalo.     (Clin.   Ostetrica,   1906,   x,   224,   quoted  by  Laffont,  p. 

237-) 

No.  35.  Girl  of  nineteen.  Infected  during  first  pregnancy.  Child  born 
at  term,  but  died  immediately.  Marked  general  sj^jhilis.  One  miscarriage. 
Troubled  since  this  miscarriage  with  profuse  bleeding,  first  only  during  men- 
struation, later  metrorrhagic.  Profound  anemia.  Pain  in  abdomen  and  kidney 
regions.  Left  adnexa  slightly  tender.  Uterus  normal,  cervix  large,  congested. 
After  twenty  intramuscular  injections  of  mercury  return  of  menses  to  normal. 
Under  continued  treatment  improvement  observed  for  three  months. 

Gaucher.     (Unpublished  case  quoted  by  Laflfont,  p.  246.) 

No.  36,  Woman,  twenty-seven  years  old,  without  history  of  gonorrheal  or 
puerperal  infection,  had  been  under  treatment  for  syphilis  manifesting  itself  in 
roseola,  loss  of  hair,  etc.  About  one  and  a  half  years  after  the  assumed  time  of 
the  infection  she  began  having  irregular  uterine  hemorrhages.  No  pathologic 
lesions  can  be  discovered  by  palpation  to  account  for  the  metrorrhagia.  Syphilis 
is  suspected  as  the  cause.  After  several  courses  of  specific  treatment  menstrua- 
tion finally  becomes  normal.  Diagnosis  is  made  of  late  secondary  or  early 
tertiary  hemorrhagic  metritis. 

Gaucher  and  Giroux.     (A^m.  des  mal.  vener.,  1913,  viii,  p.  534.) 

No.  37.  Woman  of  twenty-two  with  copious  but  painless  discharge  from  the 
vagina.     Absoutely  no  other  symptoms. 

Objectively  a  round  ulceration,  the  size  of  a  two-franc  piece,  is  found  upon 
the  anterior  lip  of  the  cervix  but  not  touching  the  external  os.  The  edges  are 
raised  and  indurated,  the  base  necrotic,  dark  gray  in  color.  Faint  roseola  and 
slight  papular  syphiloderma  scattered  over  bodj'.     No  glandular  enlargement. 

After  seven  days  of  deep  injections  of  mercury,  the  roseola  has  become  more 
marked  while  the  cervical  lesion  shows  signs  of  healing;  the  edges  are  less  high, 
the  slough  has  given  way  to  bright  red  color  and  beginning  cicatrization. 

About  three  weeks  later  both  the  primary  and  the  secondary  lesions  have 
completely  disappeared,  although  patient  has  not  attended  regularly  to  treatment. 

Gelli.     {Clinica  Ostetrica,  June,  1905,  quoted  by  LafiFont,  p.  221.) 

No.  38.  Multipara  of  fifty-four,  had  acquired  syphUis  at  age  of  thirty. 
Menopause  at  forty-eight.  For  the  last  five  months,  continuous  though  slight 
hemorrhage  from  uterus.     Patient  weak  and  anemic. 

External  genitals  and  cervix  senile.  Uterine  body  symmetrically  enlarged. 
One  small  inguinal  gland  and  a  small  tumor  on  tibia.  Diagnosis  between  uterine 
cancer  and  tertiary  uterine  syphilis.  Exploratory  curettage.  Microscopic  ex- 
amination of  scrapings  excludes  carcinoma.  Therefore,  antiluetic  treatment 
14 
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which  is  followed  by  good  result  within  fifteen  days.  Metrorrhagia  has  ceased, 
tibial  tumor  disappeared,  uterus  and  inguinal  gland  have  become  smaller, 
general  health  greatly  improved. 

Guillemot.     {Le  Courrier  med.,  April  14,  1907,  quoted  by  Laffont, 
p.  238.) 

No.  39.  Woman  of  thirty-three,  was  pregnant  nine  times;  of  these  one 
premature  birth  and  one  miscarriage.  Husband  contracted  s>'philis  five  years 
before  marriage.  She  has  been  under  specific  treatment  for  a  short  time.  A 
year  ago  she  had  bloody  discharge  between  menses,  and  now  she  has  menor- 
rhagias.  Cervix  deeply  torn  on  right  side,  granular  to  touch.  Uterus  somewhat 
enlarged,  otherwise  normal,  adnexa  free.  A  round  reddened  area  on  cervix 
visible  in  speculum.  Calomel  injections  and  ichthyol  tampons.  Flow  stopped 
three  days  after  first  injection  and  erosion  seems  improved.  After  two  more 
treatments  patient  disappeared  from  view. 

Author  admits  incompleteness  of  report,  but  believes  this  to  be  a  new  case 
of  metrorrhagia  of  s>'philitic  origin. 

Hoffmann.     (Zlschr.  f.  Geb.  u.  Gynak.,  Ixix,  1911,  p.  482.) 

No.  40.  Patient  admitted  to  hospital  with  chronic  sepsis  subsequent  to  the 
delivery  of  living  twins  two  months  ago.  High  fever.  Wassermann  positive. 
Below  urethral  opening  there  is  an  ulcer  with  fatty,  glistening  surface,  a  smaller 
round  ulcer  at  fourchette.  On  anterior  cervical  lip  a  tumor,  size  of  apple, 
necrotic,  with  ulcerated  surface,  also  waxy  in  appearance.  On  the  right  side 
an  island  of  intact  mucosa  within  the  ulcerated  area.  Uterus  irregular,  greatly 
enlarged,  movable,  not  tender.  Right  appendages  enlarged  and  adherent,  left 
adnexa  and  parametrium  seem  normal.  Microscopic  examination  of  excised 
piece  of  cervical  tumor  shows  a  syphilitic  gumma. 

Patient  died  four  weeks  later  as  the  result  of  the  chronic  sepsis.  At  autopsy 
a  thick  layer  of  gummatous  tissue  is  found,  several  centimeters  in  thickness, 
reaching  from  portio  to  fundus  and  involving  the  entire  surface  of  the  endo- 
metrium and  penetrating  deeply  into  the  myometrium.  Right  tube  and  ovary 
transformed  into  a  gummatous  mass.  All  the  retroperitoneal  glands,  especially 
around  right  ureter,  also  changed  into  gummata.  Several  gummata  in  liver, 
one  in  lungs.     Microscopic  examination  made  by  the  pathologist  v.  Hansemann. 

Howitz.     (Nord.    Med.   Arkiv.,  Stockholm,  April  30,   1908,  abst, 
in  Jour.  Am.  Med.  Assn.,  July  18,  1908,  p.  268.) 

No.  41.  Patient,  thirty-two  years  old,  mother  of  three  children,  youngest 
aged  four.  Small  tumor  found  on  anterior  lip  of  cervix.  Histologic  examination 
of  excised  tumor:  epithelioma.  Three  years  later  she  returns  apparently  with 
recurrence  of  growth,  but  situated  on  the  posterior  cervical  lip.  Tumor  is  hard, 
resistant,  circumscribed,  and  indolent.  This  tumor  also  excised,  and  diagnosis 
of  epithelioma  repeated.  Questioning  reveals  history  of  luetic  infection  fifteen 
years  ago.  At  that  time  she  had  received  thorough  specific  treatment  and 
never  since  had  any  symptoms.  Although  no  signs  of  syphilis  can  be  found  at 
present,  potassium  iodide  is  given.  Woman  has  since  passed  through  another 
normal  pregnancy.  No  spirochetes  found  in  placenta.  No  recurrence  of 
tumors. 

Diagnosis:  sj^hilitic  tumors  of  cervix. 
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Ivens.     {Jour,  of  Ohst.  and  Gyn.  oj  Brit.  Emp.,  xiii,  p.  273.) 

No.  42.  Woman,  aged  thirty-two.  Mother  of  four  children.  On  portio 
vaginalis  slightly  to  the  right  and  extending  to  both  lips  an  ulcer  size  of  a  shilling. 
Its  surface  covered  with  a  grayish  slough,  its  base  indurated.  On  wiping  the 
surface  blood  oozes  freely.  Malignancy  suggested  by  findings,  but  the  unusual 
character  of  ulcer,  and  a  coexisting  gonorrhea,  pointed  to  diagnosis  of  a  syphilitic 
lesion.  Small  wedge  excised  for  microscopic  study  shows  only  inflammatory 
changes.  "The  healthy  epithelium  ends  abruptly  and  the  surface  of  the  ulcer 
consists  of  exudation  and  necrotic  granulation  tissue.  The  connective -tissue 
hyperemic  and  densely  infiltrated  with  round  cells,  shows  extreme  cellular 
proliferation.  Intima  of  vessels  thickened."  Five  weeks  later  characteristic 
superficial  ulcers  develop  on  tonsils.  Antisyphilitic  treatment  is  given.  Within 
three  weeks  the  chancre  disappeared  and  about  a  week  later  a  roseolar  rash 
occurred. 

Jaworski.     {Wiener  klinische  Wchnsckr.,  July  20,  191 1,  p.  1059.) 

No.  43.  Woman,  aged  thirty-one,  illegitimately  pregnant  four  times, 
three  miscarriages,  all  in  third  month,  then  a  full-term  child  twelve  years  ago. 
Metrorrhagias  for  the  last  three  years.  Uterus  retroverted,  large,  hard,  slightly 
tender.  CervLx  normal.  Scar  of  old  right  parametritis.  Local  treatment  and 
curettage  fail.  No  history  and  no  evidence  of  syphilis.  Her  lover  of  the  past 
eighteen  years  has  tabes  dorsalis.  Mixed  treatment.  Menstruation  becomes 
regular,  uterus  smaller. 

No.  44.  Woman  of  thirty.  Three  macerated  fetuses,  each  expelled  in  sixth 
month.  Menstruation  regular  followed  by  ill-smelling  discharge.  Uterus  large, 
movable.  Adnexa  normal.  No  signs  of  syphilis;  husband  denies  syphilis.  Two 
of  the  placentas  have  been  examined  histologically:  Edema,  hypertrophy  of 
villi,  gangrene,  and  arteritis.  She  received,  by  mouth,  a  total  of  2  grams 
of  protojoduretum  hydrargyri.  The  discharge  disappeared  for  some  time  but 
returned  later.     The  hemorrhages  became  less  free  but  continued. 

No.  45.  Aged  thirty-six.  Four  abortions,  all  in  third  month.  Following 
this  she  had  one  fuU-term  child,  sixteen  years  ago,  which  suffered  from  a  vesicular 
dermatitis  and  nasal  catarrh,  and  died  when  nine  months  old.  Menstruation 
at  intervals  of  three  to  four  weeks.  Copious,  ill-smelling  vaginal  discharge. 
Uterus  enlarged,  tubes  thickened  and  tender,  ovaries  tender  (salpingitis  and 
perioophoritis).  Two  years  ago  paresis  of  oculomotor  nerve.  Had  received 
mixed  treatment  at  several  occasions,  each  course  followed  by  an  improvement 
both  of  discharge  and  menstrual  condition.  Pain  in  lower  abdomen  improved, 
especially  "along  the  pelvic  arteries." 

No.  46.  Woman  of  thirty-four,  unmarried.  For  the  last  two  or  three  years 
copious  hemorrhages  every  two  or  three  weeks.  Uterus  very  small,  but  very 
hard,  not  tender.  Adnexa  normal.  Injection  of  a  10  per  cent,  gelatin  solution 
reduced  the  hemorrhages.  Patient  asserts  that  she  has  never  been  infected. 
She  admitted,  however,  that  seventeen  years  ago  she  had  on  one  occasion  had 
intercourse  with  her  fiance  who  shortly  afterward  committed  suicide  because 
he  had  acquired  a  luetic  infection  from  another  woman.  Patient  has  no  evidence 
of  syphilis.  Wassermann,  however,  is  found  positive.  Mixed  treatment 
promptly  followed  by  objective  and  subjective  im.provement. 

No.  47.     Woman,    aged    thirty   years.     Infected    with   gonorrhea    early   in 
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married  life.  Never  pregnant.  Uterus  larger  than  normal,  retroflexed,  very 
hard,  slightly  tender,  both  adnexa  involved  (salpingitis  and  oophoritis).  Ir- 
regular menstruation,  mucopurulent,  ill-smelling  discharge.  Two  years  ago 
suffered  from  persistent  headaches,  dizziness,  visual  disturbances,  divergent 
strabismus,  myosis,  and  a  positive  Romberg.  When  gynecological  treatment  did 
not  yield  satisfactory  results,  Wassermann  was  made  and  found  positive.  Mixed 
treatment  given  for  next  two  years.  After  that  time  uterus  was  normal  in  size, 
all  tenderness  disappeared,  vaginal  discharge  checked,  and  menstrual  flow  was 
reduced  to  only  two  days. 

Jeanne.     {Annales  de  Gynec.  et  d'Obst.,  1904,  Ixi,  p.  497.) 

No.  48.  Woman  of  forty-nine,  syphilitic  for  several  years.  An  inflammatory 
tumor  is  found  in  pelvis  and  left  iliac  region,  apparently  a  pyosalpinx.  Opera- 
tion suggested  but  refused  by  patient.  Perfect  cure  within  fifteen  days  under 
administration  of  iodides  and  mercury.  Two  years  later  three  solid  round 
tumors,  size  of  small  oranges,  are  discovered  near  the  uterus,  supposedly  fibroids 
in  broad  ligament  associated  with  a  tubal  lesion.  Agan  an  operation  is  refused, 
and,  therefore,  mercury  injections  are  given.  All  tumors  disappeared  com- 
pletely. Return  of  symptoms  six  months  later  with  the  same  therapeutic 
result.     The  same  procedure  repeated  two  years  later. 

Diagnosis:  tubal  syphilis. 

Joukowsky.     (Wratch.,  St.  Petersburg,    1904,  p.   505,   quoted  by 
Laffont,  p.  231.) 

No.  49.  Normal  child,  born  deeply  asphyxiated,  died  five  days  later  after 
having  had  a  persistent  though  slight  hemorrhage  from  vagina  for  one  day. 

Autopsy  findings:  Congenital  lues.     In  uterine  fundus  hemorrhagic  areas. 

Microscopically:  Subepithelial  hematomata  in  endometrium.  Surface  epi- 
thelium missing  in  several  places,  and  blood  escaping  into  the  free  uterine  cavity. 
Also  hemorrhagic  areas  around  capillaries  in  myometrium.  Veins  enlarged. 
Arteries  show  endoarterial  changes;  several  small  arteries  completely  obliterated. 

Kurz.      {Journal  of  Ohst.  and  Gynec.  of  Brit.  Emp.,    1913,    xxiii, 

P-  353-) 

No.  50.  Woman  of  thirty-four,  who  gave  birth  to  five  children;  two  died 
in  infancy.  During  last  pregnancy,  nine  years  ago,  she  "caught  a  sore  on  vulva 
from  husband."  Six  weeks  after  birth  of  this  child  she  had  an  abscess  in  right 
groin  which  took  several  weeks  to  heal.  Ever  since,  patient  had  discharge 
both  from  anus  and  vagina  after  defecation.  Bowel  movements  at  times 
blood  stained. 

Findings:  Within  labia  minora  a  mass  is  visible  which  projects  outward  from 
the  lower  portion  of  posterior  vaginal  wall.  On  each  side  of  this  mass,  in  front 
of  the  fourchette,  there  are  two  small  ulcers.  They  have  clear-cut  edges,  their 
bases  being  covered  with  pale,  weak  granulations.  The  depth  of  the  ulcers  is 
about  one-quarter  of  an  inch.  The  left  ulcer  runs  obliquely  upward  and  com- 
munciates  with  the  rectal  wall.  The  upper  part  of  the  vagina  is  healthy;  the 
lower  half  is  covered  with  small  nodules  and  is  contracted.  Uterus  and  ap- 
pendages normal. 

Diagnosis:  clear  history  of  syphilis.  Typical  esthiomene  perforating  into 
rectum. 
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Laffont.     (Sur  la  Syphilis  Tertiaire  de  1' Uterus  et  des  ses  Annexes, 
Paris,  1908,  p.  253.) 

No.  51.  Woman  aged  thirty- three.  A  miscarriage  in  second  month,  nine 
years  ago,  followed  by  nocturnal  headaches,  alopecia,  general  roseola,  pharyngitis, 
etc.,  for  which  she  had  received  specific  treatment  during  succeeding  two  years. 
A  year  later  another  miscarriage  in  third  month.  Later  gummata  on  right 
knee,  scars  still  visible.  Two  years  ago  transitory  left-sided  hemiplegia.  For 
last  year  menorrhagias  now  changing  into  metrorrhagias. 

Findings:  Uterus  slightly  enlarged,  ovaries  normal,  tenderness  on  pressure 
in  right  fornix  and  posterior  culdesac.  Cervix  fairly  normal  in  speculum. 
Slight  cervical  discharge.  No  definite  local  condition  which  could  explain  the 
hemorrhage.  Sj'philis  is  suspected  as  the  real  cause.  Mercurial  treatment  is 
instituted,  and  three  weeks  later  the  hemorrhages  have  ceased. 

Lagneau.     (Traite    Practique    des    Malad.     Syphilit.,    Bruxelles, 
1828,  p.  264.) 

No.  52.  "Patient  had  cohabited  several  years  with  a  man  whose  ill  health 
manifested  itself  by  frequent  returns  of  an  old  venereal  disease."  From  time  to 
time  he  received  some  form  of  mild  treatment.  "Almost  from  the  beginning  of 
this  intercourse  the  woman  perceived  at  the  neck  of  the  uterus  a  sensibility  not 
common  to  her."  This  sensibility  gradually  developed  into  severe  lancinating 
pain  accompanied  by  free,  irritating  discharge.  Three  years  later  the  patient 
consulted  Cullerier.  He  found  "considerable  scirrhous  engorgement  at  the 
neck  of  the  uterus,  which  also  was  the  seat  of  several  ulcers  with  hard,  per- 
pendicular edges."  He  used  very  concentrated  sudorific  decoctions  combined 
with  very  small  doses  of  the  deutochloride  of  mercury.  In  less  than  two  months 
the  neck  of  the  uterus  was  restored  to  its  natural  size,  the  ulcers  were  healed  and 
all  the  symptoms  of  the  distressing  disease  had  disappeared. 

Lancereaux.     (Syphilis,  1868,  vol.  i,  p.  286.) 

No.  53.  Woman  of  thirty-three  with  history  of  constitutional  syphilis  ten 
years  ago.  On  admission  to  hospital,  facial  hemiplegia,  paralysis  of  external 
oculomotor,  violent  nocturnal  pains  in  tibia,  etc.     Finally  died. 

Autopsy:  No  traces  of  scars  in  skin,  no  anomalies  about  bones  of  skull  or 
meninges;  nothing  abnormal  in  brain. 

In  the  pelvis  adhesions  between  the  ovary,  uterus  and  neighboring  parts. 
Small  amount  of  pus  in  posterior  culdesac.  Kidneys  and  ureters  covered  with  a 
layer  of  pus. 

One  of  the  ovaries,  enlarged  in  size,  was  the  seat  of  a  white  induration,  disposed 
in  patches,  the  greater  portion  of  it  being  manifestly  diseased  and  adherent  to 
the  tube  and  neighboring  organs. 

Diagnosis:  Second  stage  of  fibrous  thickening  of  the  syphilitic  ovary. 

No.  54.  In  a  patient  of  forty-three  years  there  existed,  simultaneously 
with  osteocopic  pains  in  the  cranium,  two  tumors  of  the  size  of  an  egg,  situated  in 
the  region  of  the  ovaries,  and  elongated  in  the  direction  of  the  broad  ligament. 

On  the  assumption  of  a  syphilitic  affection  potassium  iodide  was  given.  The 
tumors  rapidly  decreased  in  size.  Twenty  days  later  the  one  on  left  side  had 
disappeared,  "for  it  was  no  longer  discoverable  by  palpation." 

Diagnosis:  ovarian  syphilis. 
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No.  55.     (Vol.  ii,  p.  27.) 

Postmortem  examination  of  a  woman,  forty-one  years  old,  who  had  never 
menstruated.  Probable  diagnosis  of  hereditary  lues  is  made.  The  ovaries  are 
found  in  a  rudimentary  state.  They  do  not  contain  any  Graafian  follicles.  The 
uterus  is  comparatively  small.  (The  author  does  not  state  in  this  connection 
that  the  condition  found  in  the  ovary  is  due  to  the  assumed  hereditary  lues,  but 
this  case  often  is  quoted  in  literature  as  an  illustration  of  congenital  syphilitic 
ovaries.) 

Lancereaux.     (Bull.  Acad,  de  Med.  de  Paris,  1902,  xlviii,  p.  320.) 

No.  56.  Woman  of  twenty-six,  anemic,  with  stricture  of  the  rectum  and  hard 
masses  in  the  pelvis  which  were  diagnosed  as  malignant.  In  view  of  the  obvious 
inoperability  of  the  case,  potassium  iodide  was  given,  although  there  was  no  posi- 
tive history  of  syphilis.  Disappearance  of  the  tumors  and  complete  restoration 
to  health  after  two  months. 

Diagnosis:  pelvic  gumma. 

La  Torre.     (Clinica  Osietrica,  1904,  xii,  quoted  by  Laffont,  p.  228.) 

No.  57.  Woman  of  forty  with  well-marked  luetic  manifestations.  Two 
premature  births,  two  miscarriages.  Menorrhagias  for  last  two  years,  with  an 
occasional  intermenstrual  hemorrhage. 

Findings:  Uterus  enlarged,  cervix  torn  and  swollen.  Ectropium  extensively 
ulcerated.     Dense  mass  of  scar  tissue  in  left  parametrium. 

Thorough  curettage  of  uterus  and  ulceration  brings  no  relief.  Menorrhagias 
continue  and  ulceration  grows  larger.  A  specific  lesion  is  suspected  and  mixed 
treatment  given.     Within  one  year  complete  recovery,  both  general  and  local. 

No.  58.     Young  woman,  infected  three  years  ago,  had  two  miscarriages. 

Findings:  Cervix  hard,  enormously  enlarged  with  an  extensive  ulceration 
around  external  os,  necrotic,  bleeding  freely  on  touch. 

Failure  of  the  usual  local  treatment.  Because  carcinoma  is  suspected  hysterec- 
tomy is  proposed  by  another  physician.  Histologic  examination  of  excised  piece 
excludes  malignancy;  therefore,  antiluetic  treatment  is  instituted.  Complete 
and  permanent  cure. 

Lecorche.     {Comptes  rend,  de  la  Soc.  de  Biol.,  1856,  p.  160,  quoted 
by  Lancereaux,  vol.  i,  p.  287.) 

No.  59.  Postmortem  findings  in  a  woman  who  presented  papular  syphilis  in 
frontal  region  and  finally  died  of  cachexia. 

In  the  lungs  were  found  three  masses  which  were  regarded  as  tuberculous,  but 
which  Lancereaux  "is  tempted  to  look  upon  rather  as  gummy  tumors." 

Ovaries  fibrous,  only  very  few  Graafian  follicles  can  be  seen.  Cortex  in  its 
entire  thickness  formed  by  dense  tissue.  On  surface  of  ovaries  calcareous  de- 
posits which  effervesce  when  touched  with  nitric  acid. 

Lee.     {Lancet,  July  5,  1890,  p.  18.) 

No.  60.  Brief  record  of  a  woman  who  had  miscarried  repeatedly.  Patient 
and  husband  were  given  mercurial  treatment.  A  few  healthy  children  were 
born,  then  again  several  miscarriages.  Another  specific  treatment  (calomel 
baths)  is  followed  by  birth  of  a  healthy  child.     (No  local  findings  are  mentioned.) 
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No.  6i.  A  syphilitic  woman,  mother  of  several  children  with  signs  of  hered- 
itary s}T)hilis,  had  been  treated  locally  for  menorrhagias.  Antisyphilitic  treat- 
ment is  followed  by  birth  of  healthy  child.     (No  pelvic  findings  mentioned.) 

No.  62.  Woman  who  had  been  treated  for  a  displacement  of  the  womb  is 
suffering  at  present  with  an  "irritating  eruption  on  the  lower  part  of  her  body." 
Constant  backache  accompanied  by  chronic  discharge.  "Any  pressure  in  the 
neighborhood  of  the  womb  gave  pain."  Mercurial  treatment  gave  relief,  all 
sj^mptoms  disappearing  within  three  months.  Children  born  later  were  com- 
paratively healthy. 

Diagnosis  in  all  three  cases:  Syphilitic  affection  of  the  uterus. 

Le  Fort.     (Annales  de  Gynec.  et  d'Obst.,  1904,  L\i,  p.  499.) 

No.  63.  Cachectic  woman.  Clinical  diagnosis:  Cervical  carcinoma.  Hys- 
terectomy decided  upon,  yet  doubt  is  felt  concerning  diagnosis.  Consistency 
and  color  were  not  exactly  those  of  cancer.  Excision  of  wedge  for  microscopic 
examination.  Found  not  to  be  a  malignant  growth.  History  revealed  lues 
of  husband  and  numerous  abortions.     Specific  treatment  is  followed  by  cure. 

Letulle.     (Bullet,  de  Soc.  Anatoni.  de  Paris.,  1906,  Ixxxi,  p.  724. 

No.  64.  Demonstration  of  a  uterus  from  a  syphilitic  woman  who  had  died 
twenty-eight  days  after  childbirth.  The  veins  in  the  submucosa  show  the 
manifestations  of  a  proliferating  endophlebitis. 

Loeb.     {Zentralbl.  J.  innere  Mediz.,  1903,  xxiv,  p.  87.) 

No.  65.  The  recent  report  of  a  case  of  gummatous  pelvic  cellulitis  by  Four- 
nier,  prompts  the  writer  to  record  an  observation  made  by  him  thirty-two  years 
ago. 

A  man  thirty  years  old,  a  few  years  after  an  infection  with  s>-philis,  presented 
himself  with  a  large  hard  mass  in  right  iliac  region  apparently  arising  from  pelvic 
bones.  Diagnosis  of  osteosarcoma  was  made.  At  postmortem  gummata  were 
discovered  in  liver  and  the  tumor  to  the  right  was  found  to  be  a  mass  of  hard 
iniiltrated  connective  tissue  in  which  were  imbedded  loops  of  intestines.  He 
now  feels  certain  that  this  was  a  case  of  syphilitic  cellulitis. 

Longui.     (Unpublished  cases,  seen  in  1906,  quoted  by  Goldenstein, 
p.  106.) 

No.  66.  Prostitute,  aged  twenty-three  years.  Enlarged,  hard  inguinal 
glands.  Menstruation  normal,  no  history  of  uterine  trouble.  Normal  full- 
term  child  sLx  years  ago.     No  miscarriage. 

Three  years  ago  roseola  and  angina:  secondary  lues.  Well  for  some  time. 
Later  intense  pain  from  sciatica.     For  last  three  weeks  profuse  metrorrhagia. 

Findings:  Vulva,  vagina,  and  uterus  normal. 

Diagnosis:  syphilis.  After  five  injections  of  bichloride  of  mercury  both 
neuritic  pain  and  metrorrhagia  disappear. 

No.  67.  Aged  twenty-four.  Normal  menstruation,  never  pregnant.  ISIacu- 
lous  syphiloderma  over  entire  body.  Impetigo  syphilitica  of  scalp.  Indolent, 
enlarged  inguinal  and  epitrochlear  glands.  Time  of  infection  unknown.  For 
the  last  two  months  menstruation  occurred  at  shortened  intervals,  freer,  with 
pain  in  h>'pogastrium  extending  to  sacrum.  On  vulva  hard  papule  interpreted 
as  remnant  of  initial  sclerosis. 
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Diagnosis:  Secondary  syphilis.  Specific  treatment.  Roseola  and  pain 
disappear.     Menstruation  regular  afterward. 

Madlener.     {Monatschr.  f.  Geb.  u.  Gyndk.,  1901,  xiii,  p.  526.) 

Xo.  68.  Patient,  forty-one  years  old,  had  two  children.  Profuse  purulent 
vaginal  discharge  for  six  months.     No  other  complaint. 

Findings:  Large  ulcus,  almost  round,  covering  entire  anterior  cerv'ical  lip, 
reaching  into  anterior  fornix.  Its  base  flat,  surrounded  by  a  sharp,  irregular 
edge;  hard,  infiltrated  base,  bleeds  easily.  Anterior  cervical  lip  thick  but  its 
shape  preserved. 

Diagnosis  of  carcinoma  was  made. 

When  patient  was  on  table  prepared  for  total  hysterectomy  doubt  was  felt 
concerning  the  diagnosis,  because  ulcer  seemed  too  smooth  for  cancer,  and, 
when  tenaculum  was  fastened,  cervix  also  did  not  seem  friable  enough  for  a 
malignant  growth.  Therefore,  only  a  high  amputation  was  performed.  Micro- 
scopic examination  showed  that  the  lower  half  of  the  cervical  wall  consisted  of 
granulation  tissue.  There  were  no  giant  cells  recognizable  nor  epithelioidal 
cells  or  tubercles.  Neither  history  nor  general  findings  suggested  lues,  thus 
histologic  findings  did  not  determine  diagnosis.  Shortly  afterward,  however, 
a  typical  tertiarj'  s>'philitic  exanthema  appeared  and  six  months  later  patient 
had  a  perforation  of  the  palate. 

Final  diagnosis:  gumma  of  cervix. 

Meirieu.  (Nouvelle  BiUioth.  Med.,  1823,  iii,  p.  69,  quoted  by 
Duparcque,  Treatise  on  the  Function  and  Organic  Diseases 
of  the  Uterus,  1837,  p.  347.) 

No.  69.  A  pregnant  woman  of  twenty-five  with  acute  gonorrhea  with  swelling 
and  ulcers  of  external  genitals;  improved  somewhat  under  treatment.  At  par- 
turition all  treatment  was  discontinued.  The  ulcers  disappeared.  "The  gonor- 
rhea became  thicker,  glairy,  and  more  profuse  than  before  deUvery."  A  year 
later  she  was  emaciated  and  complained  of  pains  in  hypogastrium,  loins,  and 
internal  parts  of  the  thighs.     Severe  pain  in  limbs  at  night. 

Menses  irregular.  Meirieu  found  the  "vagina  hot,  the  neck  of  the  uterus  in 
its  natural  position,  soft,  large,  very  sensitive,  and  ulcerated  on  the  left  side;  the 
bottom  of  the  ulcer  was  granulous;  the  pains  caused  by  my  fingers  extended  to 
the  internal  part  of  the  thigh."  Examination  with  the  speculum:  "The  neck 
had  a  natural  color  in  its  healthy  part;  at  the  left  side  an  ulcer  the  size  of  a  franc 
piece;  the  bottom  of  it  was  yellow  and  uneven;  the  granulations  on  it  appeared 
to  be  covered  by  a  smooth  membrane;  the  edges  of  the  ulcer  were  a  little  elevated 
and  red  and  surrounded  by  a  circle  of  less  bright  red."  The  diagnosis  of  cancer 
of  the  cervix,  made  before  by  others,  seemed  confirmed.  "But  the  pains  in  the 
bones,  and  the  circumstances  which  I  stated  in  the  commencement,  presented 
the  idea  of  syphilis  more  strongly  to  my  mind."  Inunctions  being  refused  by 
the  patient  he  persuaded  her  to  rub  her  legs  daily  with  a  solution  of  i  grain 
of  sublimate  of  mercury  in  3  drams  of  distilled  water.  Fifteen  days  later  the 
pains  in  the  bones  were  lessened.  Gradually  the  solution  was  strengthened 
until  finally  2  grains  of  the  sublimate  were  used  daily  in  this  form.  After  this 
treatment  had  been  continued  for  three  and  a  half  months,  discharge  from  the 
vagina  and  the  ulceration  of  the  uterus  were  much  diminished.  Six  months 
later  he  found  the  cervLx  almost  completely  cicatrized.  Two  years  later  she  was 
perfectly  cured. 
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Meirowsky  and  Frankenstein.     (Deutsche  mediz.  Wclmschr.,  1910, 
xxxvi,  p.  1444.) 

No.  70.  Woman,  forty-two  years  old,  mother  of  four  children.  At  the 
age  of  thirty-six  years  destructive  ulceration  appeared  in  face  and  over  tibias. 
Two  years  later  menstruation  ceased.  After  specific  treatment  all  ulcerative 
processes  healed  and  menstruation  reappeared. 

No.  71.  Woman,  aged  thirty-eight  years.  One  confinement,  one  abortion. 
When  thirty  years  of  age,  had  tumors  on  neck,  which  broke  down  and  did  not 
heal  in  spite  of  five  operations.     Three  years  later  menstruation  ceased. 

Diagnosis:  Tertiary  lues.  Uterus  found  small,  of  "virginal  t3T)e."  Mixed 
treatment.  All  ulcers  healed.  Some  time  later  patient  began  to  complain  of 
menstruation-like  pains  every  four  weeks,  now  and  then  accompanied  by  a 
bleeding  from  the  nose  but  no  return  of  menstrual  flow  at  time  of  this  report. 

No.  72.  Three  healthy  children.  Luetic  infection  during  fourth  pregnancy 
at  the  age  of  twenty-eight.  Child  died  at  fourteen  months.  Soon  afterward 
sores  on  thighs,  tibias  and  in  other  regions  persisting  in  spite  of  thorough  specific 
treatment.  After  last  confinement  she  remained  amenorrheic  for  six  years  and 
then  had  an  abortion  in  fourth  month. 

Diagnosis  in  all  three  cases:  tertiary  luetic  affections  of  ovaries  causing 
amenorrhea. 

Meslay.     (No    bibliographic    reference,    quoted    by    Potherat    in 
Gaz.  des  Ho  pit.,  191 1  Ixxxiv,  p.  199.) 

No.  73.  Woman  of  twenty-four.  Tumor  in  lower  abdomen  discovered 
after  normal  confinement.  Mass  gradually  increased  to  size  of  chid's  head. 
Medical  treatment  ineffective.  Laparotomy:  Tumor  is  adherent  to  anterior 
abdominal  wall,  apparently  cancerous.  Therefore,  abdomen  closed.  Patient 
leaves  bed  on  fourth  day.  Later  mercurial  treatment  is  given.  Tumor  dis- 
appeared. 

Diagnosis  made  by  Meslay:  syphilitic  tumor. 

Diagnosis  suggested  by  Potherat:  phlegmon  of  broad  ligament. 

MoUiere.     (of  Lyon,  quoted  by  Laffont,  p.  163.) 

No.  74.  Young  cachectic  woman  with  "fungous  ulcer  of  uterus."  Complete 
cure  after  vigorous  treatment  ^dth  inunctions  and  potassium  iodide. 

Montanier  et  Velpeau.     {Gazette  des  Hopit.,  1862,  p.  450,  quoted 
by  Lancereaux,  vol.  i,  p.  288.) 

No.  75.  Woman,  fifty  years  old.  Had  three  children  with  first  husband,  all 
dead,  none  in  twelve  years  of  second  marriage.  No  history  of  syphilis,  but 
"  thinks  that  her  first  husband  had  some  disease  of  that  nature."  For  six  months 
she  has  had  pain  in  the  loins,  weakness  in  the  limbs,  later  more  acute  pain  in 
thighs,  followed  by  constipation  and  pain  during  defecation.  Some  months 
later  a  yeUowish-green  discharge  appeared.  Patient  looks  cachectic  and  is 
greatly  emaciated. 

In  the  roof  of  vagina  a  rather  hard  and  somewhat  nodular  mass  about  the 
size  of  the  head  of  a  fetus  of  seven  months,  which  moves  freely  in  the  pelvis, 
and  presses  upon  rectum  and  bladder,  apparently  not  ulcerated  at  any  point. 
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In  the  middle  of  it  there  is  felt  a  slight  hiatus  which  may  be  assumed  to  repre- 
sent the  OS.  In  the  abdomen  a  hard  rounded  body  is  palpated  extending  three 
fingers  above  the  pubis.     No  ulceration  visible  in  speculum. 

Diagnosis:  Doubtful.  Velpeau,  called  in  consultation,  orders  inunctions  and 
potassium  iodide.  Twenty-five  days  later  patient  better,  but  a  gummatous 
periostosis  found  on  left  tibia.  The  uterine  tumor  had  diminished  almost  by 
one-half.  The  neck  of  the  uterus  was  now  distinguishable  and  gave  to  the 
finger  the  sensation  of  an  almost  healthy  body.  Antisyphilitic  treatment 
is  continued.  Six  weeks  later  uterus  entirely  normal  to  touch,  no  irregularities 
palpable,  no  more  pain.     The  gumma  of  the  leg  also  has  disappeared. 

Moraller.     {Zeitschr.  f.  Geb.  u.  Gynak.,  1908,  Ixii,  p.  159.) 

No.  76.  Primigravida,  aged  twenty-nine  years,  pregnant  eight  months. 
Patient  [began  to  complain  of  itching  skin  eruption  five  days  ago.  Maculo- 
papulous  exanthema  covering  entire  body  with  exception  of  extremities. 

On  vaginal  portion,  surrounding  the  external  os,  an  ulcer,  almost  2  cm.  in 
diameter,  fatty,  glistening,  yellowish,  sharp  edged,  encircled  by  a  narrow  ring 
of  red  inflamed  mucosa.  Inguinal  glands  slightly  swollen.  No  palpable  en- 
largement of  cubital  or  cervical  glands.  No  mucosa  changes  in  mouth  or 
throat. 

Diagnosis:  initial  sclerosis  on  portio  of  pregnant  woman. 

Morgan.     (Syphilitic  Gumma  of  Uterus,  1871,  quoted  by  Laffont, 
p.  166.) 

No.  77.  Postmortem  examination  of  woman,  aged  thirty-two,  whose  syphilis 
had  never  been  treated.  Death  due  to  cachexia.  Gummata  of  neck  and  in 
right  kidney.  Identical  lesions  in  uterus.  "Uterine  fundus  contains  a  small, 
well-circumscribed  tumor,  firm,  with  all  characteristics  of  a  gumma." 

Morisani.     (Arch,  di  ost.  e  gin.,  1901,  No.   i,  abst.  in  Zenttalbl.  f. 
Gynak.,  1902,  p.  294.) 

No.  78.  Woman  of  forty,  suffering  from  metrorrhagias.  Clear  history  of 
syphilis,  acquired  eighteen  years  previously.  Hemorrhages  have  existed  for 
three  years.     No  relief  from  curettage. 

Findings:  Uterus  enlarged  and  hard.     Multiple  gland  enlargements. 

As  a  second  curettage  failed  to  bring  relief  vaginal  hysterectomy  was  performed. 

Microscopic  examination:  Far-advanced  degeneration  of  the  blood-vessels. 
Thickening  of  intima  with  increased  amount  of  connective  and  elastic  tissues, 
pronounced  fibrous  hyperplasia  of  adventitia,  atrophy  and  homogeneous  de- 
generation of  media.  In  the  smaller  vessels  the  adventitia  is  affected  most 
markedly,  the  process  in  all  probability  starting  from  this  layer. 

Diagnosis:  angiosclerosis,  result  of  tertiary  syphilis. 

Mouchet  and  Nicolaidi.     (Gaz.  des  Hopit.,  1909,  Ixxii,  p.  328.) 

No.  79.  A  man  of  forty  years,  suffering  for  the  second  time  from  a  gum- 
matous pelvic  cellulitis  simulating  cancer.  Hereditary  syphilis.  Both  times 
cure  is  obtained  by  the  use  of  mercury. 

Muratow.     (Zentralbl.  f.  Gynak.,  1907,  xxxi,  p.  830.) 

No.  80.  Patient  twenty-three  years  old,  married  five  years.  Husband 
was  treated  for  syphilis  shortly  before  marriage.     Soon  after  marriage  patient 
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had  a  purulent  vaginal  discharge  and  an  ulcus  on  vulva  which  soon  healed  under 
treatment.  Discharge  persisted.  Soon  afterward  she  had  a  general  roseola 
for  which  she  was  treated.  Pregnancy  starting  at  about  that  time  ended 
prematurely  in  seventh  month,  the  child  dying  the  next  day.  From  then  on 
menses  profuse,  coming  at  shortened  intervals. 

Findings:  CervLx  of  normal  size,  very  hard,  uterine  body  of  normal  size,  hard, 
not  tender.  Adnexa  probably  normal,  not  palpable.  A  pulsating  blood-vessel 
in  right  vaginal  vault  (uterine  artery)  tender  on  pressure.  Broad,  superficial 
erosion  on  anterior  cervical  lip,  mucosanguineous  discharge  from  os.  Inguinal 
and  cubital  glands  enlarged. 

As  the  usual  therapy  so  far  failed,  a  trial  was  made  with  specific  medication 
and  continued  for  six  weeks.  Within  ten  days  the  bloody  discharge  had  ceased 
and  a  week  later  menstruation  appeared  which  lasted  only  five  days.  The 
tenderness  of  the  uterine  artery  disappeared.  A  year  later  patient  had  no 
complaint.     Genitalia  were  found  normal  on  palpation. 

Neisser.  (No  bibliographic  reference  given,  quoted  by  Meyer  in 
Deutsche  med.  Wcknschr.,  January  28,  191 3,  p.  169,  also  Ztschr. 
f.  Geb.  u.  Gyn.,  Ixxiii,  1913,  p.  322.) 

No.  81.  A  woman  presented  herself  complaining  of  irregular  uterine  hemor- 
rhages and  vaginal  discharge.  CervLx  found  enlarged,  thickened,  but  soft  and 
not  ulcerated.  Microscopic  diagnosis  made  on  excised  piece  of  cervix:  Round- 
celled  sarcoma.  Thereupon,  hysterectomy.  Soon  after  operation,  typical 
secondaries.  Neisser  concludes  that  the  diagnosis  of  sarcoma  has  been  incorrect 
and  that  in  all  probabihty  a  primary  chancre  of  the  cervix  has  existed  in  this 
case.  He  contends  that  the  exact  diagnosis  could  have  been  made  by  means  of 
mercurial  inunctions. 

Nielsen.     (Dermatol.  Wcknschr.,  February  27,  191 5,  p.  209.) 

No.  82.  A  woman,  aged  twenty-nine,  with  typical  secondaries  for  the  last 
seven  or  eight  weeks;  infection  about  four  months  ago. 

Findings:  To  the  left  of  middle  line  on  anterior  vaginal  wall  about  3  cm. 
below  fornix,  a  triangular  infiltration,  about  2  cm.  wide  at  base.  The  edge  about 
2  mm.  wide,  somewhat  raised,  clearly  distinguishable  from  surrounding  normal 
mucosa,  in  general  showing  the  same  color  as  the  latter.  In  the  center  of  this 
depression  a  sharp-edged,  deep  ulceration  (10  by  3  mm.)  with  dark  red  base 
surrounded  by  an  area  of  smooth,  yellowish-red  tissue;  bleeds  easily.  Finger  and 
sound  ascertain  a  well-defined  infiltration.  Numerous  spirochetes  in  dark  field. 
No  enlarged  glands  palpable  in  pelvis.  In  right  inguinal  region  five,  in  left 
inguinal  region  four  indolent,  sclerotic  glands,  size  of  beans.  Polyadenitis 
axillaris,  cervicalis,  postmandibularis,  etc.  Roseola  on  trunk.  Erosions  of 
tongue,  palate,  and  tonsils.  Headaches.  Hair  falling  out.  No  leukoderma. 
Wassermann  -l--|--f-l-.  Under  antisyphilitic  treatment  complete  healing 
of  ulcer,  leaving  a  narrow  scar,  hardly  visible  in  folds  of  vaginal  mucosa. 

Diagnosis :  partially  healed  primary  chancre  in  vagina. 

O'Day.     {New  York  Medical  Journal,  December  26,  1914,  p.  1258.) 

No.  83.  Woman  of  forty-three  years,  examined  by  several  surgeons,  all 
agreeing  on  diagnosis  of  carcinoma  of  uterus  and  cervix.     O'Day  made  the 
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the  same  diagnosis,  pronouncing  the  case  inoperable.  Cervix  was  eroded,  much 
enlarged,  with  an  infiltration  that  extended  weU  into  the  vault  of  the  vagina. 
Seropurulent  discharge  with  typical  offensive  odor  of  cancer.  Syphilis  not 
thought  of.  Patient  became  a  Christian  Scientist.  Later  cervix  apparently 
broke  down,  patient  suffering  from  severe  hemorrhage.  She  failed  rapidly  until 
death  seemed  imminent.  O'Day  saw  her  again  just  one  year  after  first  exami- 
nation. Patient  looked  cachectic,  had  been  bedridden  for  eleven  weeks,  emaci- 
ated and  suffering  intensely  from  bed-sores.  He  was  called  to  relieve  her  from 
pain  caused  "  by  fever  sores  in  her  mouth."  Much  to  his  surprise  he  found  in  her 
mouth  typical  syphilitic  mucous  patches.  A  slough  expelled  from  vagina  proved 
to  be  nonmalignant  tissue.  Wassermann  strongly  positive.  Further  investiga- 
tion showed  luetic  infection,  probably  acquired  two  years  before  the  discovery 
of  the  neoplasm. 

"Proper  treatment  carefully  applied  has  restored  this  woman  to  perfect  health, 
and  much  as  I  would  like  to  deny  it,  in  that  particular  neighborhood  I  am  re- 
garded as  a  regular  wizard  in  the  treatment  of  inoperable  cancers." 

Oui.     {S6maine  Gynec,  1913,  xviii,  p.  325.) 

No.  84.  Primipara  of  twenty-two  cases.  Delivered  prematurely  by  means 
of  vaginal  Cesarean  section  on  account  of  rigidity  of  cervix.  Patient  was  in 
secondary  stage  of  sjqihilis  and  died  three  days  after  operation;  the  child  died 
fifty-four  days  after  birth. 

Autopsy:  Cause  of  death  was  renal  and  hepatic  insufficiency.  Section  through 
cervix  shows  chronic  sclerotic  inflammation,  in  places  hyaline  degeneration.  A 
small  fibrous  nodule  on  cervix. 

Diagnosis  not  certain.  Ordinary  chronic  inflammation  could  hardly  lead  to 
such  rigidity.  On  the  other  hand  the  early  stage  of  the  infection  argues  against 
syphilitic  sclerosis.  If  the  small  nodule  represents  all  that  is  left  of  a  primary 
chancre  on  the  cervix,  it  seems  unlikely  that  it  would  have  caused  so  extensive 
an  induration  of  the  cervical  canal. 

Ozenne.     (Semaine  Gynec,  1898,  p.  195,  quoted  by  Laffont,  p.  171.) 

No.  85.  Woman  of  thirty-two  without  any  evidences  of  syphilis,  suffering 
from  metrorrhagias  which  had  not  been  benefited  by  various  forms  of  treat- 
ment. Almost  continuous  loss  of  blood.  Patient  has  headaches  and  inter- 
mittent pain  in  both  iliac  fossae. 

I  Findings:  Uterus  slightly  enlarged,  but  without  any  apparent  lesions,  movable, 
not  tender.  Slight  hemorrhage.  Length  of  uterine  cavity  normal.  Culdesac 
free.  On  abdominal  palpation  there  is  in  each  Uiac  fossa  a  tender,  round,  well- 
defined  tumor  of  the  size  of  a  small  orange,  resembling  an  enlarged,  sclerocystic 
ovary.     A  year  later  bilateral  oophorectomy  is  performed. 

Specimen:  Solid  tumors,  size  of  small  egg,  arising  from  sclerotic  ovaries. 
On  section,  tumors  found  hard,  resembling  fibrous  tissue.  No  microscopic 
examination  made.  Subsequent  to  operation  tj^Dical  nervous  symptoms  of 
artificial  menopause  not  yielding  to  any  kind  of  treatment. 
'  Diagnosis:  Tertiary  syphilis  of  ovaries.  Diagnosis  is  based  partly  on  the 
headaches  as  symptoms,  partly  on  the  fact  that  the  patient  improved  physically 
after  administration  of  mercury,  potassium  iodide  and  iron,  quinine  with  strych- 
nine. And  yet,  these  headaches  continued  for  two  more  years  and  disappeared 
finally  after  more  potassium  iodide  had  been  given. 
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No.  86.  Woman,  aged  thirty-five,  without  any  history  or  manifestations  of 
syphilis,  suffering  from  metrorrhagias  which  are  not  yielding  to  medical  treat- 
ment. Temporary  relief  after  curettage.  The  only  pathologic  findings  consist 
in  enlargement  and  tenderness  of  both  ovaries. 

The  diagnosis  of  tertiary  syphilis  of  the  ovaries  is  made  chiefly  by  the  exclusion 
of  all  palpable  local  anomalies,  and  is  also  based  on  the  fact  that  patient's  first 
baby  died  a  few  months  after  birth  from  an  unknown  cause,  and  that  the  second 
child,  born  prematurely  after  a  hot  vaginal  douche,  died  within  twenty-four 
hours.  Husband  is  suspected  of  having  had  a  hard  chancre  before  marriage. 
Antisyphilitic  and  tonic  treatment,  given  intermittently  for  one  year,  result 
finally  in  normal  menstruation.  Ovaries  are  found  reduced  in  size  but  still 
larger  than  normal.  The  author  concluded  that  this  is  an  indisputable  case  of 
"sclerogummatous"  ovaries. 

No.  87.     (Bull,  de  la  Soc.  Med.  du  IX  arrondisscm.,  1901,  xviii,  p.  195,  quoted 
by  Laffont,  p.  190.  j 

Woman  of  forty-two,  always  well.  Husband  had  a  chancre  in  his  younger 
years.  Three  births,  last  nineteen  years  ago.  Two  children  died  soon  after 
birth  with  "eruptions;"  the  third,  one  year  old,  from  meningitis.  About  that 
time  patient  suffered  from  severe  headaches.  When  first  seen,  patient  had  a 
hemorrhage  for  the  last  three  weeks,  which  started  with  the  last  regular  men- 
struation. Usual  duration  of  menses  four  or  five  days.  Pain  in  lower  abdomen 
for  last  week.  Temperature  normal;  blood  not  malodorous.  Miscarriage  can 
be  excluded.     Uterus  is  found  not  enlarged,  slightly  tender;  adnexa  normal. 

Dilatation  and  digital  exploration  prove  absence  of  submucous  fibroids,  polyp, 
or  neoplasm.     Curettage.     Only  small  amount  of  tissue  obtained.     Hemorrhage 
continues.     In  view  of  above  history  syphUis  is  suspected.     After  a  course  of 
inunctions  rapid  and  permanent  cure. 
No.  88.     (La  SyphUis,  1904,  p.  217,  quoted  by  Laffont,  p.  200.) 

Woman  of  twenty-nine,  had  a  miscarriage  soon  after  marriage.  History  of 
husband  suspicious.  Since  abortion  general  health  of  patient  impaired,  but  no 
definite  symptoms.  Menses,  heretofore  regular,  became  less  frequent  and  lasted 
twice  as  long,  eight  to  ten  days.  In  intermenstrual  time  occasionally  bloody 
discharge.  During  last  year  uterine  hemorrhages  twice  a  month,  the  last  one 
continuing  for  several  weeks.  Patient  weak,  pale,  emaciated.  General  examina- 
tion negative.  Both  ovaries  enlarged,  the  left  somewhat  tender.  Uterus  of 
normal  size,  hard,  in  movable  retroversion.  Cervdx  soft,  os  slightly  gaping. 
Slight  hemorrhage.  Curettage  brings  relief  for  three  months.  Then  return  of 
metrorrhagias;  persistent  bloody  discharge. 

Now  the  diagnosis  of  "latent  syphilis"  is  made.     Mercury  by  mouth  and 
inunctions  followed  by  cure  after  three  months.     Menses  again  normal,  general 
health  good,  gain  in  weight.     Ovaries  not  as  large  as  before,  but  still  above  normal 
size. 
No.  89.     (No  bibliographic  reference  given,  quoted'by  Laffont,  p.  215.) 

Woman  of  forty-three.  First  child  healthy.  Second  child  presents  typical 
signs  of  congenital  lues  for  which  it  has  been  kept  constantly  under  specific 
treatment.  In  the  mother  syphUis  manifested  itself  a  few  months  after  second 
confinement  in  the  form  of  mucous  patches,  condylomata  at  vulva  and  anus, 
general  eruptions.     AntUuetic  treatment  continued  successfully  for  five  years. 

During  next  ten  years  no  treatment.  General  health  fair.  During  last  few 
months  menstrual  flow  prolonged,  of  late  typical  mcnorrhagias,  the  free  interval 
reduced  to  one  week  only. 
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General  examination  negative.  Uterus  greatly  enlarged  and  tender.  En- 
largement due  to  thickening  of  walls,  uterine  cavity  being  of  normal  length. 
Cervix  normal.  No  fibroids.  Speculum  examination  negative.  Tubes  and 
ovaries  not  palpable. 

Neoplasm,  fibroid,  subinvolution,  malaria,  and  even  syphilis  are  excluded  and 
diagnosis  made  of  preclimacteric  metrorrhagia.  Neither  medicinal  nor  local 
treatment  bring  relief.  Therefore,  trial  with  inunctions.  After  the  seventh  rub 
improvement  becomes  noticeable.  After  thirty  rubs,  extending  over  several 
months,  menses  fairly  regular,  uterus  smaller,  no  longer  sensitive.  After  a  lapse 
of  nine  months,  no  specific  manifestations  but  general  lassitude  and  weakness, 
ascribed  by  Ozenne  to  specific  diathesis  and  general  arterial  degeneration,  for 
which  mixed  treatment  combined  with  tonics  is  ordered. 
Na.  90.     Gazette  des  Hdpitaux,  1900,  Ixxxii,  p.  328. j 

Woman  of  thirty-five.  Had  two  miscarriages.  Metrorrhagias  for  last  ten 
months.  A  fungous  ulceration  of  cervix  is  found  with  induration  of  surrounding 
tissue.     Cachexia. 

Diagnosis:  inoperable  carcinoma. 

Palliative  treatment.  Patient  finally  died  several  months  later.  The  next 
year,  the  patient's  husband  appears  with  marked  evidences  of  lues.  Retro- 
spectively Ozenne  now  speculates:  Lues  of  husband  not  cured,  two  miscarriages 
of  patient,  and  appearance  of  the  cervical  ulcer  which  was  not  very  characteristic 
of  cancer  render  a  diagnosis  of  syphiUtic  ulceration  of  the  cer\ax  more  probable. 
Specific  treatment  might  have  saved  the  patient. 

Ozenne  and  Duroeux.     {Ann.  des  mat.  vener.,  1912,  vii,  p.  491.) 

No.  91.  Girl  of  twenty-two  with  prolapse  of  uterus.  The  cervix  appears  in 
the  vulva.  The  anterior  lip  of  the  cervix  bears  an  ulcer  the  size  of  a  franc  piece. 
The  shape  is  slightly  oval,  the  edges  are  level  with  the  rest  of  the  mucosa  and  do 
not  reach  the  external  os.  The  ulcer  is  indolent  and  is  surrounded  by  a  thin,  dark- 
red  line.  The  base  is  smooth,  secretes  very  little,  and  is  covered  with  a  thin 
whitish  film.  The  lesion  is  of  the  consistency  of  wood;  the  entire  anterior  lip  is 
infiltrated  (edematous?). 

The  scanty  secretion  of  the  ulcer  contains  an  abundance  of  t3-pical  spirochetae 
in  the  ultramicroscope. 

Secondaries  have  not  yet  appeared  in  the  inguinal  glands,  the  epidermis  or 
mucous  membranes. 

Nineteen  days  after  mercurial  treatment  has  been  instituted,  the  ulceration 
has  healed;  the  chancre  consists  of  a  whitish  scar;  the  induration  is  still  plainly 
perceptible. 

Two  days  later  even  this  induration  has  vanished,  and  the  cervical  lip  has 
resumed  its  normal  consistency.  Not  even  a  scar  denotes  the  presence  of  the 
former  ulceration. 

Petit.  {Semaine  Gynec,  1901,  p.  20,  quoted  by  Barthelemy, 
P-  756.) 

No.  92.  Very  stout  woman  with  pronounced  symptoms  of  tertiary  lues. 
Persistent  metrorrhagias.  Two  curettages  bring  no  relief.  Small  uterus.  No 
gross  lesions  in  genital  sphere.  Specific  treatment  did  not  yield  any  result 
"partly  because  not  administered  vigorously  enough,  partly  because  the  disease 
was  too  far  advanced." 

Hysterectomy  proposed  but  refused  by  the  patient. 
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Pichevin,  {Sent.  Gynec,  February  21,  1905,  quoted  by  Laffont, 
p.  224.) 

No.  93.  Woman  of  twenty-eight,  with  abundant  but  regular  menstruation, 
acquired  lues  eight  years  ago.  Since  that  time  she  had  seven  miscarriages  and 
one  stillbirth. 

Cervix  conical,  elongated.  Anterior  vaginal  wall  the  seat  of  a  recent  inflam- 
matory process  which  continues  over  anterior  surface  of  cervix.  The  latter  is 
very  hard  throughout  and  transformed  into  a  "fibrous  block."  Uterus  equally 
hard  without  any  enlargement  or  irregularity. 

Probable  diagnosis :  specific  sclerotic  condition  of  uterus. 

Pinard,     (Annales  de  Gynec.  et  d'Ohst.,  1904,  Ixi,  p.  497.) 

No.  94.  A  periuterine  tumor  of  obscure  origin.  Patient's  first  husband  was 
a  S3T)hilitic.  Under  specific  treatment  the  tumor  disappeared.  In  this  case  a 
peculiar  pufl'y  condition  ("empatement")  of  the  vagina  was  ascertained  which 
in  Pinard's  belief  is  pathognostic  for  uterine  syphilis  for  he  has  observed  this 
same  condition  in  two  other  cases  which  proved  to  be  luetic,  while  in  a  third, 
in  which  this  pufl&ness  was  absent,  sj-philis  could  definitely  be  excluded. 

Pinkuss.     (Zeiischr.  f.  Geb.  u.  Gyn.,  1906,  Ivii,  p.  289.) 

No.  95.  A  persistent  uterine  hemorrhage,  in  a  girl  of  twenty-two,  with 
marked  stigma  of  hysteria,  led  to  a  gynecologic  examination  which  revealed  the 
following  findings:  Upon  the  posterior  lip  of  the  cervix  there  was  a  whitish, 
glistening  area  resembling  the  picture  of  mucous  patches  or  psoriasis  linguae. 
Upon  the  anterior  lip  there  was  a  defect  which  looked  like  a  fresh  traumatism 
caused  by  a  volsellum.  This  apparent  wound  was  watched  almost  daily  during 
the  succeeding  seven  weeks  by  Pinkuss,  who  saw  it  develop  into  a  large  ulceration 
of  a  yellomsh,  glistening  color,  with  well-defined  contours  and  raised  edges.  It 
occupied  the  right  half  of  the  vaginal  portion  in  the  shape  of  a  crescent.  Bleed- 
ing occurred  repeatedly  in  the  periphery  of  the  ulcer.  The  uterine  bleeding 
persisted  throughout  the  time  of  observation.  Now  and  then  the  picture  showed 
slight  changes.  The  ulcer  receded  from  the  right  side  and  grew  toward  the 
left,  but  later  developed  again  toward  the  original  location.  In  the  upper 
extremity  of  the  affected  area  there  appeared  a  sharply  circumscribed  defect,  of 
about  the  size  of  a  small  pea,  which  showed  great  resemblance  to  an  ulcerated 
condyloma  latum,  but  after  a  time  this,  too,  became  enveloped  in  the  general 
yellowish-lardy  discoloration  of  the  ulceration.     Spirochetes  were  not  found. 

Tuberculosis  and  carcinoma  could  be  excluded;  moreover,  the  microscopic 
examination  of  an  excised  piece  showed  the  absence  of  malignancy.  The  absence 
of  inguinal  adenopathy  spoke  against  soft  chancre;  and  a  primary  hard  chancre 
seemed  improbable  because  there  was  at  no  time  any  induration.  On  the 
contrary,  the  softness  of  the  tissues  was  outspoken.  Secondary  manifestations 
which  should  have  occurred  within  the  seven  weeks  of  clinical  observation, 
had  the  lesion  been  a  primary  one,  were  lacking,  and  an  ophthalmologist  who  had 
treated  the  patient  previously,  had  found  in  her  a  luetic  eye  lesion.  Pinkuss, 
therefore,  concluded  that  this  ulcus  was  a  secondary  syphilitic  manifestation. 

Pollaillon.     (Maladies  des  Femmes,  Paris,  1901,  p.  524,  quoted  by 
Pichevin,  Gaz.  des  Hopitaux,  1905,  p.  90.) 
No.    96.     Woman  of  twenty-seven  without  a  history  of  syphilis.     Full-term 
child  eight  years  ago.     One  year  later  a  miscarriage  in  third  month  followed  by 
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pelvoperitonitis.  Menstruation  then  became  irregular  and  painful.  Uterus 
descended,  slightly  enlarged,  tender.  Above  left  fornix  a  hard,  tender  tumor,  size 
of  hen's  egg.     On  right  side  swelling  and  tenderness  less  pronounced. 

Diagnosis:  Bilateral  subacute  salpingo-oophoritis.  The  use  of  mercury  and 
potassium  iodide  wathin  three  months  led  to  cure  of  anomaly  on  right  side  and 
improvement  on  left.  Three  years  later  a  miscarriage,  followed  by  metrorrhagia 
lasting  five  weeks.     Both  uterine  appendages  found  in  good  condition. 

Final  diagnosis:  s>'philitic  salpingo-oophoritis. 

Porosz.     {Pester  mediz.  chirurg.  Presse,  191 1,  xlvii,  p.  174.) 

No.  97.  A  woman  of  twenty-six,  who  had  one  premature  birth  and  one  abor- 
tion, is  suffering  from  excessive  menorrhagias  for  last  seven  years.  Husband  is 
syphilitic.  After  administration  of  mercury  and  potassium  iodide  great  improve- 
ment lasting  for  six  months  at  time  of  report.  (No  gynecological  examination, 
no  Wassermann  made.) 

C.  A.  L.  Reed.     (Diseases  of  Women,  1913,  p.  355.) 

No.  98.  "I  have  removed  a  gummatous  tumor  from  the  broad  ligament  as 
large  as  a  man's  fist."     (No  further  information  given.) 

Robineau.     (Annales  de  Gynec.  et  d'Obst.,  1904,  Ixi,  p.  498.) 

No.  99.  Woman  of  thirty-six,  greatly  weakened  by  menorrhagias.  In- 
fected with  syphilis  eight  years  ago.  Three  abortions.  Old  scars  on  both  legs. 
Usual  treatment  has  been  ineffective.  Hemorrhages  last  fifteen  days.  Uterus 
large,  hard.     Large,  indolent  inguinal  glands. 

Diagnosis:  Fibroid.  Operation  advised.  In  meantime,  to  improve  general 
condition,  antiluetic  treatment  given.  Three  months  later  marked  general 
improvement.  Hemorrhages  did  not  return  within  the  next  two  years,  uterus 
smaller. 

No.  100.  Woman  of  forty-five.  Had  two  children.  Contracted  sj-philis 
fifteen  years  previously.  Treated  for  one  year  and  considered  cured.  Continu- 
ous bloody  discharge  affecting  her  general  condition.  Uterus,  size  of  fist,  irregular 
in  outline,  suggesting  carcinoma  of  uterine  body.  Hard  infiltration  of  both 
broad  ligaments.  Curettage  gives  no  result.  Usual  treatment  ineffective. 
Operation  refused.     Specific  treatment  yields  perfect  result  within  two  months. 

Rollin.     (Unpublished  case  quoted  by  Goldenstein,  p.  115.) 

No.  loi.  Aged  thirty-nine.  Contracted  syphilis  seven  years  ago.  Men- 
struation always  regular.  Now  has  uterine  hemorrhage,  which  began  a  week 
after  last  normal  menstruation.  Uterus  hard,  large,  not  tender.  No  miscarriage 
In  view  of  history,  specific  treatment.  After  sixty  days  menstruation  again 
regular.  Author  is  not  willing  to  assert  that  the  treatment  is  responsible  for  the 
return  of  normal  menstrual  conditions. 

Rostaine  and  Druelle.     (Arch.  gen.  de  nied.,  December   15,  1903, 
p.  3152,  quoted  by  Thibierge,  p.  122.) 

No.  102.  Patient  had  no  history  of  luetic  infection;  at  no  time  had  there 
been  an  eruption  or  vaginal  ulceration.  Leukorrhca  for  several  months.  Treated 
for  endocervicitis  without  result.     Was  told  a  month  later  that  she  had  a  malig- 
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nant  growth  of  cervix.  A  proliferating  mass  was  removed  from  cer\'ix.  A 
few  days  later  a  papulosquamous  eruption  on  neck  and  face.  Three  weeks 
later  cervical  metritis  with  ulceration  on  anterior  lip.  This  ulcer  represented 
all  the  characteristics  of  a  luetic  chancre:  elevated,  indurated,  dark  red  color, 
not  bleeding,  no  inguinal  gland  enlargement,  no  vulvar  lesions,  no  scars.  Two 
weeks  later  cervical  chancre  healed,  only  erosion  remaining.  Six  weeks  later 
cervix  normal. 

Saguet.     (Union  Med.  de  Nord-EsL,  1899,  p.  23,  quoted  by  Laffont, 
p.  178.) 

No.  103.  Woman  of  thirty-four.  History  of  eight  pregnancies:  two  mis- 
carriages, two  living  and  healthy  children,  three  children  dead  within  first  three 
months,  a  macerated  fetus  four  months  ago.  Later  menorrhagia,  followed  by 
metrorrhagia,  now  bleeding  freely.     No  pain. 

Findings:  Uterus  of  normal  size,  not  tender,  adnexa  normal.  Os  not  open. 
Uterus  firm.  Saguet  excludes  inflammatory  process  or  newgrowth.  The  high 
mortality  of  her  children  and  the  macerated  fetus  suggest  a  luetic  infection. 
Further  inquiry  reveals  that  patient  eighteen  years  ago  had  an  ulceration  on 
vulva  followed  by  sore  throat  for  which  she  received  treatment  at  that  time. 
Antiluetic  therapy  yields  prompt  result.  Four  weeks  later  a  free  menstruation 
which  is  again  the  starting  point  of  a  metrorrhagia.  Another  course  of  specific 
treatment  results  in  restoration  of  normal  menstrual  conditions. 

Schaeffer.     {Monatschrift  f.    Geburtsh.   u.  Gynak.,  191 2,  xxxv,   p. 

343-) 

No.  104.  A  woman  of  forty-one,  who  aborted  several  times,  was  lapa- 
rotomized  for  a  supposed  general  carcinosis  of  the  peritoneum.  She  now  sought 
relief  from  a  number  of  fistulas  which  had  resulted  from  the  operation.  The 
very  thin  abdominal  walls  permitted  exact  palpation  of  numerous  small  nodules 
and  lumps;  while  none  were  palpable  in  posterior  culdesac.  Large  nodular 
ovaries  had  been  removed  during  the  previous  operation  and  had  been  diagnosed 
as  carcinomatous.  No  evidences  of  tuberculosis.  After  two  unsuccessful 
attempts  to  close  the  fistulas  surgically,  salvarsan  is  given,  because  it  has  been 
ascertained  that  her  husband  had  lues.  The  fistulas  healed  and  a  few  months 
later  the  nodules  in  abdomen  were  no  longer  palpable. 

Implantation  of  a  malignant  growth  during  the  operation,  peritoneal  tuber- 
culosis, benign  papilloma  could  be  excluded  in  the  light  of  later  developments. 
Ex  juvantibus  et  per  exdusionem,  a  diagnosis  of  gummatous  and  lymphadenitic 
masses  in  the  train  of  visceral  syphilis  seemed  most  plausible.  "The  nodular 
enlargement  of  the  ovaries  probably  also  was  due  to  gummatous  growths  in  these 
organs." 

Shillitoe  (in  Power  and  Murphy,  System  of  Syphilis,  second  edition, 
London,  1914,  vol.  i,  p.  239). 

No.  105.  Aged  twenty-one,  single.  History  of  vaginal  discharge  for  last 
three  weeks.  Left  labium  minus  edematous,  the  inguinal  glands  slightly  enlarged. 
On  the  anterior  cervical  lip  a  rounded,  smooth,  very  slightly  convex,  dark,  purple- 
red  chancre,  which  bled  easily  and  looked  like  an  enlarged  papule.  About  two 
weeks  later  the  chancre  was  undergoing  resolution;  it  had  lost  its  deep  purple  tint, 
it  was  a  lighter  and  brighter  red,  and  was  flattening. 
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No.  io6.  Aged  twenty-six.  Delivered  fourteen  weeks  ago  of  a  premature 
eight  months'  child  who  lived  three  days.  Rash  had  disappeared  before  con- 
finement but  afterward  had  broken  out  afresh.  On  cervLx  uteri  two  primary 
lesions  still  visible,  looking  like  large,  dully  red,  oval,  convex  papules,  one  on  each 
lip  of  cervix,  partly  surrounding  external  os. 

Skutul.     (Russian    Journal    of  Obst.    and  Gynec,   1911,  abst.  in 
Zentralhl.  J.  Gynak.,  1912,  xxxvi,p  .  1781.) 

No.  107.  Woman,  who  has  passed  through  eleven  pregnancies,  has  extensive 
papular  syphilis.  On  both  cervical  lips  sharply  circumscribed,  eroded  ulcers, 
crescentic,  dark  red,  glistening,  \vith  smooth  surface.  These  disappeared 
promptly  under  specific  treatment. 

Diagnosis:  primary  sclerosis  on  cervLx. 

Spinelli.     (Archiv  Ital.  di  Ginec.  Napoli,  1900,  p.  571,   quoted  by 
Laffont,  p.  182.) 

No.  108.  Woman  of  fifty-five,  sent  to  hospital  with  diagnosis  of  carcinoma  of 
uterine  body.  Had  six  confinements,  five  full  term,  one  premature.  Contracted 
syphilis  at  age  of  forty-one,  followed  by  gummata  in  various  parts  of  body. 
After  nine  years  of  amenorrhea  a  serous  discharge  from  vagina  with  foul  odor,  at 
first  intermittent,  later  persistent  followed  by  metrorrhagia. 

Findings:  Uterine  body  slightly  enlarged,  of  fibrous  consistency,  anteverted, 
movable,  not  tender.  Introduction  of  sound  reveals  rugged,  thickened  en- 
dometrium. This  exploration  not  followed  by  bleeding.  Specific  treatment 
yields  good  and  lasting  result. 

No.  109.  Multipara,  fifty-seven  years  old.  Menopause  four  years  ago. 
Seven  confinements  at  full  term,  one  premature  in  eighth  month.  At  thirty-six 
contracted  syphilitic  infection  of  nipples  from  her  child  which  in  turn  had  been 
infected  by  a  wet-nurse.  Specific  treatment  for  only  one  year.  Following  an 
intercourse,  had  a  hemorrhage,  since  then  alternating  metrorrhagias  and  foul 
vaginal  discharge.  Is  failing  rapidly.  No  definite  pain.  Ulcer  of  cervix. 
Uterus  immobilized. 

Diagnosis:  Inoperable  cervical  carcinoma.  Spinelli  saw  her  one  month  later 
and  found  on  posterior  vaginal  wall  two  hard  nodules  size  of  hazelnut.  Below 
posterior  cervical  lip  a  hard  infiltration  with  a  deep,  sharp-edged  ulceration. 
Cervix  immovable,  tightly  fastened  to  posterior  vaginal  wall.  Uterine  body 
small,  atrophic.     No  hemorrhage  subsequent  to  examination. 

Diagnosis:  Inoperable  carcinoma  of  cervix  and  vagina  (with  mental  reservation 
of  a  possible  luetic  infection). 

In  view  of  this  possibility  a  trial  with  specific  treatment  seemed  justifiable. 
After  one  month  there  was  a  decided  improvement  in  infiltration.  Portion  of 
ulcer  excised  for  examination  shows  granulation  tissue  with  numerous  degen- 
erated gummata.  Mixed  treatment  is  continued.  Two  months  later  vagina  is 
found  distorted  by  a  mass  of  scar  tissue.  Several  months  later  cerebral  syphilis 
with  hemiplegia. 

No.  no.  Multipara,  aged  thirty-eight  years.  Curetted  for  hemorrhagic 
endometritis.  Microscopic  examination:  Shght  glandular  hj-perplasia.  Hus- 
band has  syphilis  and  has  been  under  treatment.  Patient  received  specific  treat- 
ment during  first  pregnancy  and  carried  to  full  term.     Child  died  a  few  days 
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after  birth.  Two  other  full-term  pregnancies  followed  by  two  abortions.  There 
ensued  menorrhagias  which  continued  for  next  two  years  in  spite  of  treatment. 

Findings:  Uterus  considerably  enlarged,  anteverted,  descended,  congested. 
Adnexa  palpable,  not  tender.  Curettage  followed  by  improvement  for  three 
months.  Since  then  menorrhagias  have  gradually  changed  to  metrorrhagias. 
Ergot  and  local  astringents  give  no  relief.  Trial  with  mixed  treatment.  Perfect 
result.     Menstruation  again  becomes  regular,  though  remaining  free. 

No.  III.  Multipara,  aged  thirty- five.  At  seventeen  infected  by  husband. 
Five  premature  labors  at  six  months.  At  thirty-two  specific  treatment  for 
ulcerative  processes  in  various  parts  of  the  body.  During  next  three  years  menor- 
rhagias and  metrorrhagias,  hemorrhages  being  started  by  the  slightest  exertion. 

Findings:  Uterus  large,  anteverted,  cervix  normal  but  of  hard  consistency. 
Intrauterine  sound  reveals  friability  of  endometrium.  Adnexa  palpable,  not 
tender. 

Curettage  for  hemorrhagic  endometritis.  Microscopic  examination  of  scrap- 
ings negative.  Good  result  for  four  months;  then  return  of  metrorrhagias. 
Spinelli  suggested  hysterectomy  but  on  repeated  vaginal  examination  small 
tumor  was  palpated  in  posterior  culdesac  which  De  Amici  diagnosed  as  gumma 
in  fornix  of  vaginal  wall.  Antiluetic  treatment  is  followed  by  success.  Men- 
struation becomes  normal,  but  blood  continues  to  be  black  and  ill-smelling. 

No.  112.  Woman  of  thirty-nine.  Left  ovarian  cyst  removed  two  years  ago. 
Infected  by  husband  with  syphilis  soon  after  marriage.  Now  bleeding  for  four 
weeks,  two  years  after  the  operation.  Uterus  small,  anteverted,  adnexa  normal. 
Mixed  treatment.     A  month  later  normal  menstruation. 

No.  113.  Woman  aged  fifty-eight.  Acquired  syphilis  two  years  after  mar- 
riage. One  full-term  child  before  infection,  followed  by  seven  miscarriages 
within  fifteen  years.     Menopause  at  forty-four. 

Sick  for  last  eight  months.  At  first  ill-smelling  discharge,  then  irregular 
hemorrhages  at  intervals  of  eight  to  fifteen  days.  No  senile  atrophy  of  genitals, 
adnexa  free.  Small  shreds  of  mucosa  removed  by  curettage.  Mixed  treatment 
followed  by  normal  conditions  for  six  months,  when  a  physical  exertion  brought 
on  another  hemorrhage.  Again  a  course  of  mixed  treatment,  after  which  patient 
remains  well. 

No.  1 14.  Woman  fifty-nine  years  old.  Syphilis  immediately  after  marriage. 
Great  numbers  of  miscarriages.  Menopause  at  forty-seven.  A  year  later  bloody 
vaginal  discharge  at  long  intervals.  Somewhat  later  hemorrhages  alternating 
with  serous,  foul  discharge.     Cachexia. 

Findings:  Small  hard  uterus  with  normal  adnexa.  Sound  exploration  of 
uterus  negative.  Mixed  treatment  is  followed  by  perfect  health.  Later  again 
sanguinoserous  discharge.  Gynecologic  examination  negative.  Another  course 
of  mixed  treatment  ordered. 

No.  115.  Woman  of  fifty-seven.  Syphilis  at  thirty-nine.  Five  normal 
pregnancies  before  infection.  Menopause  at  forty-three.  For  last  two  years 
foul  discharge.  In  last  seven  months  slight  bloody  discharge  alternating  with 
profuse  hemorrhage.  Pronounced  cachexia.  Cervix  and  uterus  markedly 
atrophic.     Mixed  treatment  successful. 

No.  116.  Aged  sixty-three.  Syphilitic  history  not  clear.  Loss  of  hair  is 
the  only  suggestive  evidence.  Menopause  at  forty-five.  Now  slight  bloody 
discharge.     Cachexia. 

Findings:  CervLx  atrophic,  uterine  body  slightly  enlarged,  adnexa  free.     Intra- 
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Uterine    exploration    with    sound    negative.     !Mixed    treatment.     Hemorrhage 
ceases;  reappears  a  few  months  later  but  again  yields  to  specific  treatment. 

Thibierge.     (Annates  de  Dermatol.,  1904,  v,  p.  113.) 

No.  117.  Girl  of  eighteen.  Perivulvar  and  perianal  vegetations  are  treated 
locally  in  usual  manner.  Accidentally  a  deep  ulcer  is  found  occupying  the 
entire  enlarged  cervix.  Ulcer  not  granulating,  covered  with  a  thick,  yellowish- 
brown  pseudomembrane  which  here  and  there  is  defective.  When  wiped  ofif 
it  reveals  the  dark  brown  color  of  the  base.  Very  little  bleeding  but  intense  pain 
on  manipulation.     Inguinal  glands  normal,  no  roseola. 

Ulcer  seems  to  be  a  soft  chancre.  However,  slight  induration  of  base  creates 
suspicion.  Inoculation  of  secretion  from  ulcer  made  into  skin  of  abdomen 
remains  without  result.  Later  roseola  over  entire  body.  In  less  than  a  month 
ulcer  has  changed  into  a  reddened  scar. 

Diagnosis:  Atv-pical  primary  sclerosis  of  cervix. 

No.  118.  Aged  thirty-six,  one  miscarriage,  two  forceps  extractions  at  full 
term.  Copious  vaginal  discharge  of  long  standing.  After  very  long  interval 
one  cohabitation  seven  weeks  ago.  Four  weeks  ago  began  to  have  profuse  vaginal 
discharge,  and  a  few  days  later  noticed  ulceration  on  right  small  labium.  Soon 
afterward  a  surgeon  made  the  diagnosis  of  syphilitic  chancre  on  right  small 
labium  and  cervical  carcinoma,  and  asked  Thibierge  to  treat  the  syphilis  and 
then  to  refer  the  patient  back  to  him  for  hysterectomy. 

Diagnosis  of  labial  sclerosis  readily  confirmed.  As  to  cervical  lesion:  vaginal 
discharge  free,  serous,  whitish,  no  blood,  no  bad  odor,  had  apparently  started 
about  the  time  of  the  appearance  of  the  chancre.  These  points  aroused  the 
suspicion  of  Thibierge.  Examination  through  speculum:  Cervix  enlarged, 
torn  bilaterally,  more  deeply  on  right  side;  anterior  lip  h>-pertrophic.  On 
the  latter  an  ulceration,  situated  just  above  edge  of  os,  apparently  extending 
into  cervical  canal.  It  is  rather  well  defined,  round,  about  3  cm.  in  diameter, 
deep,  with  uneven  base,  covered  with  grayish  coating,  almost  diphtheritic  in 
appearance.  The  latter  easily  wiped  off,  and  where  it  is  missing,  the  ulcer  shows 
the  dark  red  color  of  raw  flesh. 

On  posterior  lip  an  ulcer  behind  external  os  more  shallow,  otherwise  re- 
sembling that  on  anterior  lip.  Adjoining  portion  of  cervix  dark  red.  The  entire 
cervix  nodular  thus  simulating  an  infiltrating  epithelioma.  Cervix  very  firm, 
especially  in  anterior  lip  which  is  almost  cartilaginous.  It  is  elastic  rather 
than  woody  to  the  touch.  Cervix  quite  freely  movable,  fornices  normal. 
Cervical  discharge  thin.  No  tenderness  anywhere  in  pelvis.  Indurated,  en- 
larged, indolent  glands  in  inguinal  region,  larger  on  left  side.  No  cutaneous 
eruptions,  no  mucous  patches,  no  cervical  gland  swelling.  Vaginal  douches  were 
given.  The  cervical  lesion  changed  little  at  first  except  that  the  surface  becomes 
cleaner  and  more  even,  but  soon  a  tendency  toward  reparation  appeared.  A 
week  later  surface  of  ulcer  clean,  posterior  erosion  not  much  changed,  but  an- 
terior one  now  looked  more  like  a  typical  primary  sclerosis;  its  edge  sharp,  while 
the  induration  was  less  pronounced;  discharge  diminished  but  not  changed  in 
character.  A  few  roseola  spots  appeared  on  thighs.  Improvement  of  cervix 
continued.  Nine  days  later  cervix  in  such  condition  that  it  no  longer  suggested 
an  epithelioma.  The  ulcer  on  anterior  lip  was  shallow,  smooth,  scarcely  secret- 
ing, looking  like  a  syphiHtic  chancre  in  process  of  healing.  Posterior  ulcer 
practically  healed.  Discharge  almost  checked.  Chancre  on  labium  healing 
normally.     Roseola  has,  meanwhile,  extended  to  trunk. 

Diagnosis:  Double  syphilitic  primary  chancre  on  cervix,  atypical  in  appearance. 
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Tripaut.     {Sem.  Med.,  May  ii,  1895,  quoted  by  Barthelemy.) 

No.  119.  Postmortem  hemorrhage  treated  unsuccessfully  by  rest  in  bed, 
hot  douches,  three  curettages,  and  uterine  drainage.  Hemorrhages  continue. 
Tripaut  thought  of  necessity  of  vaginal  hysterectomy,  when  he  learned  that 
patient  had  had  a  syphilitic  infection  nine  years  ago.  Although  there  were  at 
present  no  evidences  of  such  an  infection,  antiluetic  treatment  was  instituted. 
After  ten  days  patient  was  much  improved.  Hemorrhages  ceased  after  six 
weeks. 

Verchere.     (Annales  de  Dermatol.,  1895,  vi,  p.  1005.) 

No.  120.  Prostitute,  twenty-six  years  old,  with  perforation  of  soft  palate. 
Two  ulcerations  are  found  in  vagina,  one  above  middle  of  left  vaginal  wall, 
about  the  size  of  a  small  hazelnut,  the  other  as  large  as  lentU,  in  left  fornix  at  the 
base  of  the  cervix.  Both  ulcers  round,  well-marked  borders  which  in  some 
places  show  a  bright  red  line  of  demarcation.  Base  is  even,  covered  with  pus- 
like substance.  Edges  not  indurated.  Not  painful.  The  flatness  of  the 
ulcers,  the  absence  of  a  "punched-out"  appearance,  the  grayish  color  of  the 
base,  excluded  the  diagnosis  of  soft  chancre,  in  spite  of  the  multiplicity  of 
the  lesions.  To  settle  all  doubt,  pus  from  ulcer  was  inoculated  into  abdominal 
skin  without  result. 

Mixed  treatment  is  given  and  within  a  few  days  ulcers  heal  completely  without 
leaving  any  trace  or  induration. 

Diagnosis:  Gumma  of  vagina. 

No.   121.     {Le  Bullet.  Medic,  1904,  p.  399,  quoted  by  Laffont,  p.  231.) 

Woman  of  thirty-five  who  had  two  miscarriages.  Suffering  from  uncon- 
trollable hemorrhages.  Curettage  gives  no  result.  One  month  later  patient 
died  from  a  fulminant  hemorrhage. 

No.  122.     (Ibidem.) 

Girl  of  sixteen  with  secondarj'  syphilis.  Uterine  hemorrhages  of  unknown 
cause.     Tamponade,  curettage.     Five  days  later  death  from  hemorrhage. 

Autopsy:  No  lesions  in  uterus  or  ovaries. 

L.    Wagon.     (Amenorrhea  of  Secondary  Syphilis,   These  de  Paris, 
1912.) 

No.  123.  Girl  of  nineteen.  Menstruation  regular  since  the  age  of  fourteen. 
Acquired  lues  in  September,  1908,  followed  by  glandular  enlargement,  mucous 
patches,  roseola.  Last  menstruation  November  18,  1908.  Missed  in  December, 
1908,  and  January,  1909.  Patient  believes  herself  pregnant.  Yet,  uterus  small, 
breasts  empty,  vulva  not  discolored  or  softened.  Marked  general  anemia. 
Normal  menses  in  February  and  March.  Suppression  of  menses  in  April; 
patient  again  thinks  of  pregnancy,  which,  however,  is  excluded  on  examination. 
A  few  drops  of  blood  in  June.  Normal  menstruation  July  until  November. 
Amenorrhea  in  December.  Patient  insists  on  her  belief  of  being  pregnant,  and 
had  an  abortion  performed  in  January  (or  rather  an  unsuccessful  attempt  at  it.) 
Amenorrhea  persists  untU  March,  when  the  uterus  is  again  found  small.  Re- 
appearance of  menses  in  April.  Misses  in  May.  Examination  in  July  actually 
reveals  pregnancy. 

Mucous  patches  have  not  disappeared  in  spite  of  constant  and  intensive 
treatment. 
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No.  124.  Girl  of  eighteen  and  a  half  years.  Menses  first  at  twelve  and  a 
half  years;  always  regular.  Primary  sore  on  vulva  in  ^March,  1908,  secondaries 
in  May,  1908.  Last  menstruation  May  25,  1908.  Patient  undergoes  unsuc- 
cessful attempt  at  abortion.  September  6  and  28,  examinations  show  no  signs 
of  pregnancy. 

No.  125.  Girl  of  twenty-three,  menstruates  regularly  since  the  age  of 
thirteen.  Primary  sore  on  lower  lip  in  September,  1908,  secondaries  in  October. 
Last  menses  November  12.     Three  months  later  examination,  not  pregnant. 

No.  126.  Prostitute  of  twenty.  Nullipara.  Menstruation  regular  since 
the  age  of  thirteen.  First  coition  at  sixteen.  Date  of  infection  unknown. 
Secondaries  since  July,  1908.  Last  menses  August  15,  1908.  Four  and  one- 
half  months  later  no  pregnancy  on  examination. 

No.  127.  Married  woman  of  twenty-one.  Regular  menses  since  the  age  of 
thirteen.  One  healthy  child  at  seventeen.  Extraconjugalh^  infected  July  14, 
19 10.  Primary  on  left  labium  majus  in  August.  Secondaries  in  September. 
Last  menstruation  September  15,  1910.  Three  and  a  half  months  later  ex- 
amination, not  pregnant. 

No.  128.  Girl  of  seventeen.  Regular  menstruation  since  age  of  fourteen. 
Primary  in  fourchette,  July,  1909.  Secondaries  in  September.  Last  men- 
struation November  2,  1909.     March  14,  1910  examination,  not  pregnant. 

No.  129.  Woman  of  twenty-two.  Regular  menses  since  twelve.  One 
healthy  child.  Infected  by  husband  in  October,  1909.  Last  menses  November 
12,  1909.  Examination  February  25,  1910:  Numerous  vulvar  patches,  inguinal 
glands,  roseola.     Not  pregnant. 

No.  130.  Girl  of  fifteen.  Menses  regular  since  eleven  and  a  half  years. 
Infected  June  5,  1909.  Primary  unnoticed.  Secondaries  since  August  3,  1909. 
Last  menses  August  8.  Examined  October  28  and  again  November  15:  Preg- 
nancy excluded. 

No.  131.  Woman  of  twenty-two,  menses  regular  since  thirteen  and  a  half 
years.  Primary  on  right  major  lip  in  July,  1910.  Under  treatment  for  second- 
aries since  August  10,  1910.  Last  menses  September  12.  Examination  in 
January,  1911,  excludes  pregnancy. 

Wassiliefif.     {Journal  de  Med.,  Paris,  1904,  xvi,  p.  284.) 

No.  132.  Woman  of  forty,  one  living  child  nineteen  years  ago.  No  mis- 
carriage. Previous  health  good.  Fifteen  years  ago  she  had  an  "eczema" 
which  disappeared  after  two  months.  It  was  found  later  that  this  eczema  coin- 
cided in  time  with  a  syphilitic  infection  of  the  husband.  She  was  well  for  almost 
fifteen  years.  Then  she  noticed  slight  indefinite  pain  in  the  right  lower  abdo- 
men which,  at  first  intermittent,  became  more  intense  and  more  continuous 
during  the  following  months  and  finally  extended  to  the  left  side  as  well.  At 
times  the  pain  took  on  the  character  of  paroxysms  and  occurred  most  frequently 
at  night  so  as  to  disturb  her  sleep.  Simultaneously  the  menses,  hitherto  normal, 
changed  their  character  and  became  very  frequent  and  profuse  as  well  as  pro- 
longed.    At  no  time  was  there  a  sign  of  peritonitis. 

Examination  revealed  a  normal  uterus;  movements  of  uterus  slightly  sensitive- 
Intense  pain  produced  by  touching  the  lateral  fornices  and  the  lateral  walls  of 
the  vagina.  Both  tubes  hard,  enlarged  to  about  the  size  of  a  finger,  tender  to 
touch  but  not  nearly  as  painful  as  the  slightest  touch  upon  the  vaginal  walls. 
Both  ovaries  slightly  enlarged.     Rest  in  bed  and  hot  vaginal  douches  brought 
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no  relief  and  patient  insisted  upon  operation.  Laparotomy.  No  adhesions. 
Both  tubes  enlarged  as  described  above,  and  of  a  deep  indigo  color.  Bilateral 
salpingectomy. 

Operation  followed  only  bj^  very  slight  relief.  Nocturnal  pains  till  present, 
though  less  pronounced.  Intense  painfulness  upon  touching  the  fornices  or 
pressing  upon  the  course  of  the  femoral,  epigastric,  uterine,  and  vaginal  arteries. 
Also  return  of  menorrhagias. 

In  view  of  the  peculiar  color  of  the  tubes  and  the  history  of  syphilis  in  the 
husband  obtained  at  this  date  the  diagnosis  of  lues  is  made.  Speciiic  treatment 
completely  cured  patient  within  three  weeks. 

No.  133.  Woman  of  thirty-eight.  Previous  health  good  save  frequent 
attacks  of  sore  throat  soon  after  marriage.  Husband's  history  negative.  Two 
children,  one  stillborn,  the  other  puny,  and  two  miscarriages.  Suffering  for  the 
last  sLx  months  with  dull,  intermittent  pain  in  lower  abdomen,  first  in  left,  later 
in  right  side.  Menses  increasing  in  quantity,  duration,  and  frequency.  On 
e.xamination,  tender  pressure  points  are  discovered  at  the  external  inguinal  ring 
and  along  the  course  of  the  femoral  and  epigastric  arteries.  Bimanually,  uterus 
normal,  tubes  tender,  hard,  size  of  lead-pencils.  Posterior  fornix  free,  lateral 
fornices  painful  to  touch.  Patient  has  been  in  bed  for  two  months  and  treated 
unsuccessfully  by  conservative  methods;  she  now  desires  operation.  Laparotomy 
reveals  right  tube  free,  of  indigo-blue  color;  left  tube  adherent,  white,  hard,  rigid, 
straight.  Right  tube  left  in  place,  left  tube  removed,  and  antiluetic  treatment 
instituted  fifteen  days  after  operation. 

Result:  After  one  month  the  pain  in  right  side,  which  had  persisted  after 
operation,  disappeared,  while  in  the  left,  where  the  tube  had  been  removed, 
pain  persisted,  although  greatly  reduced.  Pressure  pain  along  the  arteries 
mentioned  disappeared.  iSIenses  reappeared  normally  after  two  months,  while 
dull,  intermittent  pain  in  left  side  remained. 

Microscopic  examination  of  removed  tube  showed  total  sclerosis  of  the  tubal 
wall  and  intense  periarteritis  of  the  vessels  of  the  mesosalpinx. 

No.  134.  Woman  of  thirty-eight  had  had  several  miscarriages  twelve  years 
previously.  At  that  time  also  frequent  attacks  of  pharyngitis  and  severe 
nocturnal  headaches;  furthermore,  loss  of  hair  and  ulcerations  about  the  vulva. 
For  the  last  three  years  intermittent,  short  attacks  of  pain  in  lower  abdomen, 
increasing  in  intensity,  and  associated  with  frequency  of  menstruation.  Of 
late  the  pain  is  somewhat  diminished  but  is  almost  continuous  and  worse  at  night. 
Loss  of  appetite  and  weight,  and  in  last  three  months  also  polyuria  and  polydypsia 
with  sugar  in  urine.  Examination  reveals  pain  on  pressure  along  the  course  of 
the  arteries  of  the  lower  abdomen.  This  pain  is  particularly  pronounced  on 
pressure  upon  the  arteries  of  the  inside  of  the  pelvis;  the  vaginaj  arteries  are 
plainly  palpable.  Uterus  retroflexed,  otherwise  without  abnormality.  Ovaries 
and  tubes  palpated;  the  latter  small  and  hard,  also  painful  to  touch. 

In  view  of  history  and  findings,  syphilis  is  diagnosed  and  specific  treatment 
administered  for  six  weeks  without  any  improvement.  Therefore  vaginal 
hysterectomy.  Both  tubes  reddish  gray  in  color,  hard  and  resembling  enlarged 
vasa  deferentia.     Both  ovaries  small,  hard,  with  small  follicular  cysts. 

Patient  improved  but  still  has  slight  pain  at  menstrual  dates. 

Epicrisis:  Sclerosed  form  of  salpingitis  which  resists  specific  treatment. 

No.  135.  Woman  of  thirty-four,  infected  sixteen  years  previously,  has 
repeatedly  been  under  specific  treatment.  In  last  two  years  pain  first  in  right 
lower  abdomen,  more  recently  also  in  left  side.     This  pain,  at  first  intermittent, 
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has  increased  gradually  both  in  intensity  and  duration  so  as  to  be  almost  con- 
tinuous, but  always  most  severe  at  night.  Menses  more  frequent  and  copious, 
and  of  late  also  intermenstrual  discharge  of  blood.  The  epigastric,  femoral, 
uterine,  and  vaginal  arteries  are  painful  to  touch.  Tubes  small,  hard,  and 
sensitive. 

Antiluetic  treatment  yields  marked  improvement  in  three  weeks  and  complete 
cure  in  two  months. 

No.  136.  Woman  of  thirty.  Two  miscarriages.  General  symptoms  of 
syphilis  sLx  years  ago.  Intermittent  pain  in  right  lower  abdomen,  particularly 
severe  at  night.  Five  months  later  similar  pain  in  left  side.  ^Menses  more 
profuse,  and  frequent,  finally  excessive. 

Tubes  size  of  finger,  painful,  normal  shape.  Arteries  painful  to  touch.  Lap- 
arotomy: Tubes  bluish  in  color,  the  right  tube  is  adherent  and  is  extirpated.  Ten 
days  after  operation,  appearance  of  nodule,  size  of  hazelnut  to  right  of  scar, 
breaks  open  ten  days  later  and  discharges  thick,  pale  pus.  Walls  of  cavity 
purple  in  color,  edges  thin  and  frayed. 

Pain  in  both  sides  of  lower  abdomen  and  pain  along  arteries  on  pressure 
remained.  Specific  treatment  was  now  instituted;  the  cavity,  presumably  a 
gumma,  healed  after  three  weeks,  and  the  pain  disappeared. 

Wegscheider,     {Ztschr.  J.  Geb.  u.  Gyndk.,  1913,  Ixxiii,  p.  330.) 

No.  137.  Woman  came  to  dermatologic  clinic  with  a  typical  luetic  lesion  on 
internal  genitalia,  also  suffered  from  metrorrhagias.  She  received  specific 
treatment;  the  uterus  and  a  cervical  erosion  were  curetted.  From  scrapings  the 
microscopic  diagnosis  of  cervical  syphilis  was  made.  Five  months  later  the 
patient  appeared  in  the  gynecological  clinic  with  a  tj'pical  inoperable  cervical 
carcinoma  from  which  she  died  a  few  months  later.  Another  examination 
of  the  curetings  showed  distinct  manifestations  of  malignancy,  overlooked  or 
wrongly  interpreted  at  first  examination. 

Xo.  138.  A  woman  of  forty-seven.  On  anterior  cervical  lip  of  cervix  hard 
cauliflower  growth,  bleeding  very  easily,  manifestly  malignant.  Excised  piece 
on  microscopic  examination  found  to  be  either  sarcoma  or  carcinoma  (diagnosis 
confirmed  by  Carl  Ruge).  Two  weeks  later  the  erosion  on  cervix  was  found 
almost  healed;  at  the  same  time  a  peculiar  skin  affection  was  discovered  on  left 
thigh.  A  dermatologist  made  the  diagnosis  of  tertiary  luetic  ulcer.  Gummata 
were  discovered  in  liver,  and,  therefore,  antiluetic  treatment  given.  Prompt  and 
apparently  permanent  cure. 

No.  139.  A  woman,  thirty  years  old,  who  had  been  given  salvarsan  by  a 
dermatologist  one  year  after  a  luetic  abortion,  was  suffering  from  metrorrhagias. 
Suspicious  erosion  on  cervLx,  not  resembling  carcinoma,  therefore,  diagnosis  of 
luetic  ulcer.  Patient  referred  back  to  dermatologist  with  request  to  give  another 
dose  of  salvarsan.  She  consulted,  however,  another  gynecologist,  who  recognized 
the  carcinomatous  nature  of  the  ulcer  and  performed  hysterectomy.  Patient 
is  now  suing  the  dermatologist  for  malpractice. 

Weil.  {Bullet,  de  la  Soc.  Franq.  de  Dermatol,  et  de  Syphil.,  191 5, 
XXV,  p.  127.) 
No.  140.  Woman  married  to  syphilitic  husband  for  seven  years  without 
showing  any  syphilitic  symptoms.  One  child,  one  year  after  marriage,  ap- 
parently normal.  For  last  four  years,  painless  metrorrhagias,  lasting  eight  to 
ten  days,  not  relieved  by  rest  nor  increased  by  exertions,  appearing  and  dis- 
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appearing  equally  abruptly.  All  possible  diagnoses.  Two  curettages  without 
relief.  Wassermann  strongly  positive,  therefore,  energetic  antiluetic  treatment. 
Metrorrhagias  disappeared  immediately  after  first  salvarsan  injection,  and 
menses  regular  and  normal,  for  the  first  time  in  four  years.  This  improvement 
lasted  almost  sLx  months;  then  return  of  metrorrhagias.  Now  also  severe  head- 
ache and  other  cerebral  symptoms  (diplopia,  vertigo,  loss  of  memory,  somnolence. 
Uterus  large,  but  movable,  normal  cervix,  no  pain;  dark  bloody  discharge). 
Injections  of  mercury  and  KI  internally.  Rapid  improvement  of  all  symptoms. 
Metrorrhagia  in  all  lasted  twenty  days.  Normal  menstruation  of  four  days, 
twenty-two  days  later. 

Diagnosis:  Tertiary  syphilis  of  uterus. 

Whitesead.  {Boston  Med.  and  Surg.  Journal,  December  17,  1903, 
p.  671.) 

No.  141.  Woman  of  thirty-seven,  pregnant  eleven  times,  miscarried  twice. 
Clear  history  of  luetic  infection  four  years  ago.  Miscarriages  and  birth  of  macer- 
ated fetus  since  infection.     Of  late,  metrorrhagias. 

Findings:  Uterus  somewhat  retro  verted,  slightly  enlarged,  freely  movable. 
Tubes  and  ovaries  apparently  normal.  Curettage.  During  next  pregnancy 
potassium  iodide.  Birth  of  normal  child.  A  year  later  headaches,  general 
malaise,  menstruations  too  frequent  and  too  profuse.  Examination  made 
under  ether:  On  right  side  a  tumor,  size  of  lemon,  apparently  the  right  tube. 
(Consistency  not  mentioned.)  Mixed  treatment.  The  tumor  grows  constant^ 
smaller.  Ten  weeks  later  another  examination  under  ether.  The  tumor  has 
completely  disappeared.     No  return  of  mass  within  next  two  years. 

Diagnosis:  Probably  a  gumma  of  tube. 

Wile  and  Senar.  {Surgery,  Gynecology  and  Obstetrics,  191 5,  xxi, 
p.  643O 

No.  142.  Patient,  thirty-seven  years  old,  mother  of  four  children,  youngest 
eleven  years;  also  had  three  miscarriages.  Infected  by  husband  with  gonorrhea 
six  years  ago.  Two  years  later  again  chronic  vaginal  discharge.  During  past 
two  years  exposed  to  infection  extramaritally.  One  month  ago,  after  a  regular 
menstruation,  marked  increase  in  vaginal  discharge,  described  as  foul  smelling, 
watery  fluid,  becoming  often  sanguineous  at  night.  The  discharge  continued 
to  increase  in  amount  and  became  yellomsh.  Loss  in  weight  and  progressive 
weakness.  Hair  falling  out.  Sore  throat  with  hoarse  voice.  During  last  few 
days  she  noticed  small  lumps  behind  her  ears  and  an  eruption  over  her  body. 

Findings:  oMaculopapuIar,  typical  secondary  syphiloderma  over  trunk  and 
extremities.  No  mucous  patches.  Cervix  markedly  edematous,  left  side  being 
larger  and  considerably  more  indurated.  Over  the  edematous  portion,  and  over 
upper  right  side  of  cervix  an  extensive  superficial  erosion,  decidedly  hemorrhagic 
in  character.  The  rest  of  mucous  membrane  covering  the  os  normal,  but  of 
purplish  color.  Axillary  and  submammary  lymph  glands  only  slightly  palpable, 
those  of  cervical  and  inguinal  region  markedly  enlarged.  Living  spirochetes  in 
smear  from  the  lesion. 

Diagnosis:  Initial  sclerosis  on  cervix. 

No.  143.  Girl  of  eighteen,  complaining  of  severe  nocturnal  headaches  for 
last  two  weeks.  Has  no  knowledge  of  syphilitic  infection,  but  thinks  that  her 
paramour  has  the  disease. 

No  skin  eruption.     Mucous  membranes  of  mouth  and  pharynx  normal.     Ex- 
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ternal  genitalia  normal.  About  the  anus  numerous  macules  suggesting  the  be- 
ginning of  large  moist  papules,  but  no  infiltration  of  these  lesions.  On  the  left 
side  of  the  lower  cer\-ical  lip  a  small  dark  red  erosion  about  i  cm.  in  its  widest 
diameter.  This  erosion  is  sharply  demarcated  from  the  remaining  portion  of  the 
OS  uteri.  Slight  discharge  of  a  thin  serous  fluid.  Marked  general  adenopathy. 
Wassermann  positive.  After  second  injection  of  salvarsan  the  lesion  practically 
healed,  only  a  slight  bulging  and  reddening  of  posterior  lip  remained.  Living 
spirochetes  found  in  smear  from  lesion. 
Diagnosis:  Primary  chancre  of  cervix. 

Winckel.     (Lehrbuch  der  Frauenkrankheiten,  1890,  p.  178.) 

No.  144.  Patient  is  twenty-eight  j'ears  old.  White  vaginal  discharge  at 
the  age  of  seventeen.  Two  years  later,  eruption  on  face  and  arms  treated  by 
inunctions.  Very  soon  afterward  affection  of  left  eye  which  went  from  bad  to 
worse.  At  the  age  of  twenty  suffered  from  gastric  ulcers,  followed  in  nine  months 
by  peritonitis.  At  that  time  the  hair  fell  out  but  later  it  grew  again.  At  the 
age  of  twenty-two  the  first  hemorrhage  from  genitals,  which  reoccurred  at  in- 
tervals of  six  months  associated  with  pain  in  sacral  region.  Three  years  later 
inflammation  of  throat.  Patient  was  never  well,  never  able  to  do  any  work. 
Confessed  to  have  had  sexual  relations  three  months  after  the  appearance  of  the 
skin  eruption.     Denied  ever  having  had  genital  ulcers.     Never  pregnant. 

Examination  shows  an  inflammatorj'  process  in  left  eye,  opaque  membranes 
covering  the  conjunctiva.  Right  eye  normal.  Flat  grayish  spot  on  right  tonsil. 
Vulva  slightly  reddened.  Large  labia  normal.  On  separation  of  small  labia  a 
grayish  pseudomembrane  is  found.  It  begins  above  the  urethra,  passes  into  it, 
stretches  over  anterior  vaginal  wall  through  entire  vaginal  canal  up  to  the 
cervix.  Externally  it  ceases  abruptly  at  the  edges  of  the  frenulum  and  of  the 
small  labia,  extends  upward  to  the  vaginal  vault,  and,  at  one  time  only,  a  small 
white  spot  as  large  as  a  pea,  was  seen  on  the  posterior  uterine  lip,  but  not  at  the 
border  of  the  os.  The  external  os  is  smooth,  there  is  no  cervical  discharge. 
Uterine  sound  shows  normal  conditions. 

The  membranes  or  deposits  on  the  vagina,  in  some  places,  are  several  milli- 
meters thick,  may  be  easily  pulled  off,  and  the  parts  beneath  are  pale  red. 
Vaginal  wall  scarcely  more  rigid  than  normal,  the  process  being  limited  to  the 
mucous  and  submucous  tissue.  Despite  all  caution,  finger  or  speculum  push 
these  membranes  before  them,  and  the  examination  thus  interfered  with  causes 
much  pain.  There  is  no  hemorrhage,  no  secretion.  At  first  sight  the  affection 
seems  a  general  croupous  inflammation  of  the  vagina,  resembling  the  condition 
caused  by  the  strong  application  of  alum  or  a  solution  of  sesquichloride  of  iron. 

Microscopic  examination  of  e.xfoliated  masses  reveals  numerous  cell-like 
fatty  corpuscles,  containing  crystals,  easily  dissolved  by  ether,  and  thick  layers  of 
cornified,  epidermis-like,  squamous  epithelium.  A  piece  of  tissue  near  a  caruncle 
is  excised  and  studied  microscopically  by  Birch-Hirschfeld:  Epithelium  greatly 
thickened.  Epidermis-like  upper  layers  in  many  places  loosened  in  masses  or 
lamellae,  like  a  membrane.  The  epithelial  stratum  corresponding  to  the  rete 
JSIalpighii  also  much  thickened  and  contains  very  large  cells.  The  papillary 
bodies  greatly  hypertrophied,  the  submucous  tissue  greatly  increased,  con" 
taining  very  many  thick-walled  vessels  between  which  the  tissues  were  abun- 
dantly infiltiated  with  round  and  fusiform  cells,  so  that  it  looked  like  a  section  of 
fresh  gummatous  proliferation. 

Further  observation:  New  membranes  were  found  within  two  or  three  days 
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in  places  from  which  they  had  been  removed.  IMembranes  were  not  spon- 
taneously expelled  because  they  were  too  dry.  Patient  never  had  fever.  Prin- 
cipal complaint  was  abdominal  and  sacral  pain  and  pain  in  the  affected  eye. 
The  membranes  of  conjunctiva  and  vagina  were  alike  in  every  respect. 

Since  the  condition  was  neither  a  simple  croup  nor  a  diphtheria,  Winckel  felt 
that  it  should  be  named  colpitis  gummosa,  although  he  acknowledged  that  its 
syphilitic  origin  was  not  established.  He  realized  that  there  was  neither  a  clear 
history  nor  evidences  of  such  an  infection  and  that  the  patient  was  not  benefited 
by  a  specific  treatment.  The  falling  out  of  the  hair  presented  the  only  suspicious 
symptom. 

Wolter.     (Muenchener  med.  Wchnschr.,  May  19,  1896,  p.  474.) 

No.  145.  Woman  with  history  strongly  suggestive  of  syphilis  has  given  birth 
to  nine  stillborn  children.  About  seven  months  after  last  confinement  she 
began  having  severe  metrorrhagias.  Examination  seven  weeks  later:  An  ulcer 
covering  right  half  of  portio,  apparently  extending  into  cervical  canal,  bleeding 
easUy.  Left  half  of  portio  normal.  Uterus  of  normal  size.  Discharge  free  and  of 
bad  odor.  Edges  of  ulcer  smooth,  no  hardening  or  nodules.  Case  is  considered 
suspicious  of  carcinoma,  syphilis  not  being  considered  at  that  time.  To  check 
the  hemorrhage  vagina  is  packed  with  iodoform  gauze.  On  same  evening  another 
very  profuse  hemorrhage.  It  now  occurred  to  Wolter  that  the  condition  on  cer- 
vix may  be  due  to  necrosis  of  a  cervical  gumma.  Potassium  iodide  is  followed  by 
prompt  improvement.  Ulcer  decreases  in  size  from  day  to  day,  and  is  completely 
cicatrized  three  weeks  later.  The  severity  of  the  last  hemorrhage  suggested  an 
abortion,  but  he  felt  justified  in  excluding  this  diagnosis  because  there  was  no 
basis  for  such  an  assumption.  Thus  per  exdusionem  et  ex  juvantibus  he  de- 
termined upon  the  diagnosis  of  a  sjT)hilitic  ulcer  of  the  cervix. 

Zomakion.     (Archiv  f.  Dermal,  und  Syphilis,  1913,  cxvi,  p.  329.) 

No.  146.  Woman  of  twenty-nine,  mother  of  two  full-term  children.  Two 
months  ago  abortion  in  second  month.  Husband  recently  treated  for  sores  on 
penis.  Of  late  patient  has  persistent  purulent  discharge  and  irregular  uterine 
hemorrhages.  Pain  in  inguinal  region.  Left  large  labium  edematous.  Uterus 
in  anteversion.  Right  adnexa  large  and  tender  (salpingo-oophoritis) .  Portio 
hard  and  thickened.  A  rough  area  palpable  on  the  posterior  and  on  part  of  the 
anterior  cervical  lip.  In  speculum  an  ulcer  visible,  fatty,  glistening,  covering 
part  of  anterior  and  posterior  cervical  lip. 

Diagnosis:  Ulcus  durum  portionis.     Eight  days  later  roseola  over  chest. 

No.  147.  Patient,  twenty-three  years  old,  married  six  years.  One  full-term 
child  and  two  criminal  abortions.  Purulent  discharge  occasionally  containing 
some  blood  for  last  month.  A  physician  made  the  diagnosis  of  cancer  and 
suggested  hysterectomy. 

Findings:  Uterus  in  anteversion.  On  portio,  to  right  of  orifice,  a  painless 
thickening  palpable.  In  speculum  an  erosion  visible  on  right  half  of  thickened 
cervix,  chiefly  occupying  posterior  and  only  part  of  anterior  lip.  Stellate  tear 
in  angle  of  external  os.  The  affected  portion  of  cervix  broader  than  the  other 
healthy  side.  The  ulcer  is  of  copper-red  color;  in  its  center  a  dirty  gray  fiJm, 
disclosing  the  red  base  at  the  periphery.  The  indurated  portion  of  cervix  is 
surrounded,  and  thus  distinctly  separated  from  the  rest,  by  two  perpendicular 
grooves.  Ulcer  secretes  but  slightly,  is  not  tender,  and  becomes  visibly  paler 
under  pressure  of  sound.     Spirochetes  are  not  found  in  smears. 

Diagnosis:  Primary  chancre  of  cervix. 
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In  reviewing  the  early  Hterature  of  pregnancy  in  the  tuberculous, 
it  is  interesting  to  find  that,  pregnancy  was  for  many  years  beheved 
to  exert  a  favorable  influence  on  the  course  of  pulmonary  tubercu- 
losis. This  is  probably  due  to  the  fact  that  gestation  tends  somewhat 
to  increase  the  weight  of  the  woman. 

Frequency. — Tuberculosis  itself  is  essentially  a  disease  due  to 
faulty  hygiene;  the  latter  is  the  most  common  among  the  ignorant 
and  poor,  a  class  in  whom  fertility  is  notorious.  Although  the  fer- 
tility among  the  poor  is  probably  largely  the  result  of  ignorance 
regarding  the  methods  of  preventing  conception,  the  fact  remains 
that  pregnancy  and  tuberculosis  frequently  coexist. 

Bacon(i)  states  that  32,000  tuberculous  women  become  pregnant 
annually  in  the  United  States,  and  that  between  44,000  and  48,000 
women  of  the  child-bearing  age  die  of  tuberculosis  every  year. 

THE  PHYSIOLOGY  OF  PREGNANCY  IN  ITS  BEARING  UPON  THE  COURSE  OF 

TUBERCULOSIS. 

The  deleterious  influence  of  pregnancy  on  tuberculous  women  is 
well  known  and  many  theories  have  been  advanced  to  explain  this 

*  Read  before  the  Alumni  Society  of  the  Sloane  Hospital  for  Women,  January 
28,  1916. 
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fact.  During  pregnancy  the  woman  carries  a  double  burden,  and 
as  the  gestation  advances,  the  drain  upon  her  strength  becomes  more 
and  more  marked.  Although  pregnancy  is  a  physiologic  process, 
and  one  that  the  healthy  woman  is  well  able  to  bear,  when  it  occurs 
in  a  patient  whose  resisting  powers  are  weakened  by  disease,  the 
extra  stress  may  be  sufficient  to  overbalance  her  resistance,  and,  as 
a  result,  the  disease  may  progress  rapidly  in  a  woman  who  had  here- 
tofore held  her  own,  or  who  had  even  been  successfully  combating 
her  infection. 

This  is  true  of  all  diseases,  but  especially  is  it  so  of  tuberculosis. 
Many  of  the  physiologic  changes  that  occur  as  the  result  of  preg- 
nancy, and  that  are  commonly  pointed  out  as  the  cause  for  the  in- 
jurious action  of  pregnancy  hardly  appear  of  sufficient  importance 
during  the  early  stages  to  account  for  the  rapid  progress  of  the 
disease  frequently  observed  at  this  point.  The  author  believes 
that  further  study  of  this  subject  is  required  to  explain  why  so 
many  cases  of  early  pregnancy  show  an  exacerbation  of  the  tuber- 
culous condition. 

Larynx. — The  frequency  with  which  laryngeal  involvement  occurs 
in  the  pregnant  tuberculous  woman  has  been  commented  upon  by 
most  observers.  Malsbary(2)  has  suggested  that  some  relationship 
may  exist  between  this  and  the  so-called  "genital  spot.''  Brettauer 
has  called  attention  to  the  relationship  between  the  "genital  spot" 
and  dysmenorrhea.  Hofbauer(3)  has  demonstrated  that,  as  the 
result  of  pregnancy,  there  is  an  increased  congestion  of  the  larynx, 
affecting  especially  the  false  vocal  cords,  and  that  there  is  also  a 
slight  cellular  infiltration  of  the  tissue  in  this  location.  Hofbauer 
{Ibid.)  also  states  that,  in  the  normal  pregnant  woman,  the  mucosa 
of  the  larynx  becomes  reddened  and  swollen,  so  that  a  step  from  the 
physiologic  to  the  pathologic  is  not  unlikely. 

Pnerperium. — Fraught  with  more  danger  than  pregnancy  itself  is 
the  puerperium,  and  here  a  definite  basis  of  the  exacerbation  of  the 
tuberculous  condition  which  so  frequently  occurs  at  this  time  can  be 
determined.  The  patient  has  already  suffered  the  strain  of  pregnancy, 
and  has  undergone  whatever  deleterious  effects  this  exerted.  The 
straining  and  increased  blood  pressure  incident  to  labor  are  probably 
frequently  sufficient  to  break  down  minute,  partially  healed  patho- 
logic processes,  and  thus  converted  closed  lesions  into  open  ones. 
As  a  result,  hitherto  partially  or  entirely  encapsulated  tubercle 
bacilli  are  liberated  in  more  or  less  large  numbers.  Many  free  organ- 
isms are  thrown  into  the  blood  stream,  thus  accounting  for  many  of 
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the  cases  of  miliary  tuberculosis  that  have  been  reported  as  occurring 
at  this  time. 

The  actual  physiologic  exhaustion  following  a  difficult  labor  is 
also  a  contributing  factor  in  many  cases.  The  congestion  of  the 
lungs  incident  to  labor  must  likewise  be  taken  into  consideration. 
The  prolonged  muscular  exertion,  the  physical  exhaustion  of  labor, 
the  possible  loss  of  blood,  or  the  effects  of  a  general  anesthetic,  if  one 
has  been  used  are  also  factors  that  must  be  considered. 

Susceptibility  of  Pregnant  Women  to  Tuberculosis. — The  author 
believes  that,  as  a  general  rule,  pregnancy,  and  especially  the  puer- 
perium  exerts  an  unfavorable  influence  upon  the  course  of  tuber- 
culosis. Whether  the  normal  pregnant  woman  is  more  susceptible 
to  infection  by  the  tubercle  bacilli  is  still  an  open  question.  It  is 
certain  that  a  definite  proportion  of  women  apparently  contract  the 
disease  during  either  pregnancy  or  the  puerperium.  This  is  particu- 
larly true  of  the  wives  of  tuberculous  men  living  amid  unhygienic 
surroundings.  Whether  this  is  due  to  an  increased  susceptibility 
at  this  period,  or  to  the  added  strain  on  the  general  system  is  not 
known,  but  both  are  probably  contributing  factors. 

The  change  in  the  general  routine  of  life  incident  to  pregnancy, 
and  the  lessened  amount  of  fresh  air  and  lack  of  exercise  indulged 
in  by  the  pregnant  women  may  to  some  extent  also  be  causative 
factors  in  some  cases.  Doubtless  many  cases  in  which  the  disease  is 
apparently  contracted  during  pregnancy  are  in  reality  exacerbations 
of  hitherto  mild  and  unsuspected  lesions,  and  as  the  disease  prog- 
resses clinical  symptoms  become  manifest,  with  the  result  that  the 
condition  is  attributed  to  an  infection  occurring  during  pregnancy. 
The  combined  results  of  eleven  observers  show  that  42  per  cent,  of 
their  patients  first  noticed  pulmonary  symptoms  during  pregnancy 
or  shortly  following  it. 

The  important  points  in  the  study  of  pregnancy  in  the'tuberculous 
are  the  prognosis  and  the  treatment.  Notwithstanding  the  frequency 
of  these  cases  and  the  amount  of  study  that  has  been  devoted  to  them, 
comparatively  few  valuable  statistics  have  been  formulated — too 
few,  in  fact,  to  permit  the  drawing  of  any  hard  or  fast  rules.  The 
reasons  for  this  are  obvious,  as  so  many  factors  enter  into  each 
case — the  virulence  of  the  infection,  the  stage  of  the  disease,  the  re- 
sistance of  the  patient,  her  social  standing,  mode  of  life,  ability, 
intelligence  and  willingness  to  submit  to  treatment,  and  the  advance- 
ment of  the  pregnancy  are  all  vital  factors  to  be  considered.  Addi- 
tional difficulties  encountered  in  the  compiling  of  statistics  are  that, 
with  reference  to  the  pulmonary  conditions,  special  diagnostic  skill  is 
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required  and  even  when  this  is  had  the  most  experienced  may  vary 
widely,  since  the  personal  equation  enters  somewhat  into  these  cases. 

Condition  of  the  Child. — In  considering  the  prognosis  and  treat- 
ment, a  question  that  immediately  arises  in  the  investigator's  mind, 
and  in  the  minds  of  the  prospective  parents,  is  the  probable  condition 
of  the  child.  The  combined  results  of  fourteen  observers  show  that 
the  average  infant  mortality  in  a  large  series  of  cases  was  58.83  per 
cent.  Armand-Delille(4)  studied  a  series  of  787  children  born  or 
living  in  175  families,  one  or  more  members  of  which  were  tubercu- 
lous. Of  these  children,  323  were  placed  in  the  country  and  did 
well;  396  were  not  removed  from  their  infectious  surroundings,  and 
of  these  238  developed  tuberculosis.  From  this  can  be  seen  the 
postnatal  danger  to  which  the  child  of  a  tuberculous  mother  is 
exposed. 

Doubtless  a  large  proportion  of  the  mortality  of  the  children  is 
the  result  of  death  or  invaHdism  of  the  mother,  which  often  leaves 
the  child  without  adequate  care.  ^lany  of  the  infants  of  tuber- 
culous mothers  are  bottle  fed  even  during  the  mother's  life,  and  the 
mortality  among  such  children  is  naturally  high.  Many  authorities 
believe  that  the  children  of  a  tuberculous  mother  are  constitutional 
weaklings.  In  this  the  author  concurs  only  to  a  limited  extent. 
The  author  has  seen  large,  healthy  children  born  from  mothers  in 
the  last  stages  of  the  disease. 

Some  possible  causes  for  the  high  infant  mortality  other  than 
constitutional  weakness  have  already  been  suggested.  It  is,  how- 
ever, probable  that  if  a  large  series  of  such  infants  was  compared  with 
a  series  from  normal  women,  that  the  former  would  be  found  smaller 
and  weaker  in  the  average,  and  this  would  probably  also  be  the  case 
if  a  series  of  infants  of  anemic  or  otherwise  weakened,  but  non- 
tuberculous  women  were  studied.  In  other  words,  it  does  not  seem 
probable  that  tuberculosis  generally  exerts  any  specific  action  on  the 
infant  other  than  would  be  produced  by  any  other  weakening  condi- 
tion. 

INFLUENCE    OF   PREGNANCY   UPON   THE    COURSE    OF   PULMONARY 
TUBERCULOSIS. 

Of  even  more  importance  than  the  life  of  the  unborn  child  is  the 
question  of  the  influence  pregnancy  will  have  upon  the  course  of  the 
tuberculosis  in  the  woman.  A  number  of  the  German  authorities 
argue  that,  since  no  one  can  tell  which  apparently  favorable  cases 
will  do  well  and  which  will  do  badly,  the  correct  treatment  in  all 
cases  of  early  pregnancy  is,  therefore,  to  empty  the  uterus,  and  thus 
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be  on  the  safe  side.  However,  the  reverse  is  also  true,  although, 
unfortunately,  in  a  much  smaller  percentage  of  cases.  Even  the 
test  of  pregnancy  is  no  certain  criterion,  as  even  the  cases  that  do 
weU  during  this  period  may  suffer  severe  exacerbations  during  the 
puerperium. 

Furthermore,  apart  from  an  exacerbation  of  the  pulmonary 
condition,  it  seems  but  logical  to  assume  that  obstetric  complica- 
tions will  develop  more  frequently  in  these  patients  than  in  normal 
individuals.  In  nearly  aU  tuberculous  patients,  forceps,  versions, 
or  some  other  form  of  operative  delivery  is  indicated,  and  this  in 
itself  tends  to  increase  the  likelihood  of  sepsis,  lacerations,  and  other 
complications,  and  thus  to  increase  the  maternal  and  infant  mor- 
tality. The  anemia  and  general  weakened  condition  of  many  of 
the  mothers  also  constitute  a  factor  in  increasing  the  proportion  of 
dystocia  and  other  obstetric  complications. 

Lebert(5)  found  that  pregnancy  had  a  bad  influence  on  the  course 
of  tuberculosis  in  75  per  cent,  of  cases.  Deibel(6)  found  this  to 
occur  in  64  per  cent,  of  cases,  von  Rosthorn,(7)  in  70  per  cent,  von 
Bardeleben(8)  found  this  to  be  true  in  71  per  cent,  and  states  that  47 
per  cent,  of  these  patients  died  during  pregnancy,  labor,  or  the  puer- 
perium. In  all  von  Bardeleben's  mild  cases  there  was  more  or  less, 
sometimes  only  slight,  aggravation  of  symptoms  during  pregnancy 
or  the  puerperium,  and  that  in  most  of  these  cases,  the  acute  symp- 
toms subsided,  at  least  to  some  extent,  in  from  eight  to  twelve 
months.  In  this  series  16  per  cent,  were  presumably  closed  lesions 
when  the  pregnancy  occurred,  12  per  cent,  were  severe  or  acute 
cases,  and  aU  exhibited  an  aggravation  of  the  disease,  especially 
toward  the  close  of  pregnancy.  Heiman's  collected  statistics(9) 
showed  that  pulmonary  lesions  grew  worse  during  pregnancy  in  73.4 
per  cent.  Pankow  and  Kupferle(io)  found  that  94  per  cent,  of  their 
cases  of  active  pulmonary  lesions  grew  worse.  Reiche(ii)  observed  ill 
effectsin  77percent.,andFreundin38percent.  of  cases.  Freund(io). 
Of  Lobenstine's(i2)  ten  cases,  all  grew  worse  and  only  four  survived 
labor  for  three  months.  Fellner(i3)  and  Schauta(2  7)  found  that 
quiescent  or  mild  chronic  cases  that  had  been  well  for  a  considerable 
period  prior  to  pregnancy,  suffered  a  relapse  in  68  per  cent,  of  cases. 

PradeUa's  (quoted  by  Schauta,  27)  findings  were  even  less  fav- 
orable. In  a  series  of  1035  cases  he  found  that  95  per  cent,  grew 
worse.  Kunreuther(i4)  also  emphasizes  the  dangers  incident  to  this 
condition.  Marletti(i5)  found  that  50  per  cent,  grew  worse  during 
pregnancy;  von  Rosthorn,(7)  70  per  cent.;  Kamina,(i6)  5oper  cent. ; 
Schauta(2  7)    states    that    in    tuberculous    guinea-pigs   pregnancy 
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distinctly  shortens  the  hfe  of  the  animal.  In  the  author's  animal 
experiences,  this  was  also  found  to  be  the  case,  and  especially  did 
this  occur  in  the  period  following  parturition.  Schauta(27)  quotes 
the  authorities  from  German  sanatoria  to  the  effect  that  only  25 
per  cent,  of  tuberculous  women  were  able  to  work  four  years  after 
childbirth,  and  that  all  these  are  by  no  means  cured  cases. 

Albeck,  of  Norway(27),  found  that  of  sixteen  cases,  all  of  which 
were  treated  in  private  sanatoria,  and  were  therefore  presumably 
the  recipients  of  excellent  treatment,  six  died  within  fifteen  months. 
Essen-MolIer(2  7)  reports  that  death  or  aggravation  occurred  in  50 
per  cent,  of  his  series  of  sanatorium  patients.  Schauta  (Schauta) 
(27)  states  that  in  at  least  75  per  cent,  of  all  cases,  the  disease  was 
aggravated  as  the  result  of  the  pregnancy.  Ebeler,(i7)  from  a  study 
of  thirty-two  cases,  recommends  the  immediate  emptying  of  the 
uterus  unconditionally  in  every  stage  of  tuberculosis  and  in  any 
month  of  pregnancy.  Parry(i8)  reports  that  in  her  series  of  thirty- 
eight  cases,  all  of  which  were  of  the  severe  type,  50  per  cent,  died 
within  two  months  after  labor.  Fellner(i3)  observed  a  general 
maternal  mortaHty  in  9  per  cent.  Osier  quotes  Dubois  to  the  effect 
that,  "If  a  woman  threatened  with  tuberculosis  marries,  she  may 
bear  the  first  accouchment  well;  the  second  with  dif&culty,  and  the 
third  never."*  ]\Ialsbary(2)  found  the  highest  mortality  among 
primiparse. 

Bacon(i)  estimates  that  2,7,  per  cent,  of  tuberculous  women  who 
become  pregnant  die  in  less  than  one  year  following  labor.  HoflF- 
man(i9)  found  that  the  greatest  mortality  among  tuberculous  women 
was  between  the  ages  of  fifteen  and  forty-five  years  (195.5  per  cent, 
per  100,000  population),  whereas  in  men  the  highest  mortality  was 
between  forty -five  and  sixty-four  years  (254  per  1,000,000),  indi- 
cating that  many  women  die  as  the  result  of  pregnancy  and  child- 
birth. Schlimpert(2o)  asserts  that  the  greatest  number  of  deaths  from 
tuberculosis  during  pregnancy  occur  in  childbed  (75  per  cent.). 

In  reviewing  the  foregoing  statistics,  a  number  of  facts  must  be 
taken  into  consideration.  A  certain  number  of  cases  of  pulmonary 
tuberculosis  will  exhibit  exacerbations  even  when  not  pregnant,  and 
this  proportion  must  be  deducted  from  the  figures  here  given  when 
considering  the  influence  of  pregnancy  upon  the  course  of  the  disease. 
On  the  other  hand,  statistics  compiled  from  maternity  hospitals 
from  which  patients  are  discharged  in  two  or  three  weeks  after  labor, 
no  further  track  being  kept  of  them,  are  misleading  in  that  no  note 
can  thus  be  made  of  the  exacerbations  occurring  in  the  late  puer- 

*  Some  authorities  attribute  this  statement  to  Louis. 
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perium  or  during  lactation.     In  this  class  belong  the  majority  of 
statistics  compiled  from  English  and  American  hospitals. 

Only  when  the  cases  are  carefully  followed  for  at  least  sLx  months 
(some  authorities  assert  for  two  years  or  more)  can  accurate  figures 
be  obtained.  Owing  largely  to  their  registration  laws,  the  oppor- 
tunities for  the  German  to  gather  figures  is  exceptional,  and  his  statis- 
tics are  especially  valuable.  In  reviewing  the  Hterature  on  this 
subject,  it  must  also  be  remembered  that  in  Catholic  countries  the 
general  feeUng  against  the  induction  of  abortion  must  be  taken  into 
consideration,  and  doubtless  influences  the  view  of  many  operators. 

Laryngeal  Tuberculosis. — Practically  all  authorities  recognize 
the  gravity  of  laryngeal  involvement  in  turberculosis.  Fellner,(i3) 
in  his  series  of  289  cases,  had  a  maternal  mortality  of  44  per  cent. 
Of  231  cases  of  laryngeal  tuberculosis  collected  from  the  literature 
by  Lobenstine(i2),  200  died  during  pregnancy,  labor,  or  soon  after — 
a  mortaUty  of  86  per  cent.  In  this  series  of  cases  spontaneous  abor- 
tion and  premature  labor  were  not  infrequent.  Raspine(2i) 
emphasizes  the  ill  eflfects  of  laryngeal  involvement.  In  the  combined 
mortahty  statistics  from  tuberculosis  during  pregnancy,  cases  of 
laryngeal  involvement  constitute  a  very  definite  percentage. 

The  death-rate  among  the  infants  of  these  patients  is  about  60 
per  cent.  Imhofer(2  2)  reports  a  mortality  of  from  86  to  90  per  cent, 
in  those  cases  in  which  laryngeal  involvement  occurs;  Kuttner,(23) 
90  per  cent.;  Stoechel  (/Z>zW.),Lasogna,(24)PankowandKupferle,(io) 
Lubliner,(25)  von  Sokalowski,(26)  and  others  give  practically  similar 
figures. 

Nursing. — Tuberculous  women  should  not  nurse  their  children, 
except  in  exceptional  circumstances,  for  the  mother's  sake,  and 
because  of  the  dangers  to  the  child.  Tubercle  bacilli  are  occasionally 
present  in  the  mother's  milk.  The  chief  danger  of  breast  feeding 
to  the  child  is,  however,  due  to  accidental  contamination,  such  as 
occurs  from  infected  fingers  carrying  tubercle  bacilli  to  the  child's 
mouth,  either  directly  or  from  infection  of  the  nipples.  Kissing 
and  handUng  of  the  infant  by  the  mother  is  a  fertile  source  of  infec- 
tion, and  these  accidental  contaminations  are  probably  much  more 
likely  to  occur  than  is  a  direct  transference  of  the  disease  by  tuber- 
cle-baciUi-bearing  milk,  and  probably  constitutes  the  chief  danger  of 
nursing. 

TREATMENT. 

Prophylactic. — Many  authorities  believe  that  tuberculous  individu- 
als should  not  marry.     Certainly  marriage  should  be  advised  against 
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in  the  presence  of  any  active  lesion,  no  matter  how  limited  in  extent. 
On  the  other  hand,  it  seems  too  radical  an  attitude  to  forbid  the 
woman  with  a  small,  nonactive  closed  lesion,  which  has  been  in  abey- 
ance for  two  or  three  years,  to  marry. 

We  have  previously  endeavored  to  emphasize  the  necessity  for  indi- 
vidualizing in  the  case  of  these  patients.  Occasionally  a  case  may 
occur  in  which  the  lesion  is  limited  in  extent  and  has  been  inactive 
for  not  less  than  two  years.  Under  such  circumstances,  if  the  patient 
is  intelligent  and  able  to  avail  herself  of  proper  treatment  and  super- 
vision, and  if  she  is  especially  desirous  of  having  a  child,  conception  is 
probably  justifiable.  These  cases  are,  however,  exceptional,  and 
even  under  the  most  favorable  circumstances  such  a  patient  mate- 
rially increases  the  risk  of  bringing  on  an  exacerbation  of  her  disease. 
If  one  or  two  children  are  living  at  the  time  that  the  woman  becomes 
infected  or  seeks  advice,  conception  is  best  advised  against  in  all  cases. 

It  is  impossible  to  escape  the  fact  that  any  form  of  pulmonary  tu- 
berculosis, no  matter  how  limited  in  extent,  is  especially  prone  to 
become  aggravated  during  the  pregnancy  and  the  puerperium. 
Some  cases  may  do  well,  and,  as  the  result  of  a  limited  experience, 
the  physician  may  easily  be  led  to  underestimate  the  dangers  of 
pregnancy.  Unfortunately,  despite  the  most  pains-taking  study, 
we  are  as  yet  unable  to  determine  with  certainty  which  case  will 
bear  pregnancy  and  the  puerperium  well,  and  which  will  fare  badly. 
No  positive  prognosis  can,  therefore,  be  given  in  the  case  of  an 
individual  patient.  At  times,  even  those  cases  that  appear  most 
favorable  will  result  disastrously,  and  occasionally,  but  though 
unfortunately  only  in  a  small  proportion  of  instances,  the  reverse 
will  be  the  case.  The  safest  plan  for  the  woman,  therefore,  is  to 
avoid  conception.  In  these  exceptional  cases  in  which  conception 
has  been  countenanced,  strict  hygienic  measures  must  be  enforced, 
and  the  women  kept  under  close  observation  and  examined  at 
frequent  intervals  by  an  experienced  internist, 

TREATMENT  OF  PREGNANCY  AND  TUBERCULOSIS. 

General  Considerations. — As  a  matter  of  fact,  the  ph}'sician  is 
frequently  not  consulted  regarding  the  advisability  of  either  mar- 
riage or  conception,  and  often  sees  the  case  for  the  first  time  after 
pregnancy  has  taken  place.  This  is  especially  true  of  the  ignorant 
classes,  and  even  the  intelligent  are  as  yet  not  sufficiently  educated 
upon  this  point.  If  pregnancy  has  taken  place,  the  most  important 
point  to  be  decided  is,  shall  the  uterus  be  emptied,  and  if  so,  what 
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are  the  indications  for  performing  abortion.  In  cases  of  early 
pregnancy  the  diagnosis  of  the  latter  condition  is  somewhat  difficult. 
Too  much  attention  must  not  be  paid  to  amenorrhea  as  a  diagnostic 
sign,  as  this  is  not  an  infrequent  symptom  in  tuberculosis.  In  our 
series  of  214  cases  of  tuberculosis  in  which  the  menstrual  changes 
were  especially  studied,  total  amenorrhea  was  present  in  5  per  cent, 
of  cases,  and  scanty  or  irregular  flow  was  observed  in  an  additional 
53  per  cent,  of  patients. 

Schauta  (27)  states  that  the  opinion  of  the  medical  world  regarding 
the  treatment  of  pregnancy  in  the  tuberculous  may  be  divided  into 
three  groups:  (i)  The  French  school,  which  admits  the  unfavorable 
effect  of  pregnancy  on  the  course  of  pulmonary  tuberculosis,  but 
decKnes  to  induce  abortion,  and  places  its  hopes  for  success  upon 
diet,  hygiene,  etc.  (2)  The  second  group,  which  consists  of  those 
who  indi\adualize,  and  who  induce  abortion  if  the  tuberculosis  is 
advancing,  but  if  it  is  not,  employ  general  treatment  and  super- 
vision; and  (3)  the  third  group,  which  considers  tuberculosis  an 
unconditional  indication  for  abortion. 

The  author  is  not  in  entire  accord  with  any  of  these  groups,  but 
believes  that  the  attitude  toward  any  given  cases  must  depend  upon 
the  conditions  surrounding  it.  In  considering  the  subject,  many 
factors  must  be  taken  into  consideration,  among  the  most  important 
of  which  are  the  advancement  of  the  pregnancy  and  the  character 
of  the  pulmonary  lesion.  The  social  status  of  the  patient,  her 
intelligence,  and  whether  she  is  able  and  willing  to  observe  proper 
hygienic  and  dietary  precautions,  her  financial  condition,  her  mental 
attitude,  and  the  question  of  whether  she  already  has  one  or  more 
children  are  all  factors  of  the  utmost  importance  and  should  be 
weighed  carefully  before  determining  upon  the  treatment  to  be 
instituted.  No  hard  and  fast  rule  that  will  be  applicable  to  all 
cases  can,  therefore,  be  laid  down. 

In  the  early  months  of  pregnancy,  with  a  rapid  advancing  pul- 
monary lesion,  there  can  be  no  question  but  that  the  induction  of 
abortion  should  be  performed  without  loss  of  time,  and  this  is  also 
true  if  laryngeal  involvement  occurs.  On  the  other  hand,  given 
a  similar  case  in  the  late  months  of  pregnancy,  little  can  be  gained 
by  the  induction  of  premature  labor. 

Speaking  on  the  broadest  general  lines,  the  case  of  pregnancy  in 
the  tuberculous  may  be  di\ided  into  two  groups  according  to  the 
advancement  of  the  gestation,  the  first  group  consisting  of  those 
cases  seen  prior  to  the  fifth  month,  and  the  second,  those  encountered 
from  the  fifth  month  on. 
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INDICATIONS    FOR    THE    INDUCTION    OF    AN    ABORTION    IN    THE 
TUBERCULOUS    PRIOR   TO   THE   FIFTH   MONTH, 

The  writer  believes  that  in  the  presence  of  an  extensive  lesion, 
even  in  the  quiescent  stage,  or  even  of  small  active  lesion,  the  uterus 
should  be  emptied  at  once.  This  also  appUes  to  those  cases  in 
which  laryngeal  involvement  of  any  degree  is  present.  The  develop- 
ment of  secondary  tuberculous  lesions  in  parts  of  the  body  other 
than  the  lungs  is  also  an  indication  for  this  procedure.  Excessive 
vomiting,  renal  insufficiency,  and  other  complications  of  pregnancy 
may,  as  in  the  normal  woman,  constitute  indications  for  emptying 
the  uterus.  It  must  be  remembered  that  the  tuberculous  woman  has 
smaller  resisting  powers  than  the  uninfected.  Our  object  is  to  main- 
tain her  powers  of  resistance  to  their  highest  point.  In  other  words, 
to  improve  her  general  health.     This  is  of  the  utmost  importance. 

Gastric  disturbances  or  other  complications  that  might  be  borne 
by  the  normal  woman  may  be  sufficient  to  lower  the  tuberculous 
patient's  resisting  powers  to  such  an  extent  that  an  exacerbation 
may  occur.  For  this  reason  intervention  should  be  employed 
considerably  earlier  in  the  tuberculous  woman,  and  for  a  milder 
degree  of  complications  than  in  the  normal  woman.  Loss  of  weight 
is  not  in  itself  an  indication  for  the  induction  of  abortion.  It  is, 
however,  a  danger  signal  of  great  practical  value.  Veit(28)  lays 
special  stress  upon  the  prognostic  value  of  a  loss  or  gain  in  weight. 
Women  who  lose  weight  in  the  latter  months  of  pregnancy  often 
succumb  during  the  puerperium.  As  a  general  rule,  the  earlier  the 
intervention  the  better  is  the  prognosis. 

A  much  more  difficult  point  to  determine  is  the  attitude  of  the 
physician  toward  the  patient  with  the  quiescent  lesion  of  moderate 
or  small  extent.  Here  the  patient  must  be  studied  individually, 
and  the  points  previously  referred  to  considered.  It  must  be 
remembered  that  in  every  such  case  the  woman  runs  an  added  risk 
by  allowing  the  pregnancy  to  continue.  It  is  conceded  that  inter- 
vention in  the  early  months  of  pregnancy  is  productive  of  at  least 
moderately  good  results,  but  that  intervention  in  the  latter  months 
of  gestation  is  of  little  value".  One  of  the  chief  dangers,  therefore, 
in  these  cases  is  that  the  patient  may  do  well  until  about  the  sixth 
or  the  seventh  month,  when  it  is  too  late  to  do  good  by  emptying 
the  uterus.  On  the  other  hand,  it  is  by  no  means  justifiable  to 
advise  induction  of  abortion  in  every  case. 

As  a  general  rule,  the  longer  the  lesion  has  been  inactive,  the  better 
is  the  prognosis. 
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Lesions  of  limited  extent  and  those  that  have  never  shown  very- 
marked  activity  are  also  more  favorable.  A  factor  of  the  utmost 
importance  is  whether  or  not  the  patient  is  in  a  position  to  obtain 
proper  hygienic  and  dietary  treatment. 

Results  of  Intervention  Prior  to  the  Fifth  Month. — The  combined 
statistics  of  twenty-one  observers  comprising  nearly  looo  cases  shows 
that  77  per  cent,  of  women  were  benefited  by  emptying  the  uterus,  the 
percentage  varying  from  20  to  97  per  cent.  The  diversity  of  opinion 
regarding  the  treatment  of  this  condition  is  evidence  in  itself  that 
no  ideal  plan  has  as  yet  been  evolved.  It  will  be  noticed,  however, 
that  the  general  trend  of  opinion  is  toward  interruption  of  pregnancy 
in  the  early  months  of  gestation,  and  toward  nonoperative  treatment 
in  the  second  half.  The  author  believes  that  the  wise  obstetrician 
will  famiharize  himself  with  the  results  obtained  by  others,  and 
carefully  consider  the  source  and  the  methods  employed  in  compiling 
the  statistics;  that  he  will  then  individualize,  and  empty  the  uterus 
only  when  it  is  necessary,  and  will  not  allow  his  natural  repugnance 
to  the  performance  of  this  operation  to  influence  him  to  the  detri- 
ment of  his  patient. 

CONSULTATION  AND  PRECAUTIONS  TO  BE  ADOPTED  PRIOR  TO  EMPTYING 

THE  UTERUS. 

Before  deciding  to  empty  the  uterus  a  consultation  should  always 
be  held.  If  any  doubt  exists  as  to  the  certainty  of  the  diagnosis  of 
tuberculosis,  an  experienced  internist  should  be  called  in.  The 
services  of  a  competent  bacteriologist  will  prove  an  additional  safe- 
guard. The  entire  procedure  should  be  performed  as  openly  as 
possible;  the  family  of  the  patient,  and  in  most  cases,  the  patient 
herself,  should  be  informed  of  what  is  about  to  be  done.  No  loop- 
hole for  subsequent  criticism  should  be  left.  The  prognosis  should 
in  all  cases  be  guarded,  for  benefit  may  not  accrue  from  emptying 
the  uterus,  and  the  family  should  be  so  informed,  and  the  true 
state  of  afifairs  explained  to  them  as  nearly  as  possible.  With  the 
patient  herself  a  more  optimistic  view  is  justifiable. 

Choice  of  Operation. — Prior  to  the  sixth  or  eighth  week,  the  author 
has  had  excellent  results  from  dilatation,  and  the  removal  of  the 
products  of  conception  with  placental  forceps  and  a  dull  curette, 
and  packing  the  uterus  with  sterile  gauze  at  the  completion  of  the 
operation.  After  the  eighth  week,  the  ordinary  dilatation  and 
curettage  has  proved  an  unsatisfactory  operation.  At  this  stage 
of  pregnancy,   the  complete  removal  of  the  products  of  concep- 
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tion  at  one    sitting,    by  the  ordinary  dilatation  and  curettage  is 
difficult. 

There  is  often  considerable  hemorrhage,  which  the  patient  can 
ill  stand,  very  frequently  it  is  necessary  to  repack  these  cases  one 
or  more  times,  during  which  period  more  or  less  oozing  of  blood  is 
occurring.  A  far  more  satisfactory  operation  for  those  cases  ad- 
vanced beyond  the  second  month  is  vaginal  hysterotomy.  There  is 
little  loss  of  blood,  the  uterus  can  be  completely  emptied  at  one 
sitting,  no  packing  is  necessary,  there  is  no  subsequent  bleeding, 
and  convalescence  in  my  cases  has  been  quiet  and  uneventful. 

TREATMENT   OF  PATIENTS   WTTH  PREGNANCY  ADVANCED  BEYOND   THE 

FIFTH   MONTH. 

As  a  general  rule,  this  should  be  expectant,  as  little  benefit  can  be 
derived  from  interference.  If  the  pelvis  is  at  all  contracted,  or  the 
child  seems  unusually  large,  the  induction  of  premature  labor,  a 
couple  of  weeks  before  the  date  of  confinement  is  advisable.  Every 
effort  which  does  not  materially  increase  the  risks  to  the  child,  should 
be  made  to  give  the  patient  as  short  and  easy  a  labor  as  possible. 
With  this  end  in  view,  the  induction  of  premature  labor  a  week  or 
two  before  term  is  often  advisable  even  in  cases  in  which  there  is 
no  disproportion  in  size  between  the  child  and  the  outlet.  For  the 
same  reason  it  is  rarely  advisable  to  let  these  patients  go  beyond 
term. 

The  infant  should  be  at  once  removed  from  the  mother,  and  should 
be  bottle-fed,  and  guarded  from  infection. 

The  following  is  the  report  on  sixty-eight  cases  of  pregnancy  in 
tuberculous  women:  fifty  from  the  Henry  Phipps  Institute  in 
Philadelphia,  and  eighteen  from  obstetric  practice.  For  purposes 
of  study,  it  has  seemed  wise  to  separate  these  in  two  groups.  The 
results  in  the  cases  from  the  Phipps  Institute  are  in  such  marked 
contradistinction  to  the  second  group,  and  from  the  results  usually 
obtained,  that  a  short  description  of  the  methods  employed  at  that 
Institution  is  advisable. 

Eighteen  months  ago,  a  prenatal  clinic  was  instituted,  at  the 
Phipps  Institute,  for  both  tuberculous  and  nontuberculous  patients. 
We  get  these  patients  at  an  average  of  about  the  fifth  month  of 
pregnancy.  Ninety  per  cent,  of  them  are  foreigners,  and  for  the  most 
part  poor  and  ignorant.  They  are  examined  by  the  obstetrician  at 
the  prenatal  dispensary,  and  are  seen  by  him  at  monthly  intervals. 
They  are  visited  by  a  special  social  service  worker  at  their  homes 
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at  regular  intervals,  at  which  times  the  blood  pressure  is  taken,  tem- 
perature, pulse  and  respiration  are  observed,  a  specimen  for  urine 
analysis  is  obtained,  and  the  general  condition  of  the  patient  noted. 
Close  supervision  is  thus  kept,  the  frequency  of  the  visits  depending 
somewhat  upon  the  individual  case.  If  the  patient  has  no  family 
doctor,  arrangements  are  made  for  her  delivery  at  a  maternity 
hospital.  An  important  detail  of  this  work  is  the  care  after  delivery. 
The  patients  are  again  subjected  to  a  pelvic  and  abdominal  examina- 
tion and  the  same  internist  who  had  been  treating  them  during  their 
pregnancy,  again  makes  a  thorough  chest  examination,  and  new 
chest  charts,  etc.  The  child  is  brought  at  regular  intervals  to  a 
children's  clinic,  also  an  outgrowth  of  the  Phipps  Institute,  and  is 
there  treated,  and  the  mother  given  whatever  advice  is  necessary. 
The  visits  of  the  social  service  worker  are  continued. 

It  will  be  seen  that  not  only  do  these  women  obtain  efficient  treat- 
ment, but  we  are  also  in  a  position  to  give  accurate  data  regarding 
the  end  results.  I  have  interrupted  pregnancy  three  times  in  this 
group  of  cases,  twice  with  marked  benefit,  and  in  the  third  case  the 
pulmonary  condition  continued  to  advance,  and  the  patient  died 
some  months  later.  The  following  is  a  summary  of  cases  of  pregnancy 
in  the  tuberculous  from  the  Henry  Phipps  Institute.  Some  of  these 
cases  have  been  followed  for  eighteen  months,  whereas,  others  are  not 
yet  delivered. 

Fifty  cases  practically  all  showed  evidences  of  pulmonary  tuber- 
culosis prior  to  conception  (94  per  cent.).     Many  of  these  women 


TABLE  I.* 


Cases  from  the  Henry 
Phipps  Institute 


Number 


Percent- 
age 


Cases  from  obstetric 

practice  (private  and 

hospital) 


Number 


Percent- 
age 


Apparently  improved 

Not    materially    worse    as    result  of 

pregnancy 

Worse  as  a  result  of  pregnancy 

Deaths 

Total 


34 
9 
4 

5° 


68 
18 


S-5S 

22.  2 
61 .  II 
II .  II 


18 


*  The  average  period  of  observation  of  these  cases  has  been  about  nine  months. 
It  follows,  therefore,  that  a  definite  proportion  have  been  followed  for  a  short 
time.  Therefore,  if  observed  two  years  hence,  or  even  a  year  after  delivery, 
it  is  but  natural  to  suppose  the  percentage  of  fatal  cases  would  be  increased. 
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have  borne  a  number  of  children  since  the  onset  of  their  infection, 
thus,  32  were  i-para,  6  were  ii-para,  4  were  iii-para,  3  were  iv-para, 
and  1  was  viii-para.  Some  of  these  patients  have  been  under  obser- 
vation at  the  medical  cUnics  for  years,  whereas  in  others,  we  have  had 
to  depend  upon  the  physical  findings  and  upon  the  history  for  the 
estimation  of  the  duration  of  the  tuberculosis.  Four  are  not  yet 
delivered. 

Table  I  showing  comparative  results  in  cases  from  the  Henry 
Phipps  Institute,  and  from  those  observed  in  ordinary  obstetric 
practice. 

The  following  is  a  table  showing  the  number  of  abortions,  mis- 
carriages, and  infant  deaths: 

TABLE  II. 


Fifty  cases  from  the        Eighteen  cases  from 
Henry  Phipps  obstetric  practice  (pri- 

Institute  vate  and  hospital) 


Number 


Percent- 
age 


Number 


Percent- 
age 


Infant  deaths 

Abortions,    miscarriages,    premature 
labor  (not  induced) 


33 


The  results  in  Table  I  are  very  striking,  the  personal  cases  fol- 
lowing closely  the  results  usually  observed.  One  will  naturally  ask 
why  in  this  apparent  discrepancy,  or  in  other  words,  why  are  the 
results  from  Phipps  Institute  so  much  better  than  those  in  the  second 
group,  some  of  which  are  private  cases,  and  it  would  be  fair  to  expect 
that  in  these,  better  treatment  would  be  obtained  than  in  the  dis- 
pensary patients,  no  matter  how  carefully  the  pre-  and  postnatal 
care  was  conducted.  A  number  of  reasons  suggest  themselv^es. 
In  the  first  place,  fifty  cases  is  not  a  large  series  from  which  to  draw 
conclusions,  especially  when  the  results  are  so  at  variance  from  those 
usually  obtained.  Our  work  at  the  Phipps  Institute  is  by  no  means 
finished,  and  indeed,  this  is  but  a  preHminary  report;  our  second  or 
third  series  of  fifty  cases  may  give  less  favorable  results.  Second, 
these  cases  did  obtain  not  only  careful  pre-  and  postnatal  care, 
special  care  during  delivery,  and  expert  medical  observations  and 
treatment  during  their  pregnancies  and  subsequently.  Third,  early 
intervention  and  emptying  of  the  uterus  on  the  slightest  definite 
signs  of  a  pulmonary  exacerbation,  provided  that  such  occurred 
prior  to  the  fifth  month  of  pregnancy,  and  fourth,  the  majority  of 
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these  cases  were  in  the  first  stage  of  tuberculosis,  and  were  chronic 
ambulatory  patients  prior  to  conception. 

In  other  words,  these  patients  represented  about  the  ordinary  run 
of  pulmonary  tuberculosis  as  observed  in  the  average  out-patient 
department.  Whereas  in  the  private  cases,  the  majority  showed 
active  lesions.  Not  infrequently  the  family  physician  will  care  for 
his  tuberculosis  patient  as  long  as  she  is  doing  well,  but  will  call  for 
consultation  as  soon  as  exacerbation  occurs;  not  a  few  of  my  personal 
cases  were  of  this  type.  These  cases  naturally  help  to  swell  the 
mortaHty  column.  Furthermore,  all  of  the  cases  from  the  Phipps 
Institute  were  under  the  care  of  especially  skilled  internists,  and  not 
only  did  they  obtain  skilled  treatment,  but  also  the  benefits  of  an 
early  diagnosis.  Indeed  it  seems  but  fair  to  assume  that  some  of 
these  cases  might  not  have  been  correctly  diagnosed  at  all  by  the 
obstetrician  or  the  general  practitioner.  The  diagnosis  of  pulmonary 
tuberculosis  in  its  early  stage  is  not  always  easy. 

I  wish  to  take  this  opportunity  to  express  my  thanks  to  the  staff 
of  the  Phipps  Institute  for  their  help  and  cooperation  in  the  study 
of  these  cases,  and  especially  to  Dr.  H.  R.  M.  Landis.  Especial 
praise  is  also  due  to  Miss  Lucinda  N.  Stringer,  and  Miss  Margaret 
Roche,  in  whose  hands  the  social  service  work  of  these  cases  has  fallen. 
It  is  largely  due  to  their  unfailing  efforts  that  these  cases  have  been 
followed,  and  have  received  as  efficient  care  as  they  have. 

CONCLUSIONS. 

I.  The  combination  of  pregnancy  and  pulmonary  tuberculosis  is 
a  common  one. 

II.  Pulmonary  tuberculosis  exerts  little  or  no  influence  against 
conception. 

III.  Pulmonary  tuberculosis  exerts  but  Uttle  influence  on  the  course 
of  pregnancy,  and  except  in  the  advanced  stages  exerts  little  or 
no  influence  toward  causing  abortion,  miscarriage,  or  premature 
labor. 

IV.  About  20  per  cent,  of  mild,  quiescent  pulmonary  tuberculosis 
and  70  per  cent,  of  more  advanced  cases  exhibit  exacerbations  during 
pregnancy  or  the  puerperium. 

V.  Marriage  is  worse  for  the  tuberculous  women  than  for  the 
tuberculous  man  owing  to  the  dangers  incident  to  pregnancy. 

VI.  Unless  the  pulmonary  lesions  have  been  quiescent  for  a  mod- 
erately prolonged  period,  tuberculous  women  should  not  marry. 

VII.  Tuberculous  women  should  not  become  pregnant  unless  the 
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disease  is  in  the  first  stage,  and  has  been  quiescent  for  a  minimum 
period  of  two  years. 

VIIL  It  is  as  yet  impossible  to  determine  with  certainty  which 
case  will  bear  the  added  strain  of  pregnancy  well  and  which  badly. 
We  must  individualize  our  patients.  Moderately  extensive  lesions, 
recent  activity,  the  development  of  secondary  lesions,  especially 
laryngeal  involvement,  loss  of  weight,  fever,  hemorrhage,  sweats, 
lack  of  vigor,  inability  to  obtain  proper  treatment  are  ill  omens, 
whereas  the  reverse  are  more  favorable, 

IX.  Prior  to  the  fifth  month  of  pregnancy,  the  uterus  should  be 
emptied  if  the  disease  manifests  any  evidence  of  becoming  active. 
Curettage  during  the  first  six  or  eight  weeks,  and  in  the  latter  cases, 
vaginal  hysterotomy  are  the  preferable  methods.  Interruption  of 
pregnancy  does  not  insure  an  amelioration  of  the  pulmonary  con- 
dition, but  does  greatly  improve  the  prognosis.  About  65  to  70 
per  cent,  of  cases,  prior  to  the  fifth  month  of  pregnancy,  will  be  defi- 
nitely improved  by  emptying  of  the  uterus  as  soon  as  acute  symptoms 
arise,  provided  that  proper  after-treatment  is  carried  out.  Late 
intervention,  that  is  after  a  week  or  more  from  the  onset  of  the  ex- 
acerbation has  given  less  satisfactory  results.  Sterilization  is  rarely 
justifiable. 

X.  After  the  fifth  month  of  pregnancy,  it  is  generally  advisable 
to  treat  these  patients  expectantly.  Labor  should  be  made  as  easy 
as  possible.  For  this  end,  induction  of  premature  labor  two  weeks 
before  term  is  often  advisable,  rarely  if  ever,  should  they  be  allowed 
to  go  beyond  term.     At  labor  forceps  or  version  is  usually  indicated. 

XL  Infants  should  not  nurse  tuberculous  mothers,  and  should  be 
especially  guarded  from  infection. 

XII.  Hygienic  and  dietary  treatment  should  be  employed  at  all 
times.  These  patients  should  be  kept  under  close  observation  and 
should  be  examined  by  a  competent  internist  at  regular  and  frequent 
intervals. 

XIII.  In  the  great  majority  of  cases  the  tuberculosis  preceeds  the 
pregnancy.  Even  in  those  cases  in  which  the  symptoms  are  first 
observed  during  pregnancy,  infection  has  generally  occurred  prior 
to  conception  and  an  exacerbation  during  pregnancy  has  directed 
attention  to  the  pulmonary  condition. 

1503  Locust  St. 
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OPERATING  DURING  THE  PUERPERIUM  FOR  CURE  OF 
OLD  LACERATIONS  OF  THE  CERVIX  AND 
PERINEUM.* 

BY 

A.  A.  HUSSEY,  M.  D., 

Brooklyn,  New  York. 
(With  one  illustration.) 

In  a  communication  addressed  to  the  Editor  and  published  in 
the  August  number  of  the  American  Journal  of  Obstetrics  for 
the  year  1906,  the  late  Francis  H.  Stuart,  then  Visiting  Obstetrician 
to  the  Brooklyn  Hospital,  reported  a  series  of  thirteen  cases  operated 
upon  during  the  puerperium  for  the  repair  of  old  lacerations  of  the 
cervix  and  perineum. 

In  making  his  report  he  said:  "My  thought  in  instituting  this 
operation  was  that  if  it  could  be  done  successfully,  a  great  service 
would  be  rendered  to  the  class  of  women  who  come  to  the  maternity 
for  confinement.  They  are  not  able  to  spare  the  time  from  their 
homes  to  have  it  done  in  the  usual  way,  and  so  they  are  ordinarily 
neglected,  and  in  the  course  of  years  come  to  suffer  the  serious  con- 
sequences of  these  neglected  lacerations.  Having  the  operation  done 
during  the  puerperium,  they  remain  in  the  hospital  only  a  few  days 
longer  than  is  usual  after  dehvery,  and  they  go  home  in  as  good  con- 
dition as  if  they  had  come  for  the  special  purpose  of  having  trachel- 
orrhaphy and  perineorrhaphy  performed." 

It  was  my  privilege  to  assist  him  in  his  operating,  and  to  follow  the 
cases  during  their  convalescence.  Doubtful  at  first  of  the  advisa- 
bility of  the  plan,  I  was  soon  convinced  that,  under  conditions  which 
I  shall  enumerate  later,  the  restoration  of  the  cervix  and  perineum 
could  be  undertaken  at  this  time  with  expectation  of  a  fair  degree  of 
success. 

It  is  my  purpose  to-night  to  place  before  you  for  your  considera- 
tion the  plan  of  procedure  suggested  by  Dr.  Stuart,  the  condensed 
reports  of  cases  operated  upon,  a  review  of  the  cases,  and  some 
observations  which  I  have  been  able  to  make  in  the  course  of  the 
work. 

*  Read  at  a  meeting  of  the  New  York  Obstetrical  Society,  January  11,  1916. 
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Development  of  tJie  Procedure. — In  February,  1901,  while  repairing 
a  fresh  laceration  of  the  perineum,  superimposed  upon  an  old 
laceration,  Dr.  Stuart  denuded  beyond  the  edges  of  the  new  tear 
and  uncovered  and  sutured  the  fascia  in  an  attempt  to  restore  to 
normal  the  relaxed  pelvic  outlet.  He  succeeded  in  part.  Primary 
union  was  secured.  The  introitus  was  narrowed,  but  one  levator 
was  missed  in  suturing  and  the  perineum  remained  weak  on  that 
side. 

In  jMarch  of  the  same  year,  he  made  a  deliberate  attempt  to 
repair  a  relaxed  outlet  where  no  new  laceration  had  been  sustained. 
In  this  case  a  satisfactory  result  was  obtained. 

In  1905  a  definite  move  was  made  to  put  into  practice  the  plan  of 
attempting  to  restore  to  its  normal  condition  the  parturient  canal 
of  every  woman  delivered  in  the  free  wards  of  the  maternity.  For 
several  years  it  had  been  our  practice  to  operate  upon  new  lacera- 
tions after  an  interval  of  forty-eight  hours.  Now  we  began  to 
inspect  every  case  after  two  or  more  days,  and  repair  lacerations 
old  and  new  of  cervix  and  perineum.  The  procedure  was  accepted 
by  the  majority  of  the  ward  patients  with  enthusiasm,  and  was  kept 
up  for  a  year  or  more.  Unfortunately,  however,  it  was  found  that 
the  extra  work  which  it  entailed  made  it  too  burdensome  for  the 
limited  corps  of  internes  and  nurses  which  we  had  at  our  disposal; 
and  so  the  procedure  was  discontinued  as  a  routine,  not  because  it 
had  proved  a  failure,  but  because  we  lacked  the  facilities  for  suc- 
cessfully carrying  on  the  work. 

In  an  endeavor  to  ascertain  the  degree  of  merit,  if  any,  which  this 
procedure  possesses,  I  have  reviewed  with  some  care  the  records 
of  all  the  cases  operated  upon  by  Dr.  Stuart  and  myself,  and  have 
made  a  brief  report  of  every  case,  including  the  thirteen  published 
by  Dr.  Stuart. 

The  reports  follow: 

Case  I. — L.  M.  No.  963.  Mrs.  R.  G.,  aged  thirty-three,  para-iv, 
delivered  Feb.  6,  1901.  Examination  forty-eight  hours  later  showed 
extensive  old  laceration  of  the  perineum  running  up  both  sulci,  and  a 
small  new  laceration  in  midline. 

Operation:  Emmett  denudation  and  suture  with  interrupted  chro- 
mic gut.  Examination  for  discharge.  External  perineum  well 
repaired.  Left  sulcus  firm.  Right  sulcus  weak.  Separation  of 
mucous  membrane  at  introitus.  Discharged  Feb.  18,  1901,  twelve 
days  postpartum.     Operator,  Dr.  Stuart. 

Case  II. — 'L.  M.  No.  983.  Mrs.  H.  C,  aged  twenty-six,  para-iii. 
Delivered  March  18,  1901.  Examination  forty-eight  hours  later 
showed  old  laceration  of  the  perineum,  rectocele,  and  cystocele. 
Bilateral  laceration  of  the  cervix. 
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Operation:  Emmett  denudation  and  suture  with  chromic  gut. 
Operator,  Dr.  Stuart.     Postoperative  convalescence  normal. 

Result:  good  union,  satisfactory  repair.  Discharged  April  i, 
1901,  thirteen  days  postpartum. 

Case  III. — L.  M.  No.  1664.  Mrs.  C.  U.,  aged  thirty-seven,  para- 
viii.  Delivered  Nov.  23,  1905.  Old  laceration  of  the  perineum, 
slight  old  laceration  of  the  cervix.  Operated  upon  Nov.  27.  Exten- 
sive old  laceration  of  perineum,  extending  into  both  sulci,  deeper 
on  right. 

Regular  Emmett  denudation;  edges  approximated  with  chromi- 
cized  gut.  Puerperium  normal.  Temperature  never  above  98.8. 
Examination  fourteen  days  after  operation  showed  good  union  of 
perineum  and  cervix.     Operation  by  Dr.  Stuart. 

PubHshed  in  The  American  Journal  of  Obstetrics,  August,  1906. 

Case  IV. — ^L.  M.  No.  1665.  Mrs.  F.  Z.,  aged  thirty-one,  para-iv. 
Delivered  Nov.  24,  1905.  Old  laceration  of  the  perineum.  No  fresh 
tear  of  perineum. 

Operation,  Nov.  27.  Old  tear  of  cervix  on  left  side  extending 
to  fornix  denuded  and  united  with  chromicized  sutures  (four); 
Emmett  denudation  of  perineum;  chromicized  gut  sutures.  Puer- 
perium normal;  no  temperature.  Examination  Dec.  11,  1905; 
perineum  healed,  primary  union,  good  result;  cervix  healed, 
good  result.     Operation  by  Dr.  Stuart.     Discharged,  well,  Dec.  12. 

Published  in  The  American  Journal  of  Obstetrics,  August, 
1906. 

Case  V. — ^L.  'M.  No.  1666.  Mrs.  J.  J.,  aged  nineteen,  para-iii. 
Delivered  Nov.  28,  1905.  Old  laceration  of  the  perineum  and  lacera- 
tion of  cervix  on  right.  Fresh  laceration  of  perineum  extending  up 
left  vaginal  sulcus. 

Operation,  Dec.  i.  Mucous  membrane  denuded  from  tear  of 
cervLx  and  approximated  with  five  chromicized  gut  sutures;  mucous 
membrane  removed  over  old  laceration  of  perineum  and  edges  of  new 
laceration  freshened.  Then  three  internal  and  live  external  sutures 
of  chromicized  gut  used  to  unite  edges. 

Puerperium  normal  in  every  respect.  Highest  temperature  98.6. 
Examination,  Dec.  14,  1905.  Perineum  healed,  good  union;  cervix 
healed,  perfect  union.     Operation  by  Dr.  Stuart. 

Published  in  The  American  Journal  of  Obstetrics,  August, 
1906. 

CaseVI. — ^L.  M.  No.  1672.  Mrs.  D.  H.,  aged  twenty-four,  para- 
iii.  Delivered  Dec.  10,  1905.  Shght  old  laceration  of  the  perineum, 
slight  old  laceration  of  the  cervix.  SUght  fresh  tear  through  four- 
chette. 

Operation,  Dec.  12.  Ragged  bilateral  tear  of  cervix,  edges  fresh- 
ened and  sutured  with  chromicized  gut,  four  on  right  and  three  on 
left.  Perineum  denuded  over  old  laceration  and  sutured  with 
chromicized  gut. 

Puerperium  normal,  no  temperature,  in  fact  b.i.d.  chart  showed 
line  below  98.3.  Examination,  Dec.  20.  Perineum  healed,  pri- 
mary union,  result  good;  cervix  healed. 
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Published  in  The  American  Journal  of  Obstetrics,  August, 
1906. 

Case  VII.— L.  M.  No.  1678.  Mrs.  C.  J.,  aged  thirty-seven, 
para-viii.  Delivered  Jan.  2,  1906.  Old  laceration  of  the  cervix 
and  perineum. 

Operation:  Cervix,  bilateral  denudation,  edges  approximated 
with  three  chromicized  gut  sutures  on  right  and  four  on  left.  Peri- 
neum, old  laceration  extending  into  right  sulcus  with  formation  of 
pocket;  Emmett  denudation,  pocket  closed  with  tier  sutures,  buried, 
chromicized  gut;  five  external  sutures  of  chromicized  gut. 

Puerperium :  Highest  temperature,  99,  reached  on  third  day  after 
operation;  came  to  normal  on  fourth  day  and  remained  normal. 
Fundus  uteri  went  up  2  inches  on  day  after  operation;  came  down 
quickly,  being  2  inches  above  symphysis  on  ninth  day  after  opera- 
tion, eleventh  day  after  labor.  Examination,  Jan.  16:  perineum 
healed,  good  union;  cervix  healed.  Uterus  retroflexed  and  retro- 
verted;  well  involuted.  Discharged  Jan.  16,  well.  Operation  by 
Dr.  Stuart. 

Published  in  The  American  Journal  of  Obstetrics,  August,  1906. 

Case  VIII. — L.  M.  No.  1681.  Mrs.  M.  H.,  para-v.  DeUvered 
Jan.  12,  1906.     Labor  twenty  and  one-half  hours. 

Operation,  Jan.  15.  Old  laceration  of  cervix  denuded  and  sutured 
with  chromicized  gut  sutures  on  each  side.  Perineum:  Emmett 
denudation,  chromicized  gut  sutures. 

Puerperium:  Temperature  went  up  to  99.4  day  after  operation; 
came  down  on  following  day  and  remained  normal.  Fundus  uteri 
went  up  2  inches  day  after  operation;  came  down  slowly.  Involu- 
tion slower  than  normal.  Examination,  Jan.  30:  cervix  and  peri- 
neum healed,  good  results.  Discharged,  well,  Jan.  30.  Operation 
by  Dr.  Stuart. 

Case  IX. — ^L.  M.  No.  1683.  Mrs.  A.  L.,  aged  twenty-seven, 
para-iv.  DeHvered  Jan.  23,  1906.  Old  laceration  of  perineum  and 
cervix.     No  fresh  tear  of  perineum. 

Operation,  Jan.  25.  Bilateral  laceration  of  cervix  denuded  and 
sutured.  Perineum,  old  laceration  extending  into  both  sulci;  de- 
nuded after  Emmett;  sutured  with  chromicized  gut. 

Puerperium:  Highest  temperature  after  operation,  98.8  on  the 
third  day.  Fundus  uteri  remained  at  5  inches  for  two  days  after 
operation,  then  came  down  quickly;  not  felt  on  eighth  day.  Exami- 
nation on  Feb.  6,  showed  perineum  two-thirds  healed  on  skin  surface; 
cervix  healed,  good  union.     Operation  by  Dr.  Stuart. 

Published  in  The  American  Journal  of  Obstetrics,  August, 
1906. 

Case  X. — L.  M.  No.  1684.  Mrs.  N.  B.,  aged  thirty-two,  para-iv. 
DeHvered  Jan.  25,  1906.     No  fresh  tears  of  perineum. 

Operation,  Jan.  27.  Cervix  denuded  laterally,  sutured  with 
chromicized  gut.  Perineum  denuded  posteriorly.  Deep  pocket 
closed  with  buried  sutures  of  chromicized  gut,  skin  edges  approxi- 
mated with  chromicized  gut.  Flap  of  mucous  membrane  used  to 
cover   sutures,   no   mucous   membrane   removed. 
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Result  Feb,  7:  cervix  healed.  Perineum  not  restored;  result 
unsatisfactory. 

Discharged  Feb.  7,  well.  Puerperium  normal;  highest  tempera- 
ture 99.6  fourth  day  after  operation.  Fundus  not  felt  on  sixth 
day  after  operation.  Operation  by  Dr.  Stuart  (modified  flap-split- 
ting operation). 

Published  in  The  American  Journal  of  Obstetrics,  August, 
1906. 

Case  XI. — L.  M.  No.  1693.  Mrs.  P.  S.,  aged  thirty-one,  para-iv. 
Delivered  Feb.  21,  1906,  after  normal  labor  of  eight  hours.  No 
fresh  tear. 

Operation,  Feb.  23.  Edges  of  old  cervical  laceration  freshened 
with  scissors  and  curetted,  approximated  with  chromicized  gut. 

Puerperium  normal,  highest  temperature,  98.8.  Fundus  uteri 
came  down  normally,  not  felt  on  eleventh  day  after  operation. 

Result:  examination  on  March  8,  thirteen  days  after  operation, 
showed  perineum  healed,  perfect  union  of  wounded  edges;  cervix 
well  involuted,  good  union.  Operation  by  Dr.  Stuart.  Dis- 
charged March  8,  well.  Examination  six  weeks  after  opera- 
tion. Perineum  firm,  scar  smooth,  os  vaginae  two  fingers.  Cervix 
small,  sound,  scar  scarcely  perceptible.     Pelvic  organs  normal. 

Published  in  The  American  Journal  of  Obstetrics,  August, 
1906. 

Case  XII. — L.  M.  No.  1694.  Mrs.  J.  L.,  aged  forty-one,  para-iii. 
Dehvered  Feb.  25,  1906,  by  breech  extraction  after  thirty-six  hours 
labor  compUcated  by  contraction  ring.  Examination  after  forty- 
eight  hours  showed  fresh  stellate  laceration  of  posterior  vaginal 
wall  and  perineum  with  marked  edema,  and  an  old  bilateral  lacera- 
tion of  the  cervix. 

Operation:  The  cervix  was  denuded  and  sutured;  the  fresh  lacera- 
tion of  the  perineum  sutured. 

Puerperium:  Temperature  of  101.4°  on  second  day  post-operative 
falling  on  the  ninth  day  postpartum.  Examination  for  discharge 
on  the  thirteenth  day,  showed  cervLx  healed,  perineum  not  healed. 
Examination  of  this  case  seven  months  later  showed  the  cervix  in 
normal  condition.  The  perineum  torn  and  relaxed,  the  sphincter 
ani  weak. 

PubHshed  in  The  American  Journal  of  Obstetrics,  August, 
1906. 

Case  XIII. — ^L.  M.  No.  1695.  Mrs.  M.  D.,  aged  twenty-nine, 
para-iii.  Delivered  Feb.  25,  1906,  after  normal  labor  of  eight  hours. 
Old  lacerations  of  perineum  and  cervix.  No  fresh  laceration  of  the 
perineum. 

Operation,  March  i,  fourth  day  after  labor.  Old  laceration  of  left 
side  of  cervix  denuded  with  scissors  and  sutured  with  chromicized 
gut.  Perineum:  old  laceration  running  into  both  sulci,  deeper  on 
left;  Emmett  denudation;  angles  closed  with  chromicized  gut; 
deep  sutures  approximated  with  one  figure-of-eight  silkworm-gut 
suture;  external  sutures  of  chromicized  gut  and  crown  suture  of 
chromicized  gut. 
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Puerperium  normal.  Temperature  of  100.8  on  tenth  day  after 
operation  due  to  intestinal  disturbance.  Normal  on  following  day. 
Fundus  uteri  not  felt  after  sixth  day. 

Result:  normal  restoration  of  parts  by  primary  union.  Operation 
by  Dr.  Rose. 

Pubhshed  in  The  American  Journal  of  Obstetrics,  August, 
1906. 

Case  XIV. — L.  M.  No.  1700.  Mrs.  H.  J.,  aged  seventeen,  para- 
iii.  Dehvered  March  5,  1906,  after  normal  labor  of  four  hours. 
Old  laceration  of  the  cervix  and  perineum.  No  fresh  tear  of 
perineum. 

Operation,  March  7.  Cervix;  bilateral  tear,  deeper  on  right, 
denuded  with  scissors,  sutured  with  chromicized  gut.  Perineum: 
tear  into  both  sulci,  more  extensive  on  left,  slight  on  right.  Denu- 
dation; angles  closed  \\dth  chromicized  gut,  cross  figure-of-eight 
silkworm-gut,  pulling  deep  structures  together.  External  sutures 
of  chromicized  gut,  crown  suture  of  chromicized  gut. 

Puerperium:  Temperature  normal  until  seventh  day  after  opera- 
tion, when  it  went  to  99.4;  100.4  on  the  eighth;  101.6  on  the  tenth. 

Examination  of  perineum  showed  stitch  abscess  along  course  of 
figure-of-eight  silkworm-gut  suture.  This  suture  removed,  good 
drainage  established.  Temperature  came  to  normal  second  day 
after  this  and  remained  normal.  Fundus  uteri  came  down  to 
2}/2  inches  on  sixth  day  after  operation;  then  gradually  to  53>^  inches 
on  the  tenth  day  after  operation;  then  came  down  quickly,  and  on 
March  21,  was  at  symphysis,  in  normal  position  and  freely  movable. 

Result  March  21:  cervix  healed,  good  result.  Perineum  healed 
one-third,  result  unsatisfactory.  Operation  by  Dr.  Rose.  Dis- 
charged March  21,  well. 

Pubhshed  in  The  American  Journal  of  Obstetrics,  August, 
1906. 

Case  XV. — L.  M.  No.  1703.  Mrs.  H,  W.,  aged  twenty-five,  para- 
iv.  Delivered  March  8,  1906,  after  normal  labor  of  eleven  hours. 
Old  laceration  of  the  perineum.  Fresh  tear  of  perineum  in  center, 
slight. 

Operation  ]March  10.  Mucous  membrane  denuded  on  old  scar; 
one  chromicized  gut  suture  on  each  side  internally.  Crown  suture 
and  three  external  sutures,  all  chromicized  gut. 

Puerperium:  Temperature  went  to  100.8  on  second  day  following 
operation;  came  to  normal  next  day  and  remained  normal.  Fundus 
uteri  came  down  slowly;  not  felt  on  twelfth  day  after  labor. 

Result:  perineum  healed,  primary  union,  good  restoration  of  parts. 
Discharged,  well,  March  26.  Temperature  due  to  intestinal  toxe- 
mia; relieved  by  cathartic.     Operation  by  Dr.  Rose. 

Published  in  The  American  Journal  of  Obstetrics,  August, 
1906. 

Case  XVI.— L.  M.  No.  1709.  Mrs.  A.  F.,  aged  twenty-four, 
para-iii.  Delivered  March  15,  1906,  after  normal  labor  of  three 
hours.     No  fresh  tear. 

Operation  on  March  17.     Moderate  old  laceration  extending  into 
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both  sulci,  moderale  rectocele;  Emmet  denudation;  chromicized  gut 
sutures  internally  and  externally;  crown  suture. 

Puerperium  normal,  highest  temperature  99.4  on  day  following 
operation.  Fundus  uteri  came  down  quickly,  not  felt  on  eighth  day 
after  operation.     Operation  by  Dr.  Hussey. 

Result:  April  2,  primary  union,  approximation  good;  two-finger 
OS  vaginas;  result  very  satisfactory.     Discharged,  well,  April  2. 

Published  in  The  American  Journal  of  Obstetrics,  August,  1906. 

Case  XVII.— L.  M.  No.  1714.  Mrs.  F.  T.,  aged  twenty-four, 
para-iii.  Delivered  April  12,  1906.  Normal  labor.  Examination 
forty-eight  hours  after  delivery  showed  old  and  new  lacerations  of 
the  perineum,  and  an  old  laceration  of  the  cervix. 

Operation:  Trachelorrhaphy  and  perineorrhaphy,  by  Dr.  Hussey. 
Postoperative  course  normal. 

Result :  perineum  sound,  cervLx  sound.  Discharged  on  the  fifteenth 
day  postpartum. 

Case  XVIII. — L.  M.  No.  1716.  Mrs.  L,  E.,  age  thirty-one, 
para-vi.  Delivered  April  16,  1906.  Forceps  examination  on  the 
eighth  day  postpartum  showed  deep  bilateral  laceration  of  the  cervix, 
and  an  old  laceration  of  the  perineum. 

Cervix  repaired.  Perineum  not  repaired  on  account  of  edema  and 
sloughing.     Operation  by  Dr.  Stuart. 

Puerperium  normal. 

Result :  cervix  healed  and  sound.  Perineum  relaxed.  Discharged 
on  the  fifteenth  day  postpartum. 

Case  XIX. — L.  M.  No.  1717.  Mrs.  F.  P.,  aged  twenty-eight, 
para-iii.  Dehvered  April  15, 1906.  Examination  on  third  day  post- 
partum showed  fresh  bilateral  laceration  of  the  cervix  and  old  lacera- 
tion of  the  perineum. 

Operation:  Cervix  was  sutured,  and  perineum  denuded  and  su- 
tured.    Operation  by  Dr.  Stuart. 

Result:  Cervix  healed,  perineum  healed,  except  for  two  suture 
holes  in  skin  surface.  Restoration  satisfactory.  Uterus  retro- 
verted.  Adnexa  normal.  Discharged  on  the  thirteenth  day  post- 
partum. 

Case  XX. — L.  M.  No.  17 19.  Mrs.  J.  P.,  aged  thirty-two,  para-iv. 
Admitted  April  21,  1906,  with  shoulder  presentation,  prolapsed  arm 
and  cord.  She  had  been  in  labor  twenty-four  hours  and  the  family 
physician  had  attempted  version  before  sending  her  to  the  hospital. 

On  day  of  delivery  she  had  a  temperature  of  10 1.2.  None  after- 
ward. Examination  on  the  third  day  postpartum  showed  a  fresh 
laceration  of  the  cervix,  and  an  old  laceration  of  the  perineum. 
Both  were  repaired.     Operation  by  Dr.  Stuart. 

Postoperative  course  normal. 

Results:  cervix,  left  side  healed,  right  side  not  healed;  perineum 
healed,  good  union.     Discharged  on  the  twelfth  day  postpartum. 

Case  XXI. — L.  M.  No.  1725.  Mrs.  C.  R.,  age  twenty,  para-ii. 
Admitted  in  labor  April  28,  1906.  Normal  delivery.  Examination 
two  days  later  showed  new  tear  of  the  cervix,  and  old  and  new  tear 
of  the  perineum. 
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Operation:  Suture  of  cervix,  and  denudation  and  suture  of  peri- 
neum, by  Dr.  Stuart. 

Puerperium  normal. 

Result :  good  union  in  cervix  and  perineum.  Normal  convalescence. 
Discharged  on  the  tweKth  day  postpartum. 

Case  XXII.— L.  M.  No.  1736.  Mrs.  M.  H.,  aged  thirty-three, 
para-vi.  Delivered  May  13,  1906.  Normal  labor.  Examination  on 
the  fifteenth  day  postpartum  showed  old  bilateral  laceration  of  the 
cervix,  and  new  laceration  partly  healed;  also  an  old  laceration  of 
the  perineum.  The  cervix  was  denuded  and  sutured.  An  Emmett 
operation  was  done  on  the  perineum  by  Dr.  Stuart.  The  puerperium 
was  normal.  Examination  for  discharge  on  the  twelfth  day  after 
aopertion  and  the  twenty-seventh  day  postpartum,  showed  a  well- 
healed  cervix,  a  perineum  firm  and  well  healed  except  for  one  stitchhole. 

Case  XXIII. — L.  M.  No.  1747. — Mrs.  C.  Z.,  aged  eighteen,  para-iii. 
Delivered  June  8,  1906.  Normal  labor.  Examination  on  the  fourth 
day  postpartum  showed  an  old  laceration  of  the  perineum.  Emmett 
operation  by  Dr.  Stuart.  Normal  convalescence.  Examination  for 
discharge  on  the  thirteenth  day  showed  good  union  of  skin  and 
mucous  membrane,  and  separation  of  fascia  making  pocket  behind 
fourchette.     Result  not  satisfactory. 

Case  XXIV.— L.  M.  No.  1748.  Mrs.  G.  B.,  age  twenty-nine, 
para-v.  Delivered  June  13,  1906.  Normal  labor.  Examination 
forty-eight  hours  after  labor,  showed  perineum  relaxed  from  old 
laceration;  cervix  relaxed  and  difficult  of  access;  not  repaired. 
Emmett  operation  on  perineum  by  Dr.  Stuart. 

Puerperium:  On  day  after  operation  some  of  sutures  were  re- 
moved on  account  of  tension.     Convalescence  afebrile. 

Result:  partial  union.  Discharged  on  the  thirteenth  day 
postpartum. 

Case  XXV. — L.  M.  No.  1753.  Mrs.  L.  S.,  aged  twenty-three, 
para-ii.  Delivered  June  24,  1906.  Normal  labor.  Examination 
three  days  later  showed  a  recent  bilateral  laceration  of  the  cervix; 
repaired.  The  perineum  showed  a  moderate  old  laceration  for 
which  an  Emmett  operation  was  done  by  Dr.  Hussey. 

Puerperium  normal.  Examination  for  discharge  on  the  fifteenth 
day  postpartum.  Cervix  healed,  perineum  healed.  Uterus  and 
adnexa  normal. 

Case  XXVL— L.  M.  No.  1803.  Mrs.  M.  R.,  aged  thirty-two, 
para-vii.  Delivered  Oct.  2,  1906,  by  podalic  version  and  extraction 
for  placenta  previa.  Examination  on  the  third  day  showed  a  relaxed 
pelvic  outlet  and  a  new  laceration  in  median  line  of  cervix,  anteriorly, 
extending  into  fornix,  and  an  old  laceration  of  the  posterior  lip.  The 
new  laceration  of  the  cervix  was  sutured;  the  old  laceration,  denuded 
and  sutured.  The  perineum  was  restored  by  an  Emmett  operation 
by  Dr.  Stuart. 

Puerperium  normal. 

Result:  perineum  healed,  firm;  cervix  showed  slight  dimple  in 
anterior  fornix;  otherwise  sound.  Discharged  on  the  eighteenth 
day  postpartum. 
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Case  XXVII.— L.  M.  No.  1804.  :Mrs.  M.  H.,  aged-thirty,  para- 
iv.  Delivered  Oct.  5,  1906,  by  high  forceps.  Examination  on  the 
second  day  showed  an  old  laceration  of  the  perineum,  and  a  fresh 
laceration  of  the  cervix.  The  cervix  was  sutured  and  the  perineum 
repaired  by  a  Tate  flap-splitting  operation  by  Dr.  Stuart. 

Puerperium  normal.  Examination  for  discharge  on  the  twelfth 
day.  Perineum  sound,  cervix  sound,  uterus  normal  position,  good 
involution. 

Case  XXVIII. — L.  M.  No.  1817.  Mrs.  M.  S.,  aged  twenty-six, 
para-iii.  Delivered  Nov.  9,  1906.  Normal  labor.  Examination 
on  the  fourth  day  postpartum  showed  a  new  left-sided  laceration  of 
the  cervix,  and  an  old  laceration  of  the  perineum.  The  cervix  was 
sutured  and  the  perineum  denuded  and  sutured  by  Dr.  Stuart. 
Convalescence  normal.  Examination  on  the  twelfth  day  post- 
partum. Perineum  sound,  cervix  sound.  Uterus  normal  position, 
well  involuted. 

Case  XXIX.— L.  M.  No.  1885.  Mrs.  J.  M.,  aged  thirty,  para-iii. 
Delivered  April  5,  1907.  Normal  labor.  Examination  on  the  sixth 
day  postpartum  showed  an  old  complete  laceration  of  the  perineum, 
and  an  old  bilateral  laceration  of  the  cervLx.  Trachelorrhaphy  and 
perineorrhaphy  by  Dr.  Stuart.  Convalescence  normal.  Examina- 
tion for  discharge  on  the  nineteenth  day  postpartum. 

Result:  cervix  partly  healed;  perineum,  good  sphincter;  pelvic 
floor  firm;  slight  separation  of  skin  and  mucous  membrane  at 
fourchette. 

Case  XXX. — ^L.  M.  No.  1890.  Mrs.  E.  B.,  aged  thirty-nine,  para- 
iii.  Delivered  April  15,  1907.  Normal  labor.  Examination  on  the 
third  day,  an  old  bilateral  laceration  of  the  cervix,  and  an  old  lacera- 
tion of  the  perineum  repaired.  Operation  by  Dr.  Stuart.  Con- 
valescence normal.  Examination  for  discharge,  perineum  sound, 
good  result.  CervLx  not  healed.  Discharged  on  the  fourteenth  day 
postpartum. 

Case  XXXI. — L.  M.  No.  1892.  Mrs.  A.  Z.,  para-iii.  Delivered 
April  18,  1907.  Deep  bilateral  laceration  of  the  cervix.  Second- 
degree  laceration  of  the  perineum  with  moderate  rectocele.  Opera- 
tion on  the  third  day  postpartum.  Cervix  and  perineum  repaired 
by  Dr.  Hussey. 

Puerperium  normal. 

Result:  primary  union  in  both  cervix  and  perineum.  Discharged 
on  the  sixteenth  day  postpartum. 

Case  XXXIL— L.  M.  No.  2189.  Mrs.  J.  M.,  aged  thirty-three, 
para-iv.  Delivered  Jan.  3,  1908.  No  fresh  tear.  Examination 
showed  old  laceration  of  the  cervix  and  perineum.  Emmett  opera- 
tion for  cervix  and  perineum  on  the  fourth  day  postpartum  ^by 
Dr.  Hussey. 

Puerperium  normal. 

Result:  primary  union.  Discharged  on  the  twenty-first  day  post- 
partum. 

Case  XXXIIL— L.  M.  No.  2193.  Mrs.  R.  N.,  aged  twenty-four, 
para-v.     Delivered    Jan.    14,    1909.    Labor    induced.     Overtime. 
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Examination  on  the  fifth  day  postpartum  showed  a  deep  bilateral 
laceration  of  the  cervix,  and  extensive  laceration  of  the  perineum. 
Repair  by  Dr.  Stuart. 

Puerperium  normal. 

Result:  perineum  healed,  good  union;  cervix  healed;  uterus 
normal.     Discharged  on  the  nineteenth  day  postpartum. 

Case  XXXIV. — ^L.  M.  No.  2251.  Mrs.  L.  E.,  aged  twenty-four, 
para-iii.  Delivered  May  6,  igog,  of  stillborn  macerated  fetus. 
Examination  on  the  third  day,  showed  slight  bilateral  laceration  of 
the  cervix.  Not  repaired.  Perineum  showed  relaxation  from  old 
laceration.     This  was  repaired  by  Dr.  Hussey. 

Puerperium  normal. 

Result:  perineum  healed,  good  union.  Discharged  on  the  four- 
teenth day  postpartum. 

Case  XXXV. — ^L.  M.  No.  2266.  Mrs.  B.  S.,  aged  twenty,  para-iii. 
Delivered  June  5,  igog.  Normal  labor.  Examined  on  the  fourth 
day,  and  pelvic  floor  operated  upon  for  old  laceration,  by  Dr.  Hussey. 

Puerperium  normal. 

Result:  perineum,  good  union;  weak  fascia  in  right  sulcus.  Dis- 
charged on  the  fourteenth  day  postpartum. 

Case  XXXVI.— L.  M.  No.  226g.  Mrs.  M.  H.,  aged  twenty-six, 
para-ii.  Delivered  outside  the  hospital  June  5,  igog.  Examina- 
tion showed  a  slight  fresh  tear,  and  an  old  tear  of  the  cervix  and 
perineum.  Operation  for  the  repair  of  the  cervix  and  perineum 
done  on  the  third  day,  by  Dr.  Hussey.  On  the  seventh  day  post- 
partum and  the  fourth  day  postoperative,  the  patient  had  a  chill 
and  her  temperature  rose  to  101.4°.  She  complained  of  headache, 
but  was  otherwise  all  right.  Inspection  of  the  perineum  showed 
nothing  abnormal.  On  the  following  day  her  temperature  was  down. 
On  the  ninth  day  she  had  a  second  chill,  and  a  fever  of  102.2°.  On 
the  twelfth  day  a  third  chill  occurred  with  a  temperature  of  102.40. 
She  was  then  given  10  grains  of  quinine  every  four  hours,  and  her 
chills  ceased,  and  the  temperature  remained  normal  thereafter. 
Her  subsequent  recovery  was  uneventful.  The  result  of  the  opera- 
tion was  entirely  satisfactory.  The  union  of  both  cervix  and  perineum 
was  primary  and  complete.  The  uterus  was  well  involuted  and 
normal  in  position.  The  adnexa  were  normal.  Discharged  on  the 
twenty-fourth  day  postpartum. 

Case  XXXVIL— L.  M.  No.  2274.  Mrs.  F.  M.,  aged  thirty-seven, 
para-vii.  Delivered  June  11,  igog.  Examination  showed  an  old 
laceration  of  the  perineum.  On  the  sixth  day  postpartum,  an  Em- 
mett  operation  for  restoration  of  the  perineum  was  performed  by  Dr. 
Hussey.  Temperature  before  and  after  operation  was  normal. 
Convalescence  uneventful. 

Result:  primary  union.  Discharged  on  the  eighteenth  day 
postpartum. 

Case  XXXVIIL— L.  M.  No.  2573.  Mrs.  M.  K.,  aged  thirty-one, 
para-v.  Delivered  Oct.  2,  igio.  Complete  old  laceration  of  the 
perineum.     On  the  seventh  day  postpartum,  an  Emmett  operation 
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for  restoration  of  the  perineum  was  performed.  The  puerperium 
before  and  after  the  operation  was  normal. 

Result:  primary  union,  good  perineal  floor.  Discharged  on  the 
twenty-first  day  postpartum. 

Case  XXXIX. — L.  M.  No.  3110.  Mrs.  G.  S.,  aged  thirty,  para-ii. 
Delivered  Sept.  3,  191 2.  Old  laceration  of  the  perineum.  Large 
rectocele.  Cyst  of  Bartholin's  gland,  left.  Hemorrhoids,  ulcerated 
and  bleeding. 

Operation  on  the  fiftieth  day  postpartum.  Restoration  of  the  per- 
ineum.    Removal  of  cystic  gland.     Clamp  and  cautery  operation  on 


hemorrhoids.  Operation  by  Dr.  Hussey.  Highest  temperature 
postoperative  100.4  on  the  second  day.  Normal  thereafter.  Con- 
valescence normal.  Condition  on  discharge  on  the  twenty-fourth 
day.  Perineum  healed,  good  union;  anus  well  involuted  and  heal- 
ing. This  case  returned  one  year  later  with  retroversion  of  the 
uterus  for  which  a  round  ligament  suspension  was  done.  Examina- 
tion at  this  time  showed  a  well-involuted  perineum  with  two  fingers 
OS  vaginas.  The  pelvic  floor  was  firm.  There  was  no  scar  tissue  pal- 
pable.    The  resiflt  was  good.     The  hemorrhoids  were  cured.     At 
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this  time  Dr.  Dickinson  examined  the  patient  and  made  a  drawing  of 
the  result  which  is  shown  here. 

Case  XL. — Mrs.  J.  W.,  aged  thirty.  DeUvered  at  the  Bush  wick 
Hospital,  Dec.  21,  1915.  Examination  two  days  later  showed^old 
and  new  lacerations  of  the  perineum  with  marked  edema  and  slough- 
ing of  the  wound  edges.  Operation  deferred  on  account  of  the  con- 
dition of  parts.  On  Dec.  30,  nine  days  after  delivery  the  patient 
was  operated  upon  for  laceration  of  outlet,  by  Dr.  Hussey.  Cervix 
not  repaired.  Temperature  on  the  day  following  operation,  loi, 
on  the  third  day  101.3.  Normal  afterward.  Examination  on  the 
twelfth  day  after  operation,  showed  perineum  healed,  firm  and  thick; 
scar  not  sensitive.  Introitus  two  fingers.  Cervix  bilateral  lacera- 
tion; uterus  small,  normal  position.  Discharged  on  the  twelfth  day 
postoperative,  twentieth  day  postpartum. 


SUMMARY. 

Forty  cases  have  been  operated  upon  between  1901  and  191 6.  In 
twenty-nine  cases  the  recent  labor  was  spontaneous  and  conducted 
under  normal  conditions  in  the  delivery  room.  In  two  cases  labor 
began  outside  the  hospital  and  was  terminated  in  the  receiving  ward 
without  the  usual  preparation  for  delivery.  One  case  was  admitted 
with  a  transverse  presentation  and  prolapsed  arm  and  cord  after 
attempts  at  version  had  been  made  by  the  family  physician.  Pla- 
centa previa  complicated  two  cases.  In  two  cases  labor  was  induced 
by  the  introduction  of  a  bougie.  Labor  was  terminated  twice  by 
podalic  version  and  twice  by  forceps. 

The  lesions  found  in  these  cases  were  thirty-one  old  lacerations, 
nine  old  and  new  lacerations  of  the  perineum;  twenty-two  old  lacer- 
ations and  six  old  and  new  lacerations  of  the  cervix. 

The  cervical  injuries  ranged  from  moderate  single  to  multiple 
deep  lacerations.  The  lacerations  of  the  perineum  were  incomplete 
in  thirty-eight,  complete  in  two  cases.  One  case  was  complicated  by 
cyst  of  Bartholin's  gland  and  hemorrhoids. 

The  time  selected  for  operating  was  from  one  to  fifteen  days  post- 
partum. Five  cases  were  operated  upon  twenty-four  hours  after 
delivery,  twenty-two  cases  forty-eight  hours  after  delivery.  In  nine 
cases,  the  operation  was  done  between  the  third  and  seventh  days, 
in  four  cases  between  the  seventh  and  fifteenth  days  postpartum. 

Twenty-eight  trachelorrhaphies,  thirty-nine  perineorrhaphies,  one 
excision  of  BarthoHn's  glands,  and  one  hemorrhoidectomy  were  per- 
formed. The  postoperative  course  was  normal  in  thirty-five  out  of 
forty  cases.  Two  cases  had  a  single  rise  of  temperature  on  the  day 
after  operation.    Two  cases  developed  a  temperature  that  rose 
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gradually  to  101.4  and  to  101.6  respectively  about  the  seventh  day 
postoperative,  due  to  suture  infection  and  relieved  by  removal  of 
the  infected  suture.  One  case  had  a  chill  and  temperature  of  102° 
or  more  on  the  seventh  and  ninth  and  eleventh  days  postpartum, 
and  the  fifth,  seventh  and  ninth  days  postoperative.  After  the 
administration  of  quinine,  no  further  disturbance  occurred.  Primary 
union  was  secured  in  this  case. 

If  a  temperature  of  100.3  degrees  for  two  days  of  the  puerperium 
be  accepted  as  an  index  of  morbidity,  there  was  a  total  morbidity  of 
four  in  the  forty  cases. 

In  tabulating  the  results  I  have  noted  the  presence  of  good  union, 
partial   union,   and  nonunion. 

In  twenty-five  out  of  the  twenty-nine  cases  of  trachelorrhaphy,  the 
cervix  is  recorded  as  healed.  Partial  union  was  secured  in  three 
cases,  and  nonunion  occurred  in  one  case. 

Good  union  was  secured  in  the  perineum  in  thirty-two  cases,  and 
partial  union  in  six  cases,  nonunion  is  recorded  in  one  case.  The 
condition  of  the  pelvic  organs  on  discharge  was  normal  in  thirty-four 
cases.     Retroversion  of  the  uterus  was  noted  in  six  cases. 

The  total  number  of  hospital  days  for  the  forty  patients  was  509, 
or  an  average  of  12.7  days.  Thus  one  convalescence  and  more  than 
a  week  of  hospital  treatment  was  saved  for  the  average  patient. 

The  procedure  followed  in  operating  during  the  puerperium  did 
not  differ  much  from  the  regular  routine.  The  patient  was  given  a 
cathartic  on  the  night  preceding  the  operation,  and  an  enema  in  the 
morning.  The  local  preparation  consisted  of  disinfection  of  the 
perineum  with  soap  and  water,  and  a  2  per  cent,  lysol  solution  on 
the  operating  table.     No  douches  were  used. 

Operating  upon  the  perineum  presents  no  peculiar  diflficulties,  if 
one  always  keeps  in  mind  that  ample  allowance  must  be  made  for 
involution.  A  natural  error  is  to  narrow  the  introitus  unwisely. 
Denudation  was  found  to  be  rather  easier  than  at  other  times;  and 
flap  splitting  especially  easy.  If  the  fascia  is  approximated  without 
tension,  and  the  wound  edges  carefully  coapted  there  seemed  to__be 
little  danger  of  the  wound  breaking  down. 

The  presence  of  the  lochia  did  not  seem  to  have  any  unfavorable 
effect  upon  healing.  A  gauze  sponge  in  the  vagina  protects  the 
wound  during  the  operation,  and  a  proper  approximation  of  the 
wound  edges  will  protect  it  later. 

The  postoperative  care  did  not  differ  from  that  of  cases  repaired 
for  recent  injuries. 
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The  baby  was  fed  artificially  during  the  day  of  operation,  and  put 
to  the  breast  the  following  day. 

Operating  upon  the  cervix  during  the  puerperium  is  accompanied 
by  peculiar  difficulties  not  encountered  at  other  times.  During 
the  first  few  days  postpartum  the  dilated  and  patulous  os,  the  relaxed 
condition  of  the  vagina  and  the  free  bleeding  that  sometimes  occurs, 
obscure  the  picture  of  the  injury,  and  render  its  correction  uncer- 
tain. The  anterior  lip  is  frequently  thick  and  edematous,  the  poste- 
rior lip  and  angles  thin  and  less  well  defined.  Traction  with  ten- 
acula  must  be  used  with  caution  and  pressure  upon  the  fundus 
relied  upon  to  bring  the  cervix  into  view. 

Accurate  denudation  is  more  difficult  because  the  mucous  mem- 
brane is  soft  and  friable,  and  the  contour  of  the  thin  and  pliable 
cervix  is  easily  distorted.  Traction  upon  the  wedge  of  tissue  being 
excised  must  be  avoided  lest  the  excision  extend  too  far  into  the 
angles.  At  the  end  of  a  week,  a  certain  degree  of  involution  has  taken 
place  in  the  cervix  and  the  conditions  approach  more  nearly 
to  normal.  In  placing  the  sutures  it  was  found  best  to  include 
rather  more  tissue  than  is  customary  at  other  times;  but  care  must 
always  be  taken  not  to  make  the  cervical  canal  too  narrow. 

When  checking  up  the  results  of  operative  work  on  new  lacerations 
of  the  cervix,  one  was  sometimes  in  doubt  as  to  the  relative  amount 
of  credit  due  to  the  operation  and  to  the  natural  process  of  repair 
for  the  condition  found  on  discharge.  Union  secured  in  the  repair 
of  old  lacerations,  however,  could  justly  be  ascribed  to  the  operation. 

To  justify  the  procedure  described  above,  one  must  prove  first, 
that  there  exists  an  urgent  indication  for  the  operation;  second,  that 
the  patient  is  unable  to  choose  the  time  for  the  operation;  third,  that 
an  operation  during  the  puerperium  is  comparatively  free  from  risk; 
fourth,  that  the  operation  will  be  followed  by  a  fair  percentage  of 
successful  results. 

indications. 

The  well-marked  bilateral  laceration  of  the  cervix,  with  thick 
anterior  and  posterior  lips  and  rough  granulating  surfaces  is  easily 
recognized  and  may  rightly  be  repaired.  Small  lacerations  are  not 
readily  distinguished,  and  as  one  cannot  tell  to  what  extent  they  will 
be  effected  by  involution,  it  would  seem  wise  not  to  interfere  with 
them  without  proof  of  their  existence  as  pathological  entities  in  the 
nonpuerperal  state. 

The  complete  laceration  of  the  perineum  is  readily  accepted  as 
an  indication  for  operation.     Extensive  lacerations  of  the  perineum 
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with  or  without  rectocele,  that  give  clinical  symptoms,  or  are  of 
such  character  that  it  may  be  assumed  that  they  will  cause  trouble 
later  on,  should  be  repaired. 

The  more  complex  problems  of  relaxed  outlet  are  difficult  to  deal 
with  postpartum.  The  relation  of  the  injuries  found  to  the  question 
of  retroversion  and  descensus  cannot  be  intelligently  considered  in 
the  puerperal  state.  The  cervix  and  perineum  may  be  repaired 
successfully  and  yet  the  patient  be  forced  to  submit  to  another 
operation  for  the  unrecognized  retroversion  at  a  later  date  as  hap- 
pened with  case  No.  3 no  of  our  series. 

Whether  this  is  a  valid  reason  for  not  repairing  the  cervix  and 
perineum  during  the  puerperium  is  debatable.  It  seems  to  the 
author  that  it  would  be  wise  to  leave  the  more  difficult  problems  of 
plastic  work  until  it  is  definitely  determined  that  the  simple  injuries 
may  be  handled  with  success. 

How  far  is  the  woman  of  the  laboring  class  able  to  choose  her  own 
time  for  an  operation?  Those  of  us  who  remember  our  dispensary 
practice  know  that  she  is  usually  unable  to  take  time  oflF  except  for 
complete  disabihty.  The  children  at  home  with  no  one  to  care  for 
them,  or  the  sum  of  money  required  for  two  weeks  board  in  the 
hospital  present  unsurmountable  difficulties  to  these  poor  women. 

Case  No.  2573  illustrates  how  long  they  may  endure.  She  had 
sustained  a  complete  laceration  of  the  perineum  with  her  first  baby. 
She  was  afterward  delivered  at  the  Brooklyn  Hospital,  and  on  her 
discharge  was  given  a  note  referring  her  to  the  gynecological  depart- 
ment for  operation.  The  following  year  she  returned  to  be  delivered 
again  with  her  perineum  unrepaired.  She  was  referred  a  second 
time  to  the  gynecologist.  When  she  returned  to  us  a  third  time  in 
the  same  condition  she  was  operated  upon  seven  days  postpartum 
and  cured. 

What  is  the  operative  risk  of  plastic  work  during  the  puerperium? 
Is  the  tissue  of  the  puerperal  woman  more  susceptible  to  infection 
or  less  likely  to  heal  kindly  than  that  of  the  nonpuerperal  woman? 
It  would  seem  to  the  author  that  the  local  conditions  difi^er  mainly  in 
the  abundance  of  the  blood  supply  and  the  activity  of  the  met- 
abolism. These  factors  seem  to  enhance  rather  than  retard  healing. 
In  our  slight  experience  we  have  had  no  reason  to  regard  operative 
work  during  the  puerperium  as  dangerous,  provided  the  conditions 
mentioned  below  maintain. 

If  the  patient  has  had  an  aseptic  delivery  and  proper  care  during 
the  puerperium,  an  aseptic  operation  postpartum  ought  to  be  fol- 
lowed by  primary  union. 
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After  an  operator  has  gained  a  certain  amount  of  experience  in 
dealing  with  the  conditions  peculiar  to  the  puerperium,  the  results 
of  his  plastic  work  at  this  time  will  probably  not  differ  materially 
from  those  obtained  at  other  times. 

conclusions. 

It  is  not  my  intention  to  draw  any  definite  conclusion  from  the 
work  herewith  reported.  It  has  been  done  tentatively,  and  its 
results  are  offered  to  you  for  free  and  candid  discussion.  Our 
experience  is  merely  suggestive,  not  conclusive.  Slight  as  it  is, 
however,  it  leads  me  to  believe  that  the  procedure  advocated  by 
Dr.  Stuart  is  worthy  of  further  trial  under  the  following  conditions; 

1.  That  the  patient  has  lesions  that  are  causing  or  will  cause 
trouble,  and  are  of  a  nature  amenable  to  relief  by  the  operative 
procedures  which  may  be  instituted  at  this  time; 

2.  That  the  patients  social  or  financial  condition  is  such  that  she 
is  unable  to  choose  the  time  for  her  operation; 

3.  That  the  recent  labor  shall  have  been  uncompUcated  and 
conducted  under  aseptic  conditions; 

4.  That  the  puerperium  up  to  the  time  of  operation  shall  have 
been  normal; 

5.  That  the  patient  can  have  the  benefit  of  the  same  degree  of 
operative  skill  and  judgment  which  she  would  get  in  the  gynecological 
operating  room. 

167  Hancock  St. 


THE    MANAGEMENT    OF    OVARIAN    TUMORS    COMPLI- 
CATING PREGNANCY,  LABOR  AND 
THE  PUERPERIUM.* 

BY 

RALPH  M.  BEACH,  M.  D., 

Attending  Obstetrician    Jewish  Hospital;  Attending  Obstetrician   Methodist  Hospital; 
Assistant  Obstetrician  and  Gynecologist  and  Instructor  Long  Island  College  Hospital, 

Brooklyn,  N.  Y. 

The  frequency  of  ovarian  tumors  and  the  infrequency  of  their 
coexistence  with  pregnancy  would  tend  to  prove  that  these  tumors 
do  actually  prevent  conception.  Shauta  in  a  series  of  113  2  ovarian 
tumors  reports  only  twelve  pregnancies.    Wiener,  on  the  other  hand, 

*  Read  at  a  meeting  of  the  Brooklyn  Gynecological  Society,  January  7,  1916 
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reporting  240  ovarian  tumors  from  the  ISIount  Sinai  Hospital,  notes 
eleven  pregnancies  in  the  series.  If,  however,  we  note  the  great 
number  of  pregnancies  and  labors  which  are  uncomplicated  by  these 
tumors,  we  realize  the  real  infrequency  of  the  situation.  Norris 
states  that  ovarian  tumors  occur  only  once  in  every  3000  pregnan- 
cies. It  is  not  the  intention  of  the  writer  of  this  paper  to  go  deeply 
into  the  details  of  the  pathology,  occurrence,  etc.,  of  all  these  dif- 
ferent tumors,  but  rather  to  emphasize  some  of  the  dangers  and  to 
summarize  our  modern  ideas  of  the  handling  of  these  complicated 
cases,  I  wish  also  to  report  the  only  two  cases  in  my  experience, 
the  last  being  rare  and  rather  unique  in  its  management. 

While  ovarian  tumors  of  themselves  are  prone  to  numerous  com- 
plications it  would  seem  that  when  pregnancy  is  added,  all  of  these 
complications  are  more  apt  to  occur  and  markedly  endanger  the  life 
of  both  mother  and  baby.  A  review  of  the  literature  cannot  but 
impress  one  with  the  seriousness  of  the  proposition  and  a  small  un- 
complicated ovarian  tumor  may  become  a  menace  to  the  woman's  life 
as  soon  as  she  has  to  pass  through  the  successive  stages  of  pregnancy, 
labor  and  the  puerperium.  The  actual  size  of  the  tumor  has  but 
little  bearing  on  the  possibilities  for  dystocia.  It  is  a  well-known 
fact  that  the  smaller  tumors  are  more  apt  to  undergo  torsion  and 
also  to  obstruct  labor,  and  these  are  just  the  growths  that  go  unrec- 
ognized. Recognition  oj  the  fact  that  we  actually  have  even  a  small 
ovarian  tumor  complicating  the  pregnancy,  is  the  keynote  to  the  situa- 
tion. A  thorough  routine  examination  of  all  antepartum  cases,  as 
early  in  pregnancy  as  possible  will  do  much  toward  eliminating  the 
dangers  of  the  situation.  When  we  consider  that  the  three  most 
dangerous  complications  of  these  tumors,  namely  torsion,  rupture 
and  suppuration,  occur  in  25  per  cent,  to  30  per  cent,  of  cases  asso- 
ciated with  the  pregnant  and  puerperal  state,  we  know  that  more 
than  one  woman  in  every  four  with  an  ovarian  tumor  has  her  life  in 
danger  as  soon  as  she  conceives. 

Torsion  of  the  ovarian  tumor  with  its  resulting  necrosis  and  gan- 
grene is  without  doubt  the  most  serious  complication.  McKerron 
states  the  frequency  of  torsion  in  nonpregnant  cases  at  about  8 
per  cent.  This  percentage  rises  immediately  to  15  per  cent,  during 
pregnancy  and  up  to  30  per  cent,  during  the  puerperium.  Schultz 
gives  the  frequency  of  torsion  at  21.6  per  cent.,  while  Patton  in  a 
series  of  321  cases  quotes  it  at  24  per  cent.  Peuch  and  Vanverts  in 
a  more  modern  article  gives  the  frequency  at  17  per  cent.  This 
decrease  in  frequency  must  be  due  to  the  fact  that  at  the  present  day 
more  of  these  tumors  are  removed  before  the  complication  occurs. 
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Let  us  see  what  happens  when  these  cases  are  treated  expectantly. 
Patton  reports  ninety-five  cases  treated  expectantly  with  twenty- 
nine  torsions,  or  30.5  per  cent.,  while  Spencer  reports  forty-one 
cases,  most  of  them  being  treated  expectantly,  with  fourteen  torsions, 
or  34  per  cent.  These  statistics  are  very  striking  and  cannot  but 
impress  us  with  the  dangers  and  also  guide  us  as  to  our  management 
of  these  cases.  Torsion  is  more  prone  to  occur  in  the  smaller  tumors 
especially  the  dermoids  and  solid  tumors  and  in  tumors  nearer  the 
pelvic  brim.  The  occurrence  of  some  acute  intraabdominal  calamity 
during  pregnancy,  should  always  make  us  think  of  the  possibility  of  a 
small  ovarian  tumor,  which  has  undergone  torsion. 

Rupture  of  the  ovarian  tumor  is  the  next  most  serious  complication. 
In  Patton's  series  of  ninety-five  cases  treated  expectantly  there  were 
thirteen  ruptures  or  13.5  per  cent.  Three  of  these  occurred  antepar- 
tum and  ten  intrapartum  and  postpartum.  Peuch  and  Vanverts  state 
the  frequency  at  3.5  per  cent.,  Williams  at  3.4  per  cent.,  McKerron  at 
4  per  cent.,  while  Samgin  in  a  recent  report  gives  the  frequency  of 
rupture  during  labor  at  8  per  cent.  The  causes  of  rupture  are  torsion, 
suppuration,  softening  and  degeneration  of  the  cyst  wall,  external 
traumatism  and  lastly  the  trauma  of  labor,  whether  this  be  due  to 
the  natural  forces  or  due  to  some  form  of  operative  delivery  such  as 
forceps  or  version. 

Suppuration  of  the  tumor  occurred  in  6.3  per  cent,  of  Patton's 
ninety-five  cases.  Peuch  and  Vanverts  state  its  frequency  at  3.5 
per  cent.  While  rupture  and  suppuration  are  not  as  frequent  com- 
plications as  torsion  they  cause  a  high  maternal  mortality  due  to 
the  possible  development  of  a  peritonitis. 

When  we  add  to  the  above  complications  of  torsion,  rupture  and 
suppuration,  which  alone  occur  in  25  per  cent,  or  30  per  cent,  of  all 
cases,  the  possibility  of  pressure  symptoms,  development  of  malig- 
nancy and  most  important  at  the  time  of  labor,  the  possible  incar- 
ceration of  the  tumor  in  the  pelvis,  obstructing  delivery,  we  can  well 
see  that  the  situation  is  one  fraught  with  many  dangers  to  both 
mother  and  child. 

Management. — Passing  on  now  to  the  question  of  management  of 
these  cases  let  us  see  what  the  statistics  show.  In  such  a  statistical 
study  it  would  be  manifestly  unfair  to  compare  methods  of  twenty 
years  ago  with  those  of  to-day,  as  modern  surgery  has  done  much  to 
simplify  the  proposition,  but  on  the  other  hand,  the  statistics  of  cases 
treated  expectantly  must  remain  about  the  same.  For  the  past  ten 
years  we  have  been  passing  into  a  surgical  age  in  obstetrics,  and  call- 
ing modern  surgical  means  to  our  aid  in  all  compUcated  cases.     We 
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have  also  been  giving  more  and  more  prominence  to  the  value  of  the 
baby's  life,  and  justly  so,  and  it  is  due  entirely  to  modern  surgical 
methods  that  this  has  been  made  possible.  As  Channing  Barrett 
states,  "in  pregnancy  plus  an  ovarian  tumor,  we  are  dealing  not  with 
one  patient  and  two  pathological  conditions  but  with  two  patients  and 
one  pathological  condition."  The  statement  has  been  made  that 
obstetrics  is  becoming  a  lost  art,  and  that  the  modern  obstetrician 
has  no  longer  the  patience  or  skill  necessary  to  the  successful  intra- 
pelvic  delivery  of  many  complicated  cases.  This  may  be  true  and 
perhaps  the  pendulum  has  swung  too  far,  but  the  fact  remains  that 
our  statistics  are  continually  becoming  better  both  for  mother  and 
baby.  The  baby  must  have  consideration  and  if  the  thousands  of 
cases  of  mistakes  of  the  ultraconservative  school,  the  many  cases  of 
fetal  death  or  subsequent  defective  mentality,  epilepsy,  etc.,  could 
all  be  honestly  and  fearlessly  reported,  we  would  have  much  to  say 
in  the  favor  of  modern  obstetric  surgery.  The  middle  path  between 
conservatism  and  radicalism,  with  the  exercise  of  our  best  judgment, 
must  be  the  one  to  follow. 

Patton  in  1906  collected  ninety-five  cases  treated  expectantly 
with  a  maternal  mortality  of  26.3  per  cent.  The  mortality  of 
operations  in  these  cases  performed  after  labor  was  only  8.1  per 
cent,  while  the  mortality  in  patients  not  operated  at  all  was  45.6  per 
cent.  Barrett  in  1913  reported  thirty-eight  cases  unoperated  before 
term  with  a  maternal  mortality  of  18.4  per  cent.  Out  of  these, 
one  woman  died  before  term  and  seven  at  term.  Of  the  entire 
thirty-eight  only  seven  escaped  operation  and  four  of  these  died,  a 
mortality  of  57  per  cent. 

These  figures  do  not  speak  much  in  favor  of  the  pure  expectant 
plan  of  treatment.  If  one  woman  in  every  five  or  six  is  going  to 
die,  we  had  better  discard  ultraconservatism  in  these  cases.  Patton 
also  reported  thirty-one  cases  of  treatment  by  tapping  with  a  mater- 
nal mortality  of  38.7  per  cent.  These  were  many  of  them  in  the 
preantiseptic  days  but  the  method  has  nothing  to  offer  even  at  the 
present  time. 

Results  of  Ovariotomy. — Patton  in  1906  reported  184  cases  of 
ovariotomy  with  a  maternal  mortality  of  only  4.3  per  cent. 
These  were  remarkable  figures  for  that  period,  when  one 
further  considers  that  one  quarter  of  these  cases  had  torsion  of  the 
tumor.  Barrett  in  1913  reports  seventy-six  cases  operated  in 
pregnancy  with  a  maternal  mortality  of  2.6  per  cent.  These  sta- 
tistics all  point  much  in  favor  of  early  operation  from  a  maternal 
standpoint,  but  we  have  made  a  plea  for  the  baby,  so  we  must  see 
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what  happens  to  our  infant  mortality,  during  pregnancy  and  labor 
by  both  the  expectant  and  operative  methods. 

Interruption  of  Pregnancy. — The  percentage  of  interruptions  of 
pregnancy  are  given  as  follows  by  different  authors: 

Expectant  treatment                       vs.  Ovariotomy 

Patton 95  cases  with  18.9  per  cent.  184  cases  with  19.0  per  cent. 

Barrett 38  cases  with  18.4  per  cent.  76  cases  with  12.3  per  cent. 

Nystrom in  cases  with  25.0  per  cent.  37  cases  with  13.0  per  cent. 

Deletrez 17.0  per  cent. 

Spencer 30  cases  with    6.6  per  cent.  9  cases  with  22.0  per  cent. 

Sahnwald 13  cases  with  10. o  per  cent. 

Flatan 277  cases  with  15.0  per  cent. 

These  figures  show  several  things.  First,  that  in  the  cases 
reported  by  Patton  back  in  1906  the  abortions  were  about  equal  in 
the  two  lines  of  treatment.  Second,  that  the  more  modern  sta- 
tistics of  Barrett  and  Nystrom  show  that  there  are  actually  less 
abortions  after  the  ovariotomy  method.  Third,  the  figures  of 
Spencer  in  1909  are  the  only  ones  that  seem  to  give  better  results 
to  the  fetus  during  pregnancy  by  the  expectant  treatment. 

But  this  is  not  all.  The  abortion  mortality  of  the  operated  cases 
should  represent  approximately  the  total  fetal  mortality,  while  in  the 
cases  handled  expectantly  the  fetus  still  has  to  face  the  dangers  and 
difficulties  of  a  possibly  obstructed  labor  at  term.  Deletrez  in  a  recent 
article  gives  the  fetal  mortality  during  labor  at  39  per  cent.  Dele- 
trez believes  that  "all  ovarian  tumors  should  be  operated  upon  as 
soon  as  discovered  on  account  of  the  maternal  dangers  of  torsion, 
rupture,  and  suppuration  together  with  the  complications  of  labor." 

Norris  says,  "I  find  that  the  expectant  treatment  of  an  ovarian 
tumor,  discovered  during  pregnancy  carries  a  danger  to  the  mother 
three  times  as  great  as  that  of  early  operation :  If  operative  inter- 
ference occurs  prior  to  the  fifth  month  of  pregnancy  the  chances  of 
saving  the  fetus  are  three  times  as  great  as  those  of  expectant  treat- 
ment. If  the  operation  is  delayed  until  after  the  middle  of  preg- 
nancy the  proportion  of  interrupted  pregnancies  is  much  increased 
and  is  about  the  same  as  that  of  the  expectant  treatment."  Norris 
finds  that  under  the  expectant  treatment  the  maternal  mortality  is 
about  ID  per  cent,  while  under  operative  treatment  it  has  fallen  to  a 
point  between  0.5  and  4  per  cent.  With  these  figures  in  mind  let  us 
pass  on  to  the  actual  treatment  and  try  to  formulate  some  rules  as  a 
working  basis. 

Before  entering  into  a  detailed  description  as  to  the  management 
of  ovarian  tumors  compHcating  the  pregnant  condition,  we  may 
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state  with  emphasis,  that  irrespective  of  our  ideas  as  to  conservatism 
and  radicalism  the  following  complications  demand  an  immediate 
operation;  namely: 

1.  Torsion. 

2.  Rupture. 

3.  Suppuration  and  inflammation. 

4.  Rapid  growth. 

5.  Marked  pressure  symptoms. 

The  management  of  ovarian  tumors  complicating  the  pregnant 
state  may  for  convenience  be  divided  into  treatment  during  preg- 
nancy, labor  and  the  puerperium, 

I.    TUMORS    DISCOVERED   DURING   PREGNANCY. 

These  should  again  be  divided  into  those  discovered  during  the 
first  half  of  pregnancy  and  those  discovered  during  the  second  half. 

(A.)  Tumors  discovered  during  the  first  half  of  pregnancy  should  all 
be  removed  by  ovariotomy.  Norris  says  that  there  are  no  exceptions 
to  this  rule,  while  Spencer  makes  only  the  following  exceptions: 

1.  Lutein  cysts  with  hydatid  mole. 

2.  Bilateral  tumors,  causing  no  symptoms  in  a  patient  who  is 
childless. 

3.  Primary  adherent  malignant  cysts. 

4.  Secondary  malignant  cysts. 

Granted  then  that  ovariotomy  is  the  method  of  choice  during 
the  first  half  of  pregnancy,  what  is  the  psychological  moment  to 
operate  and  are  there  any  unfavorable  periods?  Nearly  all  opera- 
tors to-day  are  united  in  stating  that  the  third  and  fourth  months, 
should  be  the  time  of  election.  The  frequency  of  abortion  seems  to 
be  less  at  this  time,  being  given  at  from  5  per  cent,  to  8  per  cent., 
while  it  may  be  as  high  as  36  per  cent,  during  the  second  half  of 
pregnancy. 

Barrett  reports  forty-four  operations  during  the  first  half  of 
pregnancy  with  no  maternal  mortaHty  and  only  6.8  per  cent,  abor- 
tions, as  against  eighteen  operations  in  the  second  half  of  pregnancy 
with  a  maternal  mortality  of  16.8  per  cent,  and  interruption  of  preg- 
nancy in  22  per  cent,  of  the  cases. 

Ovariotomy  during  the  first  and  second  months  of  gestation 
would  seem,  according  to  most  operators,  to  be  a  frequent  cause  of 
abortion.  The  question  as  to  whether  ovarian  tissue  especially  the 
corpus  luteum  is  essential  to  the  development  of  the  ovum,  after 
implantation  has  taken  place,  is  the  point  under  discussion.     Frankel, 
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the  pioneer  in  this  work  states  that  the  corpus  luteum  has  a  marked 
influence  up  to  the  seventh  or  eighth  week  and  that  ovariotomy 
before  this  period  may  cause  abortion.  Frank  states  that  operation 
is  safe  after  the  second  month,  reporting  eight  double  ovariotomies 
with  six  going  to  term.  Lowenstein  states  that  ovariotomy  has  no 
effect  even  in  the  early  weeks. 

Cases  bearing  upon  this  question  are  reported  as  follows  by 
Wiener:  Case  i,  operation  at  six  weeks  with  abortion  eleven  days 
later.  Case  2,  corpus  luteum  removed  at  eight  weeks  with  no  abor- 
tion. Case  3,  previous  right  oophorectomy,  present  left  ovarian 
cyst  removed  at  two  months,  no  abortion.  The  famous  case  of 
Essen-MoUer  reported  by  Petri  would  seem  to  upset  all  of  these 
ideas.  This  patient  had  a  double  oophorectomy,  and  delivered  at 
term  260  days  later. 

The  route  of  operation  is  the  next  thing  to  be  decided  and  here 
the  abdominal  oophorectomy  seems  to  be  the  operation  of  choice. 
The  vaginal  route  has  its  adherents,  including  Diihrssen,  and  Werth- 
heim,  but  should  be  discarded  on  account  of  the  technical  difi&culties, 
the  increased  manipulation  of  the  uterus,  the  liability  to  abortion,  the 
difficulty  of  determining  the  exact  size  of  the  tumor  and  the  possi- 
bility of  adhesions  and  infections.  E.  P.  Davis  gives  the  percentage 
of  abortion  in  these  vaginal  operations  as  high  as  49  per  cent,  and 
as  prominent  a  vaginal  celiotomist  as  Bandler  does  not  recommend 
the  operation. 

(B.)  Tumors  discovered  during  the  second  half  of  pregnancy.  Right 
here  opinions  begin  to  differ  as  to  the  mode  of  procedure  to  be 
employed,  the  diversity  of  opinion  being  due  probably  to  varying 
experiences  of  the  authors  with  different  cases.  The  question  of 
operation  at  this  time  depends  entirely  upon  the  situation,  size  and 
character  of  the  growth,  the  presence  of  adhesions,  etc.  If  we  are  dealing 
with  an  abdominal  tumor  of  any  size  ovariotomy  should  be  done. 
The  reasons  for  this  are  plain,  the  technic  of  removal  will  probably 
be  easy,  while  if  the  tumor  is  not  removed,  interruption  of  pregnancy 
will  be  likely  due  to  increased  intraabdominal  tension. 

A  waiting  policy  should  be  chosen  in  all  other  cases,  which  include 
the  following  type  of  tumors: 

1.  Dermoids. 

2.  Broad  ligament  tumors. 

3.  Pelvic-bound  tumors. 

4.  Bilateral  tumors  in  the  childless  woman. 

In  all  of  these  types  except  the  fourth  class,  the  tumors  are  gener- 
ally low  in  the  abdominal  cavity  or  in  the  pelvis  and  their  removal 
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is  apt  to  interrupt  pregnancy  and  procure  a  nonviable  child.  Bi- 
lateral ovariotomy,  as  we  all  know,  is  more  apt  to  result  in  spon- 
taneous emptying  of  the  uterus  and  then  unless  we  have  left  some 
ovarian  tissue,  produce  sterUity.  Ovarian  tissue  should  always  be 
left  if  possible  in  bilateral  ovariotomies  unless  we  are  dealing  with 
a  malignant  condition.  All  cases  operated  during  the  pregnant 
condition  whether  during  the  first  or  second  half  of  pregnancy  should 
be  done  with  extreme  gentleness,  the  vessels  ligated  separately  as 
far  away  from  the  uterus  as  possible  and  not  en  masse.  Large  doses 
of  morphine  are  necessary  after  the  operation.  An  abdominal 
ovariotomy  just  before  term  should  never  be  done  except  in  the 
presence  of  one  of  the  absolute  indications  for  operation  mentioned 
before,  and  should  be  preceded  or  followed  by  Cesarean.  There 
would  seem  to  be  considerable  danger  at  the  time  of  labor  in  the 
presence  of  a  recent  abdominal  scar  though  there  is  some  difference 
of  opinion  on  this  point.  Vineberg  and  Wiener  think  the  dangers 
are  exaggerated  while  Williams  and  Hirst  recommend  Cesarean  sec- 
tion if  the  case  is  near  full  term. 

If  we  decide  not  to  operate  during  the  second  half  of  pregnancy 
postural  treatment  such  as  Trendelenburg,  knee  chest,  walking  on 
*'all  fours"  may  be  ordered,  especially  if  we  are  dealing  with  small 
movable  tumors  near  the  pelvic  brim. 

With  regard  to  operations  in  the  second  half  of  pregnancy,  Barrett 
says  to  operate  on  all  tumors  anyway  and,  if  Norris's  statement  is 
correct,  namely,  that  interruptions  occur  with  about  equal  frequency 
whether  we  operate  or  wait,  there  may  be  something  in  his  contention. 

Norris  and  Spencer  are  both  of  the  opinion  that  we  should  differ- 
entiate between  the  tumors,  operating  the  large  abdominal  ones 
and  waiting  in  the  others. 

n.   TUMORS  DISCOVERED  DURING   LABOR. 

Before  going  into  a  discussion  of  the  handling  of  these  cases,  the 
writer  would  like  to  report,  in  detail,  a  recent  case  coming  under 
his  observation. 

Case  report:  Mrs,  M.  M.,  aged  eighteen,  para-ii,  was  admitted  to 
the  Jewish  Hospital,  August  26,  1915,  at  8  p.  m.  She  had  had  one 
spontaneous  labor  slightly  over  a  year  before.  Her  last  menstruation 
occurred  November  23,  and  she  was  at  full  term  when  admitted. 
The  patient  had  been  forty-eight  hours  in  labor,  with  hard  pains  and 
ruptured  membranes  for  the  past  twenty-four  hours.  She  had 
numerous  examinations  by  her  physician  but  could  not  deliver  her- 
self. General  physical  condition  was  fair  but  pulse  showed  some 
exhaustion  and  temperature  was  normal.     Abdominal  examination 
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revealed  a  full-term  fetus,  with  dorsal  plane  to  the  left  and  fetal 
heart  i6o  per  minute.  There  was  a  very  definite  contraction  ring 
visible  and  palpable  at  the  level  of  the  umbilicus  and  the  fetal  head 
was  pressed  tightly  against  the  brim.  Vaginal  examination  revealed 
a  soft,  semifluctuating  mass  occupying  the  pelvic  excavation  pos- 
teriorly and  bulging  into  the  lumen  of  the  vagina.  The  fetal  head 
was  pressed  tightly  into  the  brim  but  prevented  from  descending  by 
the  mass  in  the  culdesac.  The  cervix  was  fully  dilated,  membranes 
ruptured,  and  pelvic  measurements  were  normal. 

Diagnosis. — Ovarian  cystoma  in  Douglas,  blocking  labor,  with  live 
baby  and  high  retraction  ring.  A  gentle  attempt  to  reposit  the  tumor 
was  made  under  ether  anesthesia,  knee-chest  position  and  the  whole 
hand  in  the  vagina.  This  was  not  successful  as  the  head  did  not 
leave  the  pelvic  brim  even  with  the  patient  in  the  knee-chest  posi- 
tion and  I  felt  that  the  danger  of  rupturing  either  the  tumor  or  the 
uterus  was  too  great  to  persist  in  these  efforts.  The  problem  was 
to  get  a  live  baby  and  still  not  to  cut  into  either  the  vagina  or  uterus 
on  account  of  the  length  of  time  the  membranes  had  been  ruptured 
and  the  numerous  examinations.  These  conditions  with  a  live 
baby  and  a  high  retraction  ring  made  the  case  one  of  unusual  diffi- 
culty and  I  have  not  been  able  to  find  in  the  literature  an  analogous 
case  handled  in  the  same  manner.  We  determined  immediately 
to  do  a  laparotomy  and  find  out  the  conditions  present.  A  right 
rectus  incision  was  made  as  we  diagnosed  a  probable  right-sided 
tumor.  The  patient  was  put  up  in  the  stirrups  and  the  abdomen 
opened  with  the  patient  in  the  lithotomy  position.  Upon  opening 
the  abdomen  we  found  the  markedly  thinned  out  lower  uterine  seg- 
ment and  the  pedicle  of  a  right-sided  ovarian  tumor,  passing  down 
posteriorly  behind  the  head  into  the  pelvis.  The  tumor  mass  could 
just  be  felt  with  the  tips  of  the  fingers  alongside  of  the  fetal  head, 
as  that  presenting  part  was  pressed  tightly  against  the  brimi.  Our 
procedure  in  the  case  was  as  follows: 

1.  Attempt  to  draw  tumor  out  of  the  pelvis,  with  the  assistant 
pushing  the  head  up  from  below.  Unsuccessful,  as  the  head  could 
not  be  displaced  enough  and  pedicle  of  tumor  began  to  tear. 

2.  Attempt  to  aspirate  cyst.  The  uterus  was  retracted  to  the 
left  with  a  large  retractor  and  after  a  great  deal  of  difficulty,  owing 
to  the  fetal  head  and  the  broad  ligament  vessels,  a  trochar  was  in- 
serted into  the  tumor  mass.  A  small  amount  of  mucilaginous 
material  was  all  that  came  through  the  trochar,  the  tumor  being  ap- 
parently a  multilocular  cyst. 

3.  Upward  traction  of  the  head  by  the  hand  in  abdomen  and  pres- 
sure on  tumor  by  assistant  from  below.  This  was  successful  and 
accompHshed  under  direct  visual  inspection  watching  the  thinned 
lower  segment  and  also  the  tumor  coming  up  from  below.  I  do  not 
beheve  this  to  be  a  dangerous  procedure  in  the  absence  of  a  dermoid 
or  suppurating  cyst  or  if  adhesions  are  not  present.  The  rest  of 
the  procedure  was  easy. 

4.  The  baby  was  delivered  alive  by  forceps  from  below. 

5.  Right  ovariotomy  with  peritoneaUzation  of  the  stump. 
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6.  Expression  of  the  placenta  with  the  intraabdominal  hand. 

7.  Suture  of  the  abdomen.  Baby  weighed  7  pounds.  Operation 
one  hour.  Anteoperation  pulse  120,  postoperation  pulse  135.  This 
patient  made  an  uncompHcated  recovery  with  primary  union  of  the 
abdominal  wound,  and  left  the  hospital  on  the  seventeenth  day. 

The  tumor  was  an  ordinary  multilocular  ovarian  cyst,  15  by  10 
by  8  cm. 

A  second  case  coming  under  the  writer's  observation  was  as  fol- 
lows: 

Mrs.  M.  B.,  aged  thirty-five,  a  para-iii,  was  admitted  April  i,  1912, 
to  the  Methodist  Hospital.  Her  first  labor  had  been  instrumental, 
the  second  normal,  and  the  patient  had  suffered  from  backache  for 
the  past  year.  Last  menstruation  was  December  12,  1911,  three 
and  one-half  months  before  admission  to  the  hospital.  For  the  past 
two  weeks  patient  had  complained  of  dull  lower  abdominal  pain, 
with  acute  sharp  pain  at  times,  especially  in  the  lower  right  side. 
These  pains  had  been  very  acute  for  the  past  twenty-four  hours  and 
associated  with  constipation.  Abdominal  examination  revealed  the 
fundus  uteri  three  fingers  breadth  above  the  pubis  and  behind  this 
and  to  the  right  a  tender  mass  about  the  size  of  a  grape-fruit.  Vagi- 
nal examination  revealed  the  pregnant  uterus  close  behind  the  pubes, 
the  right-sided  mass  just  mentioned  and  a  third  smaller  mass  in  the 
culdesac  of  Douglas. 

Diagnosis. — Pregnancy  complicated  by  bilateral  ovarian  tumors, 
the  right  one  with  a  twisted  pedicle.  Operation  bilateral  ovariot- 
omy. Both  tumors  had  undergone  torsion,  more  marked  on  the 
right  side.  This  patient  was  thoroughly  morphinized  but  aborted 
on  the  tenth  day  postoperation.  Patient  suffered  from  a  mild 
sapremia  but  eventually  made  a  good  recovery. 

management  of  cases  seen  first  in  labor. 

Here  again  we  must  divide  these  cases  into  two  large  classes: 
(A)  nonobstruding  tumors,  and  (B)  obstructing  tumors. 

(A)  Nonobstructing  tumors  during  labor  should  not  be  operated 
upon  if  labor  is  progressing  well.  The  labor  should  however  be 
hastened  as  much  as  possible,  especially  the  second  stage,  to  avoid 
abdominal  straining.  We  might  think  of  such  aids  to  delivery  as 
mechanical  dilatation  of  the  cervix,  Voorhees  bag  in  dry  labors, 
possible  vaginal  hysterotomy  and  actual  delivery  by  forceps.  Ver- 
sion is  contraindicated  on  account  of  the  manipulation. 

The  above  views  are  shared  by  most  obstetricians  including 
Norris,  Barrett,  Peuch  and  Vanverts,  etc.  Spencer  recommends 
ovariotomy  in  these  cases  at  the  end  of  the  first  stage  followed  by 
forceps. 

(B).  Obstructive  ovarian  tumors.  Obstructive  tumors  during 
labor  may  for  convenience  be  divided  into  three  general  classes, 
namely, 
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1.  Clean  cases  early  in  labor, 

2.  Clean  cases  at  the  end  of  the  first  stage, 

3.  "Suspect  cases"  or  infected  cases  late  in  labor. 

1.  Clean  cases  early  in  labor  may  be  treated  in  one  of  three  ways: 

(a)  Posture  and  reposition, 

(b)  Cesarean  plus  ovariotomy. 

(c)  Waiting  until  full  dilatation  of  the  cervix. 

(a)  Posture  with  reposition  of  the  tumor  out  of  the  pelvis  under 
deep  anesthesia  will  certainly  result  successfully  in  many  cases,  yet 
is  not  without  its  dangers.  There  is  no  manipulation  which  requires 
so  much  skill  and  judgment  on  the  part  of  the  obstetrician.  He 
should  know  the  exact  nature  of  the  tumor,  and  reposition  should 
never  be  attempted  in  dermoids,  infected  tumors  or  adherent  tumors. 
The  possibility  of  rupturing  an  infected  tumor  is  very  great  and 
results  in  fatal  peritonitis.  Norris  says  that  reposition  should  never 
be  attempted;  Spencer  does  not  mention  it,  while  Barrett,  Peuch 
and  Vanverts  say  that  it  may  be  attempted. 

(b)  Cesarean  section  and  then  ovariotomy  must  certainly  be  the 
procedure  of  choice  in  these  clean,  obstructed  cases,  before  the  cervix 
is  dilated.  The  results  in  this  type  of  case  are  most  gratifying. 
The  Cesarean  should  be  a  conservative  one  and  a  portion  of  ovarian 
tissue  should  be  left  in  cases  of  bilateral  tumors,  unless  these  are 
malignant.  Hysterectomy  should  accompany  complete  bilateral 
ovariotomy. 

(c)  Waiting  until  full  dilatation  of  the  cervix  might  be  thought  of 
in  some  cases  but  in  general  is  dangerous  on  account  of  the  possi- 
bility of  rupture  of  the  cyst. 

2.  Clean  Cases  at  the  End  of  the  First  Stage. — Here  again  we  may 
possibly  make  gentle  attempts  at  reposition  under  anesthesia  and 
if  successful  complete  the  case  by  forceps.  We  must  remember  that 
reposition  is  not  only  dangerous  but  we  are  not  removing  the  tumor, 
which  will  undergo  torsion  in  the  puerperium  in  from  22  to  30  per 
cent,  of  the  cases.  A  laparotomy  should  be  done  in  this  type  of 
case  as  it  will  give  us  the  best  oversight  as  to  the  actual  condition 
present.     We  now  have  one  of  two  procedures  to  follow. 

(a)  We  may  dislocate  the  tumor  from  the  pelvis,  perform  a  forceps 
from  below  and  then  remove  the  tumor.  This  procedure  may  be 
possible  in  many  cases  and  has  distinct  advantages  over  Cesarean 
section.  These  are,  the  fact  that  the  uterus  is  not  incised,  we  are 
minimizing  the  dangers  of  peritoneal  infection,  and  precluding  the 
possibility  of  Cesarean  at  a  subsequent  labor.  As  special  require- 
ments and  indications  for  the  manipulatiin  we  might  mention:  A 
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multipara  -with  full  preparation  of  the  soft  parts;  absence  of  pelvic 
dystocia;  a  tumor  which  is  noninfected,  nonadherent  and  which 
can  with  comparative  ease  be  drawn  up  out  of  the  pelvis. 

(b)  If  on  the  other  hand,  the  patient  is  a  primipara  and  the  parts 
are  not  throughly  prepared,  if  there  is  any  grade  of  pelvic  contrac- 
tion or  if  the  tumor  is  adherent,  infected  or  a  broad  ligament  tumor, 
Cesarean  section  is  the  operation  of  choice.  The  tumor  is  dealt  with 
after  the  removal  of  the  baby. 

3.  Infected  or  "  Suspect  Cases,"  Late  in  Labor. — In  this  type  of  case, 
as  the  one  coming  under  the  writer's  observation,  attempts  at  re- 
position of  the  tumor  are  always  futile  and  probably  dangerous. 
A  laparotomy  should  be  at  once  resorted  to,  and  we  must  now  de- 
termine whether  the  tumor  can  or  cannot  be  removed  from  the 
pelvis. 

If  it  can  be  removed  from  the  pelvis,  as  in  the  writer's  case,  and  the 
conditions  are  favorable  for  delivery  from  below,  forceps  should  be 
applied  and  the  tumor  removed  after  delivery  of  the  baby.  This,  if 
successful,  is  the  ideal  procedure  as  the  genital  tract  is  not  opened. 
In  this  type  of  case,  if  the  cervix  is  not  fully  prepared,  we  might  even 
think  of  manual  dilatation,  Duhrssen's  incisions  and  possibly 
vaginal  hysterotomy  to  overcome  the  cervical  dystocia  and  not 
necessitate  the  opening  the  uterus  from  above. 

If  the  tumor  cannot  be  removed  from  the  pelvis  and  the  patient  is 
possibly  infected,  we  are  dealing  with  a  most  serious  proposition. 
The  steps  of  procedure  here  should  be  eventration  of  the  uterus  if 
possible,  Cesarean  section,  removal  of  the  tumor  and  if  in  doubt  as 
to  the  patient's  life  from  infection  of  her  uterus,  a  supravaginal 
hysterectomy  with  extraperitoneal  treatment  of  the  cervical  stump 
in  the  abdominal  incision.  This  method  is  recommended  by  Norris 
of  Philadelphia  and  seems  to  be  the  most  logical  procedure.  Vaginal 
drainage  may  be  indicated  in  these  cases. 

Our  only  other  alternative  would  be  to  use  the  vaginal  route  alone, 
performing  vaginal  incision  and  drainage  of  the  tumor  in  the  cystic 
cases,  removal  -of  the  solid  cases,  forceps,  packing  of  the  vaginal 
incision  and  removal  of  the  tumor  mass  within  the  first  twenty-four 
hours  after  labor.  The  results  of  this  procedure  are  not  as  good  as 
the  abdominal  route  and  give  also  a  higher  fetal  mortality. 

management  of  the  cases  during  the  puerperium. 
This  resolves  itself  into  either  removal  as  soon  as  possible  during 
the  puerperium  as  recommended  by  Spencer  or  the  employment  of  a 
waiting  policy.     We  must  not  forget  how  prone  these  tumors  are  to 
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torsion,  due  to  sudden  emptying  of  the  uterus,  necrosis  and  infection  at 
this  stage  and  should  operate  immediately  upon  the  occurrence  of 
temperature,  associated  with  pain,  tenderness  and  pressure  symp- 
toms. In  the  absence  of  these  symptoms  we  should  after  labor 
explain  the  dangers  to  the  patient  recommending  operation  during 
the  puerperium  or  at  least  within  the  first  few  months  after  labor. 
6iA  Seventh  Avenue. 
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LIPOID  CONTENT  OF  MATERNAL  AND  FETAL  BLOOD.^ 

BY 
A.  HYMANSON,  M.  D.,  AND  MAX  KAHN,  M.  D.,  PH.  D., 

Of  recent  years  much  attention  has  been  paid  to  the  role  of  lipoids 
in  the  blood,  and  especially  to  the  cholesterol  lipoid  fraction.* 
The  Hpoids  of  the  cells  have  very  specific  functions,  and  Bang(i) 
has  called  them  "organs"  of  the  living  cell.  This  function  may  be 
either  passive  or  active.  The  various  lipoid  fractions  excite  in- 
fluences on  each  other  and  on  the  other  constituents  of  the  cell. 
In  conditions  of  rest  the  Upoids  are  in  a  position  of  equilibrium, 

*  Rosenbloom   and   Gies   have   suggested   the   name   "lipin"    to   substitute 
"lipoid,"  similar  to  the  word  "protein"  instead  of  "proteid." 
>  From  the  Beth  Israel  Hospital  Chemical  Laboratoryi  New  York  City. 
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which  is  immediately  disturbed  as  soon  as  the  cell  begins  to  function- 
ate. Postmortem  this  equilibrium  is  entirely  broken,  and  autolysis 
sets  in,  in  which  process  the  lipoids  play  an  important  role.  Thus 
Latta  and  Fasiani(2)  found  that  the  addition  of  lipoids  increase  the 
process  of  autolysis,  and  Conradi(3)  found  that  during  autolysis 
there  are  formed  bactericidal,  alcohol  soluble  substances.  The 
functions  that  lipoids  can  play  are  too  numerous  to  be  discussed 
here,  but  we  may  mention  (i)  their  nutritive  function; (2)  their 
influence  on  ferments — activators,  catalysts,  etc.,  (3)  their  role  in 
immunity,  as  lysins,  hemolysins,  antibodies,  antigens,  etc.; (4)  in 
narcosis — (Overton's  theory). 

We  thought  it  advisable  to  study  the  maternal  and  fetal  blood  for 
its  lipoid  content.  The  two  circulations  do  not  come  into  actual 
contact;  they  are  separated  from  each  other  by  the  walls  of  the 
fetal  blood-vessels  and  the  epithehal  layers  of  the  chorionic  villi,  but 
an  active  diffusion  relation  is  set  up  between  them.  Nutritive 
material,  protein,  fat  and  carbohydrate  and  oxygen  pass  from  the 
maternal  to  the  fetal  blood,  and  the  waste  products  of  fetal  met- 
abolism pass  from  the  fetal  to  the  maternal  blood.  It  is  generally 
assumed  that  the  chorionic  villi  play  an  active  part  in  the  process, 
functioning  in  a  similar  manner  to  the  intestinal  villi.  The  passage 
of  proteins  and  fats,  however,  would  seem  to  require  some  special 
activity  in  the  chorionic  tissue,  which  may  be  connected  with  the 
presence  of  special  enzymes(4). 

Methods  of  Analyses. — The  lipoids  are  determined  by  the  extrac- 
tion method  recommended  by  Fournier(5). 

A  certain  known  quantity  of  blood  was  taken  and  extracted  with 
about  100  c.c.  of  acetone  for  five  hours.  This  is  filtered  and  the 
residue  again  extracted.  The  extracts  are  then  evaporated  on  the 
water-bath  at  low  temperature,  and  then  the  lipoids  are  determined 
according  to  the  method  of  Kumagawa  and  Suto. 

Cholesterol  was  determined  according  to  the  modification  of  the 
Salkowski  test  described  by  Weston  and  Kent (6)  and  studied  by 
Schmidt(7). 

Two  cubic  centimeters  of  blood  serum  were  placed  in  a  pressure 
bottle  of  150  c.c.  capacity.  To  this  was  added  20  c.c.  of  i  per  cent, 
solution  of  potassium  hydroxid  dissolved  in  50  per  cent,  alcohol. 
The  cover  was  screwed  down  and  the  whole  placed  in  a  boiling  water- 
bath  for  from  fifteen  to  twenty  minutes.  After  removal  from  the 
water-bath  the  contents  of  the  pressure  bottle  were  allowed  to  cool 
and  were  then  shaken  with  50  c.c.  of  ether.  The  ether  was  decanted 
into  a  separating  funnel  and  30  c.c.  more  of  ether  was  added  to  the 
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remaining  fluid  and  shaken  vigorously  as  before.  This  was  again 
decanted  into  the  funnel  and  any  aqueous  liquid  which  separated 
from  the  ether  was  removed.  This  was  then  washed  with  80  c.c.  of 
distilled  water.  The  ethereal  extract,  after  separation  from  the 
wash  water  was  poured  into  an  evaporating  dish  and  evaporated  nearly 
to  dryness,  leaving  behind  the  small  yellow  oily  droplets  containing 
the  cholesterol.  Five  cubic  centimeters  of  chloroform  (Merck's  blue 
label)  was  then  placed  on  the  evaporating  dish  and  rotated  carefully 
so  as  to  dissolve  the  oily  droplets  as  completely  as  possible.  This 
chloroform  solution  was  transferred  to  a  convenient  receptacle,  and 
a  second  5  c.c.  of  chloroform  was  then  used  to  wash  the  evaporating 
dish  and  were  added  to  the  first  5  c.c. 

The  amount  of  cholesterol  in  the  chloroform  solution  was  de- 
termined by  comparing  its  color  reaction  with  those  of  cholesterin 
chloroform  solutions  of  known  strength.  These  standard  solutions 
were  prepared  by  dissolving  cholesterol  in  pure  chloroform  (Merck's 
blue  label)  and  by  preparing  a  series  of  dilutions  varying  in  strength 
so  that  the  amount  of  cholesterol  in  i  c.c.  of  chloroform  varied  from 
0.0002  to  0.0004  gm.  A  set  of  test-tubes  of  uniform  bore  were  placed 
in  a  rack  and  i  c.c.  each  of  the  known  solutions  of  cholesterin 
were  added  in  ascending  series,  as  was  also  i  c.c.  of  the  cholesterin 
solution  prepared  from  the  blood  serum.  It  was  often  necessary  to 
dilute  the  latter  so  that  the  amount  would  fall  wdthin  the  scale  of 
the  known  quantities.  To  each  tube  was  now  added  o.i  c.c.  of  con- 
centrated sulphuric  acid,  and  the  mixture  was  thoroughly  shaken. 
After  thirty  minutes  i  c.c.  of  chloroform  was  added  to  each  tube  and 
after  being  placed  for  fifteen  minutes  in  a  dark  room,  the  color  of  the 
unknown  solution  was  compared  with  that  of  the  known.  This 
method  was  found  to  be  exceedingly  sensitive  and  differences  in  the 
original  fluid  of  0.00005  &"^-  P^^  cubic  centimeter  could  be  detected. 
Successive  readings  from  the  same  serum  also  gave  concordant 
results,  and  even  after  several  days'  standing,  little  or  no  diminu- 
tion in  the  amount  of  cholesterin  in  the  serum  could  be  discovered. 

In  human  blood  there  are  usually  to  be  found  two  to  three  parts  of 
fat  per  thousand  parts  of  blood.  Certain  French  writers  have  found 
the  total  lipoid  content  of  the  blood  to  be  from  four  to  five  parts  per 
thousand.  We  have  found  no  special  reference  to  the  quantity  of 
lipoid  in  the  blood  of  pregnant  and  parturient  women. 

The  cholesterol  content  of  the  blood  has  been  studied  in  various 
diseases.  Rosenbloom  and  McKelvey(8)  have  studied  it  in  hemo- 
lytic jaundice,  and  Schmidt  in  various  diseases.  McNee(9)  dis- 
cusses the  cholesterol  content  of  blood  serum  in  various  diseases. 
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The  cholesterol  of  the  blood  is  present  both  in  the  plasma  and 
the  corpuscular  elements,  but  not  in  the  same  amounts.  Henes(io) 
found  that  on  the  average  54.5  per  cent,  of  the  blood  cholesterol  was 
present  in  the  serum  and  45.5  per  cent,  in  the  corpuscles. 

In  normal  blood  serum,  Schmidt  obtained  the  quantities  of 
cholesterol  that  varied  between  1.20  to  1.60  parts  per  thousand. 
Fournier  2.7  parts  per  thousand.  In  various  diseases  Medak(ii) 
has  found  the  following  quantities  of  cholesterol  in  the  blood. 


Disease 


Free 
cholesterol 
in  1000  c.c. 
blood,  gia. 


Combined 
cholesterol 
in  1000  c.c. 
blood,  gm. 


Total 
cholesterol 
in  1000  c.c. 
blood,  gm. 


Catarrhal  jaundice o .  8377 

Icterus  gravis  (mechanicalj i .  3900 

Jaundice  (on  admission) 1.8200 

Jaundice  (after  disappearance  of  jaundice). .  j     i .  2600 

Pernicious  anemia 0-7S37 

Anemia  (tuberculosis) 0.6887 

Polycythemia  (cardiac) i  .0065 

Polycythemia i .  0960 

H3^ertrophic  cirrhosis 0.4855 

Hypertrophic  cirrhosis 2  .  6040 

Banti's  disease  before  splenectomy 0.9736 

Banti's  disease  after  splenectomy i  .3980 

Banti's  disease  before  splenectomy 0.9510 

Banti's  disease  after  splenectomy 0.0720 

Hemolytic  icterus  (before  splenectomy).  .  0.4910 

Hemolytic  icterus  (after  splenectomy) 0.9560 


0.4150 

1.2527 

0.4917 

1. 8817 

0.8856 

2.7056 

0.7190 

1.9790 

0.6560 

1.4097 

0-3234 

I.OI2I 

0.3310 

I -3375 

0 . 4640 

1.5600 

0.6360 

1.1215 

1.0850 

3 • 6890 

0.3480 

I. 3216 

0.7356 

2.1336 

0.5470 

I . 4980 

0.7140 

I . 7860 

0.6330 

I . I 240 

0.3460 

1.3020 

It  has  been  found  by  Chauffard,  Laroche,  and  Grigaut(i2)  and 
Obakevitch(i3)  that  the  blood  serum  in  congenital  hemolytic  jaundice 
contains  a  lessened  amount  of  cholesterol.  In  a  case  of  congenital 
hemolytic  jaundice  with  splenomegaly  Rosenbloom  and  McKelvy 
have  found  a  negative  cholesterol  balance.  Lindbom(i4)  has  sug- 
gested the  feeding  of  cholesterol  to  patients  suffering  from  hemolytic 
jaundice. 

We  have  examined  the  total  lipoid  and  cholesterol  content  of  the 
blood  of  parturient  women  and  of  the  newly  born  infants  at  the 
time  of  birth.  At  the  Jewish  Maternity  Hospital,  N.  Y.,  the  blood 
was  taken  from  the  arm  vein  of  the  mother  and  from  the  umbilical 
cord  immediately  after  separation  of  the  child  from  its  mother. 
Twelve  such  analyses  in  both  mothers  and  infants  were  made  with 
the  following  results: 
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Name 


No. 


Maternal  blood 


Infant  blood 


Total  lipoid  '  Cholesterol  j  Total  lipoid  I  Cholesterol 
parts  per  M  |  parts  per  M     parts  per  M  i  parts  per  M 


St't 

S'm'n 

Br'm'b'g. . . 
B'g's'n'k'y- 

Ep't'n 

C'h'n 

Sh'n 

Sp't'n 

B'n'y 

F'g'b'm 

G'tt'b 

P'p's'k'  . .  . 


2 

3 
4 
S 
6 

7 
8 

9 

lO 

II 

12 


2-5 
2.7 

1.8 

2.4 
2. OS 
2.9 

1.6 

1-5 
1. 9 

2.8 

1 . 7 

2-5 


2  .  I 
2.  I 
2.  2 
1.9 

2.8 

1.8 
1-7 
1-5 

2.4 

1.9 

2.7 


Average . 


4-75 


2.IQ 


4- 


From  the  examination  of  the  above  data,  which  it  is  true,  are  few, 
we  observe  that  in  general  the  total  lipoid  content  of  the  maternal 
blood  is  on  the  average  less  than  the  total  lipoid  content  of  the  newly- 
born  infant's  blood,  the  figures  being  4.75  in  one  case  and  4.8  in  the 
other  parts  of  fat  per  thousand  parts  of  blood.  The  cholesterol 
content  on  the  other  hand,  shows,  in  general,  the  opposite  state  of 
affairs,  i.e.,  2.1  parts  of  cholesterol  per  thousand  parts  of  infant 
blood  and  2.19  parts  cholesterol  per  thousand  parts  of  maternal 
blood. 

E.  and  J.  Hermann  (191 2)  reported  a  study  of  the  lipoid  content 
of  the  blood  of  normal  and  pregnantwomen,  and  of  new-born  infants. 
The  phosphatid  content  is  found  about  the  same  for  the  three  bloods, 
though  the  proportion  of  the  total  fat  varies,  because  both  cholesterin 
esters  and  neutral  fat  are  high  in  the  blood  of  the  pregnant  woman, 
and  low  in  that  of  the  infant. 

It  would  seem,  therefore,  that  the  chorionic  villi  have  the  function 
of  discriminating  which  part  and  how  much  of  each  lipoid  shall  pass 
into  the  fetal  circulation. 
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POSTMORTEM  CESAREAN  SECTION: 
A  REPORT  OF  TEN  CASES.* 

BY 

JAMES  A.  HARRAR,  M.  D.,  F.  A.  C.  S., 

Attending  Surgeon,  Lying-in  Hospital, 
New  York  City. 

Occasion  may  arise  not  only  in  a  large  obstetrical  hospital  service, 
but  also  in  private  practice,  to  handle  the  situation  of  a  pregnant 
woman  suddenly  dying  undelivered.  She  may  or  may  not  be  in 
labor.  The  confusion  accompanying  the  catastrophe  to  the  mother 
may  often  cause  the  attendant  to  neglect  the  opportunity  as  well  as 
the  duty  of  rendering  instant  assistance  to  the  unborn  child.  The 
operator  may  also  be  embarrassed  by  the  necessity  or  the  inability 
of  obtaining  consent  for  any  operative  maneuver  upon  the  dead 
mother.  Thus  in  many  instances  the  baby's  life  is  sacrificed  when  a 
prompt  incision  of  the  abdomen  and  uterus  w^ould  rescue  it  without 
difficulty. 

The  civil  law  in  Rome  dating  from  the  time  of  Numa  Pompilius 
decreed  Cesarean  section  in  pregnant  women  dying  undelivered. 
Postmortem  delivery  by  abdomino-uterine  incision  was  recognized 
in  ancient  mythology;  refer  to  the  reputed  births  of  Bacchus  and 
Aesculapius.  The  Church  reproduced  the  injunctions  of  the  Roman 
law  as  follows:  "If  the  pregnant  mother  should  die,  the  offspring 
must  be  carefully  extracted  as  soon  as  possible." 

Unfortunately  for  many  years,  and  even  at  present,  postmortem 
delivery  has  resulted  in  surprisingly  few  living  children.      Schwarz(i) 

*  Read  at  a  meeting  of  the  Section  on  Obstetrics  and  Gynecology,  New  York 
Academy  of  Medicine,  December  28,  1915. 
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in  1862  reported  107  cases  of  postmortem  Cesarean  section  from  the 
literature,  among  which  not  one  living  child  was  extracted.  Later 
Duer(2)  reported  fifty-five  additional  cases  with  better  results,  but 
some  of  his  cases  are  open  to  question.  Hallman(3)  in  1914  collected 
sixty-eight  cases  from  recent  literature  with  61  to  68  per  cent,  of 
living  children.  He  calls  attention  to  the  fact  that  the  prognosis 
for  the  child  is  better  in  sudden,  rapid  and  violent  death,  disease 
of  the  central  nervous  system,  heart  and  kidneys,  than  after  long- 
continued  or  infectious  diseases,  diseases  of  the  blood,  or  intoxications 
in  which  the  blood  is  altered. 

Attempts  at  postmortem  extraction  are  sometimes  made  by  version 
or  forceps,  preceded  perhaps  by  vaginal  hysterotomy  or  manual 
dilatation.  It  has  been  our  experience  that  these  procedures  are 
generally  doomed  to  failure,  except  in  the  case  of  death  occurring 
toward  the  end  of  the  second  stage  when  a  prompt  low  forceps  or 
rapid  extraction  of  a  breech  is  the  correct  procedure.  Successful 
delivery  per  vaginam  is  applicable  only  in  normal  conditions  of  the 
pelvis,  and  will  be  most  successful  when  death  of  the  mother  occurs 
during  the  second  stage  of  labor. 

A  certain  repugnance  among  the  laity  to  postmortem  delivery  of 
the  dead  woman  is  not  unnatural,  and  to  avoid  later  embarrassment 
it  is  always  better  to  secure  consent  of  the  husband  or  family  if 
instantly  at  hand.  If  consent  is  not  promptly  to  be  had  or  if  it  is 
refused  and  the  fetal  heart  is  still  going,  it  is  not  only  permissible 
but  imperative  that  the  physician  immediately  do  everything  in 
his  power  to  save  the  child. 

That  the  operation  of  postmortem  Cesarean  section  is  legal 
without  consent  has  been  shown  by  Bacon(4).  He  pointed  out  that 
the  right  of  the  husband  to  the  custody  and  control  of  his  dead 
wife's  body  does  not  go  to  the  extent  of  preventing  disposal  of  it  as 
may  be  necessary  to  keep  it  from  injuring  another  human  being. 
The  viable  fetus  has  the  same  right  to  live  as  any  other  human  being. 
This  rule  would  require  a  postmortem  delivery  in  every  case  when  the 
fetus  of  at  least  the  twenty-eighth  week  of  gestation  is  known  to  be 
alive  at  the  time  of  the  mother's  death. 

The  legal  status  of  a  child  born  by  postmortem  Cesarean  section 
may  at  times  prove  to  be  of  importance.  We  know  that  in  some 
states  the  child  in  its  mother's  womb  can  have  a  guardian  legally 
appointed  for  it  and  can  inherit  property.  The  proposition  of 
whether  a  child  dehvered  after  the  death  of  the  mother  would  share 
in  the  distribution  of  an  insurance  policy  of  the  mother's  for  the 
benefit  of  her  children  living  at  her  death,  was  put  up  to  the  of  head 


1048  harrar:  postmortem  cesarean  section 

of  the  legal  department  of  one  of  New  York's  largest  insurance  com- 
panies. He  gave  it  as  his  opinion  that  such  a  child  would  share  in 
its  mother's  estate;  and  that  the  company  would  pay  its  share,  in 
the  policy  described,  without  question. 

In  91,600  pregnancies,  at  or  near  term  at  the  Lying-in  Hospital, 
fifty  women  have  died  undelivered.  The  great  majority  of  these 
perished  in  less  than  an  hour  after  their  reception  into  the  hospital* 
some  dying  while  being  admitted. 

Nineteen  times  the  medical  attendant  considered  it  proper  to  take 
advantage  of  the  opportunity  of  doing  a  postmortem  delivery. 
Seven  times  version  was  done,  resulting  in  seven  stillbirths.  Once 
a  low  forceps  concluded  the  birth  of  a  living  child,  the  head  being  on 
the  perineum  when  the  mother  died.  Once  a  breech  extraction  was 
completed  after  the  death  of  the  mother  with  a  living  child.  Ten 
times  a  Cesarean  section  was  performed,  and  it  is  these  ten  cases  I 
wish  briefly  to  discuss. 

Case  I. — Woman  in  the  ninth  month  of  pregnancy  died  of  edema 
of  the  lungs  following  acute  cardiac  dilatation  in  a  case  of  chronic 
endocarditis.  A  stillborn  child  was  delivered  by  Cesarean  section 
after  the  death  of  the  mother.  The  fetal  heart  had  not  been  listened 
to  and  the  time  elapsing  was  not  noted  on  the  history. 

Case  II. — Woman  in  labor  died  thirty  minutes  after  admission  to 
the  hospital  from  hemorrhage  of  placenta  previa.  Five  minutes 
later  a  Cesarean  section  was  done  and  a  stillborn  child  weighing 
3000  grams  extracted.  The  fetal  heart  was  not  beating  when  de- 
livered. 

Case  III. — Woman  died  of  rupture  of  the  uterus  shortly  after 
admission.  She  had  been  in  labor  thirty-six  hours  before  coming  to 
the  hospital.  A  full-term  stillborn  child  was  delivered  by  Cesarean 
section  about  fifteen  minutes  after  her  death. 

Case  IV. — Woman  died  of  eclampsia  in  the  ambulance  on  the  way 
to  the  hospital.  A  postmortem  version  was  attempted  but  failed. 
The  umbilical  cord  was  felt  pulsating  by  vaginal  examination  and 
postmortem  Cesarean  section  effected  the  delivery  of  twins  weighing 
2260  and  2550  grams,  respectively.  Both  fetal  hearts  were  beating 
at  about  sixty  to  the  minute,  but  both  infants  died  about  twenty 
minutes  after  birth. 

Case  V. — Woman  was  suffering  a  compensatory  breakdown  of  a 
mitral  stenosis  and  died  under  anesthesia  while  preparation  was  being 
made  for  a  high  forceps.  She  had  been  in  labor  nine  hours.  The 
fetal  heart  was  heard  after  the  death  of  the  mother,  and  seven 
minutes  later  a  Cesarean  section  resulted  in  the  delivery  of  a  5000- 
gram  living  child.  It  was  badly  asphyxiated  at  birth,  the  felal 
heart  beating  about  forty  to  the  minute.  It  took  forty-five  minutes 
to  revive  the  baby,  and  it  was  discharged  in  good  condition  on  the 
twenty-fifth  day. 
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Case  VI. — -Woman  died  of  eclampsia  after  several  convulsions. 
She  was  not  in  labor  at  the  time.  Twenty  minutes  after  her  death  a 
baby  weighing  3300  grams  was  delivered  by  Cesarean  section. 
The  heart  was  beating  feebly  for  twenty  minutes  after  delivery 
but  all  attempts  at  resuscitation  failed. 

Case  VII.- — ^Woman,  not  in  labor,  died  of  tubercular  meningitis, 
verified  at  autopsy.  Two  minutes  after  death  a  Cesarean  section 
was  done  and  a  slightly  asphyxiated  baby  weighing  2700  grams 
delivered.  This  child  died  on  the  sixth  day  of  inanition  and  lobular 
pneumonia.  Autopsy  on  the  baby,  including  careful  macro-  and 
microscopic  examination  of  the  lungs,  bones  and  joints,  failed  to 
discover  any  evidence  of  tuberculosis.  Examination  of  the  placenta, 
membranes  and  cord  also  was  negative  for  tuberculosis. 

Case  VIII. — Woman,  not  in  labor,  died  of  broken  cardiac  com- 
pensation and  pulmonary  tuberculosis.  Eight  minutes  later  a  3380- 
gram  baby  was  delivered  by  Cesarean  section.  It  gave  a  few  feeble 
gasps  and  died  shortly  after  birth,  although  efforts  at  resuscitation 
were  persisted  in  for  an  hour. 

Case  IX. — Woman,  not  in  labor,  died  of  broken  cardiac  compen- 
sation. A  Cesarean  section  was  immediately  performed.  The 
child  was  badly  cyanosed  at  birth  with  the  heart  going  at  about 
forty.  There  was  no  effort  at  respiration  with  prolonged  attempts 
at  resuscitation  and  the  child  succumbed. 

Case  X. — The  author's  case.  Woman  died  of  cerebral  hemor- 
rhage, verified  at  autopsy.  She  was  not  in  labor,  and  was  admitted 
with  cerebral  pressure  symptoms.  The  urine  showed  none  of  the 
findings  of  eclampsia.  The  house  surgeon  was  watching  her  closely 
and  incised  the  abdomen  and  uterus  immediately  after  death.  A 
living  child  was  delivered  that  cried  at  once  and  weighed  3500 
grams.  It  was  later  discharged  from  the  hospital  in  excellent 
condition. 

To  summarize:  Three  babies  were  stillborn.  It  is  probable  that 
the  death  of  all  these  children  occurred  before  the  death  of  the  mother. 
Four  babies  were  born  with  hearts  feebly  beating,  but  there  was  no 
attempt  at  respiration  with  prolonged  efforts  at  resuscitation.  One 
baby  gave  a  few  feeble  gasps  and  died  shortly  after  delivery.  One 
baby,  slightly  asphyxiated  at  birth,  died  on  the  sixth  day  of  pneu- 
monia. One  baby,  badly  asphyxiated  at  birth,  left  the  hospital 
living  and  well;  and  one,  crying  spontaneously  at  delivery,  was  also 
discharged  living  and  well. 

This  is  perhaps  the  largest  report  of  this  operation  from  one  clinic, 
and  shows  in  a  general  way  what  may  be  expected  as  to  the  success  of 
postmortem  delivery  by  Cesarean  section,  taking  them  as  they  come. 
Numerous  individual  successful  cases  are  to  be  found  in  the  literature, 
but  it  is  quite  to  be  suspected  that  unsuccessful  cases  are  rarely 
reported. 
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DeLee(5)  states  that  a  fetus  will  live  five  to  twenty  minutes  after  the 
death  of  the  mother,  and  that  reported  cases  of  longer  periods  are 
not  authenticated.  The  length  of  time  of  survival  depends  on  the 
suddeness  of  the  mother's  death.  The  child  lives  longer  if  she  died 
of  apoplexy,  accidental  hemorrhage,  eclampsia,  or  very  acute  in- 
fection than  if  the  agony  is  prolonged,  as  in  tuberculosis,  heart  dis- 
ease, etc.  Since  the  mother  uses  up  the  child's  oxygen,  the  latter 
usually  dies  first. 

Women  in  a  cataleptic  state  have  been  subjected  to  this  operation, 
the  operator  believing  them  dead,  but  the  first  incision  proving  the 
contrary.  Such  a  swoon  or  catalepsy  may  explain  the  long  lapse 
of  time  in  some  reported  cases  between  the  apparent  death  of  the 
mother  and  a  successful  postmortem  Cesarean  section. 

In  the  cases  herewith  presented  the  longest  interval  between  the 
death  of  the  mother  and  the  delivery  of  a  living  infant  was  seven 
minutes.  One  delivered  after  eight  minutes  gave  a  few  feeble 
gasps  and  died  shortly  after  birth.  One  delivered  after  an  interval 
of  twenty  minutes  had  a  feebly  beating  heart  but  never  made  any 
attempts  at  respiration. 

The  obvious  observation  is  that  the  success  of  the  operation  de- 
pends very  much  upon  the  promptness  with  which  it  is  done. 

Criticism  may  be  made  that  the  operation  is  unnecessarily  per- 
formed when  the  baby  is  dead.  If  a  fetal  heart  slows  and  finally 
stops  during  an  ordinary  labor  we  are  pretty  well  justified  in  con- 
cluding that  the  baby  has  perished.  But  there  are  not  a  few  living 
babies  born  in  the  usual  manner  whose  fetal  heart  it  has  been  im- 
possible to  auscultate.  Several  most  valuable  minutes  may  be  lost 
while  trying  to  get  the  fetal  heart  after  a  mother's  death;  it  may 
be  too  faint  to  hear.  So  that  unless  we  have  positive  proof  that 
the  baby  is  dead,  when  the  mother  succumbs  it  is  justifiable  to  pro- 
ceed at  once  to  postmortem  Cesarean  section.  Except  in  operating 
upon  the  dying  woman,  which  class  of  cases  this  paper  does  not 
intend  to  include,  and  where  in  rare  instances  recoveries  have  been 
reported,  asepsis  and  the  time  necessary  to  assure  it  may  be  ignored. 
With  any  cutting  instrument  at  hand  the  abdomen  and  uterus  are 
quickly  and  freely  incised  and  the  child  extracted.  The  uterus  has 
occasionally  been  observed  to  contract  after  the  extraction  of  the 
child. 

The  second  point  to  be  emphasized  is  the  importance  of  persisting 
in  prolonged  efforts  at  artificial  respiration  as  long  as  any  intermittent 
contraction  can  be  appreciated  in  the  baby's  heart  by  pressing  the 
fingers  up  under  the  left  costal  margin.     The  children  are  almost 
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invariably  born  in  severe  asphyxia  and  great  patience  is  required 
in  their  resuscitation. 
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DISCUSSION    ON    LEGAL    ASPECTS    OF    POSTMORTEM 
CESAREAN  SECTION.* 

BY 
GEO.  W.  WHITESIDE,  ESQ., 

Counsel  to  the  Medical  Society  of  the  County  of  New  York. 

The  Cesarean  operation  has  received  but  little  mention  in  either 
the  reported  cases  or  in  the  text-books  of  law,  although  it  has  been 
legally  defined  in  Black's  Law  Dictionary,  which  definition  is 
adopted  in  6  Cyc.  264  and  is  as  follows: 

"A  Cesarean  operation  is  a  surgical  operation  whereby  the  fetus, 
which  can  neither  make  its  way  into  the  world  by  the  ordinary  and 
natural  passage,  nor  be  extracted  by  the  attempts  of  art,  whether  the 
mother  and  fetus  be  yet  alive,  or  whether  either  of  them  be  dead,  is, 
by  a  cautious  and  well-timed  operation,  taken  from  the  mother, 
with  a  view  to  save  the  lives  of  both,  or  either  of  them." 

The  Encyclopedia  Britannica  informs  us  that  under  the  early 
laws  of  the  Romans  a  statute  existed  making  it  mandatory  in  the 
event  of  the  death  of  a  woman,  in  an  advanced  state  of  pregnancy, 
that  a  Cesarean  operation  should  be  performed  with  the  view  of 
saving  the  life  of  the  child. 

Where  both  mother  and  child  survive  there  are  no  novel  legal 
questions  which  arise  by  reason  of  the  fact  that  the  child's  birth 
was  by  means  of  a  Cesarean  operation,  but  where  we  have  a  post- 
mortem Cesarean  section,  we  find  a  situation  apparently  anomalous, 
wherein  a  child  is  brought  into  the  world  after  the  mother's  death, 
and  its  property  rights  might  by  reason  of  such  fact  become  seriously 
endangered  if  the  ordinary  principles  of  law  were  not  in  some  wise 
adapted  to  this  extraordinary  and  unusual  condition. 

*  Read  at  a  meeting  of  the  Section  on  Gynecology  and  Obstetrics  of  the 
N.  Y.  Academy  of  Medicine,  December  28,  1915. 
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Both  in  the  Common  Law  and  under  the  Statutes  of  our  States, 
recognition  has  for  a  long  time  been  given  to  the  not  uncommon 
circumstance  of  the  birth  of  a  posthumous  child,  and  the  term 
"posthumous"  as  applied  to  a  child  has  usually  been  regarded  as 
defining  a  child  born  after  the  death  of  its  father  and  within  the 
usual  period  of  gestation. 

The  '  cyclopedia,"  however,  recognizes  that  this  early  conception 
and  definition  of  posthumous  child  should  be  extended  to  include 
likewise  a  child  born  after  the  death  of  the  mother  when  the  Cesarean 
operation  has  been  performed.     (31  Cyc.  966.) 

The  Law  of  Inheritance  is  governed  by  the  Decedent's  Estate 
Law  in  this  State,  Laws  of  1909,  Chapter  18;  Section  93  thereof  is 
as  follows: 

"  Posthumous  Children  and  Relatives. — A  descendant  or  a  relative 
of  the  intestate  begotten  before  death,  but  born  thereafter,  shall 
inherit  in  the  same  manner  as  if  he  had  been  born  in  the  lifetime 
of  the  intestate  and  had  survived  him." 

This  section,  above  quoted,  defines  the  rights  of  posthumous 
children  in  cases  of  the  intestacy  of  their  ancestor  and  is  the  rule 
of  law  by  which  property  will  descend  to  posthumous  children  in 
the  absence  of  the  disposition  of  the  property  by  the  intestate  by 
deed  or  will.  It  is  apparent  that  it  places  the  posthumous  child 
born  after  the  death  of  its  father  in  the  same  position  respecting  the 
rights  of  inheritance  as  a  child  born  during  the  life  of  the  father,  and 
such  posthumous  child  is  placed  on  the  same  footing  as  the  other 
children  of  the  same  parent,  and  for  the  purposes  of  property  rights 
a  child  en  ventre  sa  mere  is  considered  in  esse.  So  that,  in  law,  the 
time  that  elapses  between  the  death  of  the  father  and  the  birth  of  a 
previously  begotten  child  is  completely  annihilated.  Mason  v. 
Jones,  2  Barb.  229. 

If  this  statute  applies  likewise  to  the  posthumous  child  of  the 
mother,  then  the  property  rights  of  such  child  derived  through 
intestate  succession  are  in  ever}'  wise  similar  to  a  child  born  prior 
to  the  mother's  death.  The  statute  refers  to  the  intestate  in  the 
masculine  gender,  in  the  phrases  "begotten  before  liis  death" 
and  "in  the  lifetime  of  the  intestate  should  he  survive  /z/w." 

Now  to  ascertain  whether  this  masculine  pronoun  is  used  ex- 
clusive of  the  feminine,  recourse  must  be  had  to  the  General  Con- 
struction Law,  being  Chapter  22  of  the  Consolidated  Laws.  In 
Section  22  thereof  we  have  the  following: 

"Gender. — Words  of  the  masculine  gender  include  the  feminine 
and  the  neuter,  and  may  refer  to  a  corporation  or  to  a  Board  or 
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Other  body  or  assemblage  of  persons,  and  when  the  sense  so  indicates, 
words  of  the  neuter  gender  may  refer  to  any  gender." 

If  this  broad  method  of  statutory  construction  be  applied  to  the 
section  under  discussion,  the  section  may  be  made  to  read  as 
follows : 

"A  descendant  or  a  relative  of  the  intestate  begotten  before  his 
(her)  death,  but  born  thereafter,  shall  inherit  in  the  same  manner 
as  if  he  (or  she)  had  been  born  in  the  lifetime  of  the  intestate  and 
had  survived  him  (her)." 

By  this  construction  it  would  appear  (although  I  find  no  reported 
case)  that  a  posthumous  child  born  by  means  of  a  postmortem 
Cesarean  section  would  have  the  same  right  of  inheritance  under 
the  intestacy  of  its  mother  as  though  the  mother's  death  had  oc- 
curred subsequent  to  the  child's  birth,  under  the  general  theory  and 
doctrine  by  which,  as  above  mentioned,  a  child  en  ventre  sa  fnere 
is  considered  in  esse,  when  that  child  is  a  posthumous  child. 

Let  us  inquire  now,  what  effect  the  posthumous  child  born  by 
means  of  a  postmortem  Cesarean  section  has  upon  a  Will  of  its 
mother  executed  either  prior  or  subsequent  to  beginning  of  the 
period  of  gestation. 

In  the  Decedent  Estate  Law,  Section  26,  we  have  the  following: 

"Child  born  after  making  of  Will.  Whenever  a  testator  shall  have 
a  child  born  after  the  making  of  a  Last  Will  either  in  the  lifetime  or 
after  the  death  of  such  testator,  and  shall  die  leaving  such  child  so 
after-born,  unprovided  for  by  any  settlement  and  neither  provided 
for  nor  in  any  way  mentioned  in  such  Will,  every  such  child  shall 
succeed  to  the  same  portion  of  such  parent's  real  and  personal 
estate  as  would  have  descended  or  been  distributed  to  such  child 
if  such  parent  had  died  intestate,  and  shall  be  entitled  to  recover 
the  same  portion  from  the  devisees  and  legatees  in  proportion 
to  and  out  of  the  parts  devised  and  bequeathed  to  them  by  such 
Will." 

It  is  apparent  from  this  section  that  any  child  born  after  the 
making  of  the  Will  of  the  Testator,  whether  such  child  be  posthumous 
or  not,  if  the  child  is  unprovided  for  by  settlement  or  by  the  Will 
and  is  not  mentioned  in  the  Will,  shall  receive  such  share  of  the 
testator's  estate,  despite  the  Will,  as  such  child  would  have  received 
by  the  provisions  of  the  law  of  intestacy. 

Let  us  consider  at  this  time  only  the  posthumous  child.  Under 
the  circumstances  mentioned,  such  posthumous  child  unprovided 
for  in  the  Will  of  the  testator  would  receive  its  rights  under  Section 
22  of  the  Decedent  Estate  Law  previously  discussed,  and  as  that 
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section  protects,  as  we  have  interpreted  it,  the  rights  of  the  pos- 
thumous child  of  a  woman,  such  child,  if  coming  within  the  purview 
of  Section  26  respecting  Wills,  would  be  placed  on  the  same  footing 
as  a  child  other  than  a  posthumous  child.  The  question  then  is 
does  such  posthumous  child  of  a  woman  get  the  same  rights  under 
Section  26  as  the  posthumous  child  of  a  man.  To  determine  this, 
a  slight  historical  study  of  Section  26  is  necessary.  It  is  derived 
from  Revised  Statutes,  Part  II,  Chapter  6,  Title  I,  Article  III 
Section  49.  Under  this  statute  it  was  provided  that  a  posthumous 
child  "shall  succeed  to  the  same  portion  of  the  father's  real  and 
personal  estate  as  would  have  descended  had  the  father  died 
intestate." 

Under  this  Parent  Statute,  it  was  uniformly  held  where  a  father 
had  made  his  Will  without  any  provision  or  mention  of  children 
thereafter  born,  such  children,  despite  devises  to  others  contained  in 
said  Will,  would  receive  their  share  of  their  father's  estate  as  though 
the  father  had  died  intestate.  A  case,  however,  arose  where  a  married 
woman  during  coverture  had  made  her  Will  disposing  of  her  property; 
children  were  thereafter  born  to  her  who  survived  her  and  were 
left  unprovided  for  and  unmentioned  in  her  Will,  and  it  was  held 
that  this  revised  statute,  Section  49,  which  I  have  called  the  Parent 
Statute,  applied  only  to  the  father  and  not  to  the  mother  and  that 
such  children  would  not  receive  their  shares  in  the  same  manner  as 
though  the  Will  had  been  made  by  the  father. 

This  absurd  condition  immediately  brought  to  light  the  necessity 
for  a  change  in  the  statute  and  the  case  which  I  have  mentioned 
responsible  for  bringing  this  to  light,  is  the  case  of  Cotheal  v. 
Cotheal,  40  N.  Y.  405. 

That  year  by  the  Laws  of  1869,  Chapter  22,  the  old  revised  statute 
was  amended  and  instead  of  the  word  father  the  word  parent  was 
used  and  when  this  amended  statute  came  up  for  consideration  in 
the  Matter  of  Huiell,  in  1877,  6  Demarest,  352,  it  was  held  that  the 
rights  of  an  after-born  child  under  this  statute  and  where  the  Will  is 
that  of  a  mother  are  fully  protected.  Our  present  Section  26  then  is 
substantially  the  same  as  Chapter  22  of  the  Laws  of  1869  and  in  the 
light  of  the  cases  which  have  been  considered,  this  section  must  be 
deemed  to  apply  to  the  after-born  children  of  a  woman  as  well^as 
those  of  a  man.     As  was  said  in  the  Huiell  case,  supra: 

"There  is  no  doubt  that  this  provision,  as  amended  by  Chapter 
22,  of  the  Laws  of  1869,  is  applicable  to  estates  of  testatrices  no 
less  than  to  estates  of  testators.'' 

So  then  it  seems  plain  that  the  child  born  as  a  result  of  a  post- 
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mortem  Cesarean  section,  whose  mother  had  theretofore  made  a 
Will  in  which  such  child  was  unprovided  for  and  not  mentioned, 
should  receive,  under  Section  26  of  the  Decedent  Estate  Law 
"the  same  portion  of  such  parent's  real  and  personal  estate  as 
would  have  been  distributed  to  such  child  if  such  parent  had  died 
intestate." 

We  have  already  seen  that  if  such  parent  had  died  intestate,  under 
the  provisions  of  Section  22,  such  child  would  have  received  the  same 
share  as  a  child  who  was  not  posthumous.  So,  therefore,  the  child 
in  this  instance,  would  receive  its  full  rights  of  inheritance  as  though 
it  had  been  born  during  the  life  of  its  mother.  So  then,  as  regards 
the  rights  of  such  child  born  by  postmortem  Cesarean  section,  both 
under  the  intestacy  of  its  mother  and  also  where  the  previously 
made  Will  of  the  mother  does  not  mention  or  provide  for  such  child, 
its  rights  are  in  no  wise  lost  and  are  preserved  as  fully  as  those  of  a 
child  normally  born  and  not  posthumous. 

In  the  creation  of  estates  in  real  property  we  frequently  find  a 
situation  as  follows: 

An  estate  is  given  to  A  for  his  life  and  upon  his  death  to  his 
children  or  issue,  in  fee.  Assume  that  A  is  a  married  man  and  at 
his  death  there  is  no  child  to  take  the  remainder  in  fee  under  the 
deed.  We  would  have  a  failure  of  the  estate  in  the  child  and  a 
reversion  therefore  to  the  grantor.  If,  within  the  period  of  gesta- 
tion, there  were  born  to  him  after  his  death  a  posthumous  child, 
such  child  would  take  the  fee  in  remainder  by  virtue  of  the  Real 
Property  Law,  Section  56,  as  follows: 

"When  a  future  estate  is  limited  to  heirs  or  issue  or  children, 
posthumous  children  shall  be  entitled  to  take  in  the  same  manner  as 
if  living  at  the  death  of  their  parents;  and  a  future  estate  dependent 
on  the  contingency  of  the  death  of  any  person  without  heirs,  or  issue 
or  children  shall  be  defeated  by  the  birth  of  a  posthumous  child  of 
such  person,  capable  of  taking  by  descent." 

The  latter  part  of  this  section  applies  to  cases  as  follows:  An 
estate  is  created  to  A  for  life  and  if  A  shall  die  without  issue  or  children 
the  remainder  of  said  estate  in  fee  to  B.  If  A  in  such  case  should 
die  and  there  should  be  born  to  him  a  posthumous  child  the  future 
estate  to  B  would  be  defeated  and  the  posthumous  child  would  take 
the  estate  in  fee  in  remainder.  Let  us  assume  that  A  in  each  of 
these  instances  cited  is  a  woman  and  that  the  child  is  one  born  by  a 
postmortem  Cesarean  section.  If  the  doctrine  above  referred  to 
of  a  child  en  ventre  sa  ynere  being  considered  in  esse  at  the  death  of 
the  mother  A,  the  child  en  ventre  sa  mere  is  deemed  in  esse,  and  by 
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analogy,  in  the  cases  and  statements  above  referred  to,  A  should  not 
be  considered  as  having  died  without  issue. 

Inasmuch  as  A,  a  man,  is  not  deemed  to  have  died  without  issue 
when  the  child,  yet  unborn  but  conceived,  is  within  the  mother, 
provided,  however,  that  the  child  is  subsequently  born  alive,  though 
its  life  be  but  for  an  instant  of  time;  and  if  the  estate  of  B  in  the 
cases  above  cited  is  dependant  upon  whether  or  not  to  A  issue, 
such  estate  of  B  should  by  this  analogy  be  defeated  where  the 
posthumous  child  of  A,  the  mother,  is  born  alive. 

By  Section  1902  of  the  Code  of  Civil  Procedure,  an  executor  or 
administrator  of  a  decedent  who  has  left  him  surviving  a  husband, 
wife  or  next  of  kin,  may  maintain  an  action  to  recover  damages  for 
a  wrongful  act,  neglect  or  default  by  which  the  decedent's  death  was 
caused.     Under  this  statute,  let  us  assume  a  state  of  facts  as  follows: 

A,  a  woman,  about  to  give  birth  to  a  child  upon  whom  a  surgeon 
is  about  to  perform  a  Cesarean  section,  is  suddenly  killed  by  the 
negligent  act  of  another;  that  thereafter  the  surgeon  by  post- 
mortem Cesarean  section  delivers  a  living  child.  Assume,  however, 
that  after  the  conception  of  this  child,  the  father  thereof  died;  that 
there  are  no  other  next  of  kin  of  the  mother  except  the  child.  It 
would  appear  that  under  this  Code  provision,  an  administrator 
could  be  appointed  for  the  child  and  an  action  instituted  for  the 
death  of  the  mother  and  damages  recovered  for  the  benefit  of  the 
child. 

It  has  also  been  held  in  the  matter  of  Anderson,  84  App.  Div. 
550,  that  a  posthumous  child  of  the  father  who  was  killed  through 
the  negligence  of  the  defendant,  is  entitled  to  share  in  the  damages 
recovered. 

If  the  following  words  of  the  Code  Section  giving  such  right  of 
action: 

"A  decedent  who  has  left  him  or  her  surviving  .  .  .  next  of 
kin  .    .    .   " 

are  interpreted  so  that  the  child  born  by  postmortem  Cesarean 
section  shall  be  considered  as  having  been  left  surviving  the  mother, 
which  construction  seems  fair  and  proper,  there  is  no  reason,  so 
far  as  the  writer  can  see,  why  such  action  should  not  be  main- 
tainable by  the  Administrator  of  such  child.  If  the  mother's  death 
were  due  to  the  negligence  of  the  surgeon,  the  writer  likewise  sees 
no  reason  why  a  similar  action  could  not  be  brought  for  the  benefit 
of  the  child  against  the  surgeon. 

Let  us  now  consider  briefly  the  possible  criminal  responsibility 
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of  the  surgeon  performing  the  postmortem  Cesarean  section  or 
refusing  to  perform  such  operation. 

Homicide  is  defined  by  Section  1042  of  the  Penal  Law  as  follows: 

"Homicide  is  the  killing  of  one  human  being  by  the  act,  pro- 
curement or  omission  of  another." 

Where  the  Cesarean  section  is  performed  before  the  mother's 
death  it  is  designed  to  preserve  the  life  of  both  mother  and  child  so 
that  in  its  proper  performance  there  can  be  no  criminal  responsibility. 
Where,  however,  it  should  be  performed  by  the  surgeon  and  he 
neglects  to  do  so,  the  life  of  both  mother  and  child  may  be  sacrificed. 
Assuming  that  it  is  the  means  of  saving  the  lives  of  one  or  the  other 
by  the  performance  of  the  operation,  does  his  omission  to  perform 
the  same  which  results  in  the  death  of  one  or  both,  constitute  homi- 
cide? If  either  mother  or  child  is  killed  by  the  omission  of  the 
surgeon  to  perform  the  operation,  does  it  not  seem  clear  that  the 
definition  of  Homicide  is  satisfied. 

At  Section  1054  of  the  Penal  Law,  I  find  Homicide  is  excusable 
when  committed  by  accident  and  misfortune  in  lawfully  correcting 
a  child  or  servant  or  in  doing  any  other  lawful  act  by  lawful  means 
with  ordinary  caution  and  without  any  unlawful  intent.  If,  under 
the  circumstances  above  mentioned,  the  surgeon's  omission  to 
perform  the  Cesarean  section  is  due  to  his  performance  of  other 
lawful  acts,  looking  to  the  saving  of  the  life  of  the  mother  and  the 
child  by  lawful  means,  with  ordinary  caution,  and  without  un- 
lawful intent,  it  would  seem  that  such  homicide,  under  this  defini- 
tion, might  be  considered  as  excusable.  If  we  assume  that  such 
omission  is  homicide  it  does  not  constitute  murder  in  the  first 
degree  unless  there  is  a  premeditated  and  deliberate  design  to  effect 
the  death  of  the  person  killed;  or  murder  in  the  second  degree 
unless  there  is  also  a  design  to  effect  the  death  of  another,  without 
the  element  of  deliberation  and  meditation.  But  if  such  omission 
resulting  in  death,  is  without  design  to  effect  death  but  by  culpable 
negligence,  it  would  seem  that  such  an  offense  might  be  considered 
as  manslaughter  in  the  second  degree. 

This  last  analysis  of  criminal  responsibility  is  purely  speculative 
and  not  founded  upon  any  precedent.  But  inasmuch  as  our 
statutes  are  interpreted  in  the  light  of  scientific  progress,  what 
might  not  have  been  considered  as  culpable  negligence  half  a  century 
ago,  to-day  would  be  considered  as  gross  culpable  negligence.  This 
principle  is  well  founded  in  precedent  and  has  found  expression  in 
cases  where  safety  devices  of  recent  invention  readily  available 
but  unheard  of  and  unknown  half  a  century  ago  are  omitted  from 
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use  by  those  upon  whom  responsibility  for  their  use  rests;  and  when 
a  human  Ufe  is  sacrificed  through  such  failure  and  neglect,  the  courts 
have  considered  such  omission  as  constituting  culpable  negligence 
and  have  held  those  responsible  therefor,  upon  a  charge  of  man- 
slaughter in  the  second  degree.  This  is  particularly  true  in  the 
engineering  field  and  its  appUcation  to  medical  surgery  but  awaits 
the  opportunity  which  a  specific  case  may  aflford. 
27  William  Street. 


END  RESULTS  IN  CASES  OPERATED  FOR  SALPINGITIS.* 

BY 
E.  MacD.  STANTON,  M.  D.,  F.  A.  C.  S., 

Schenectady,   X.  Y. 

Pelvic  inflammatory  disease  of  tubal  origin  is  one  of  the  most 
frequent  conditions  which  the  surgeon  is  called  upon  to  treat. 
The  fundamental  principles  involved  in  this  field  of  surgery  were 
most  of  them  worked  out  many  years  ago  by  Lawson  Tait.  Since 
then  thousands  of  operations  for  pelvic  inflammatory  disease  have 
been  performed  each  year.  There  is  scarcely  a  surgeon,  anywhere, 
who  does  not  deem  himself  capable  of  operating  for  salpingitis,  and 
yet  if  our  standard  of  success  is  to  be  measured  in  terms  of  the  health 
and  well  being  of  these  patients  in  the  years  following  the  time  when 
they  come  under  our  care,  we  must  soon  recognize  that  while  a 
certain  degree  of  technical  skill  is  absolutely  necessary,  a  sound 
surgical  judgment  is  the  chief  requisite  of  success. 

For  the  purpose  of  bringing  before  you  several  of  the  problems 
which  confront  the  surgeon  in  this  field  I  have  analyzed  the  results 
obtained  in  100  patients  operated  by  myself  for  pelvic  peritonitis 
of  tubal  origin.  In  selecting  this  group  I  have  taken  the  first 
100  cases  whose  postoperative  condition  I  have  been  able  to  trace 
for  a  time  sufficient  to  determine  the  end  result.  At  operation  the 
pathological  diagnosis  was  acute  salpingitis  in  six  cases,  pyosal- 
pinx  in  thirty-four,  tuboovarian  abscess  in  seventeen,  hydrosalpinx 
in  thirteen  and  chronic  salpingitis  in  thirty. 

The  figures  obtained  from  analyzing  a  series  of  100  cases  are 
of  almost  no  value  from  a  statistical  standpoint.  From  a  clinical 
viewpoint,  however,  the  group  is  sufficiently  large  to  bring  clearly 
before  us  the  chief  problems  which  the  surgeon  has  to  solve. 

In  this  series  there  were  three  postoperative  deaths  as  follows: 

*  Read  before  the  meeting  of  the  Fourth  District  Branch  of  the  Medical 
Society  of  the  State  of  New  York  at  SaranacLake,  Oct.  12,  1915. 
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Case  I. — Female,  age  about  thirty-five.  This  patient  was 
admitted  on  the  fifth  day  following  delivery  and  on  the  third  day  of  a 
general  peritonitis.  On  admission  the  abdomen  was  absolutely 
rigid,  the  skin  was  cold  and  clammy  and  the  pulse  could  not  be 
counted  at  the  wrist.  The  patient  was  put  on  the  Ochsner  treat- 
ment, and  I  fully  expected  her  to  die  within  a  few  hours.  Much  to 
my  surprise  she  survived  the  night  following  admission  and  was 
decidedly  better  the  next  morning,  and  continued  to  improve  until 
the  temperature  reached  normal  on  the  ninth  day  of  the  peri- 
toneal infection.  I  wanted  to  operate  at  this  time  but  owing  to 
difficulty  in  reaching  her  relatives  the  operation  was  delayed  for 
four  days.  In  the  meantime  a  left  parotiditis  had  developed,  and 
although  on  the  thirteenth  day  of  the  peritoneal  infection  a  well- 
defined  pelvic  abscess  containing  more  than  two  quarts  of  pus  was 
opened  and  drained,  the  patient  died  of  asphyxia  due  to  Ludwig's 
angina  three  days  after  the  operation.  The  abdomen  was  perfectly 
flat  at  this  time,  all  symptoms  of  an  active  peritonitis  having 
disappeared. 

Case  II. — ^Colored  female,  aged  thirty-five.  Patient  sick  for 
several  weeks  and  very  ill  for  past  four  days.  Could  not  give 
a  satisfactory  history  as  to  onset  of  trouble.  Pulse  140,  very  irregular. 
Respirations  shallow  and  painful.  Abdomen  distended,  rigid  to 
umbilicus  with  mass  filling  lower  half.  Pelvis  full  of  exudate. 
A  vaginal  puncture  was  attempted  under  spinal  anesthesia,  but 
a  subserous  fibroid  was  encountered  behind  the  uterus  and  the 
drainage  was  unsatisfactory.  Five  days  later  using  novocaine  and 
ether  anesthesia  a  right  tuboovarian  abscess  and  left  pyosalpinx 
were  readily  removed  through  a  median  incision  and  the  pelvis 
drained.  The  pulse  during  the  operation  ranged  from  140  to  160 
and  was  very  irregular  so  that  the  condition  of  the  patient  did 
not  permit  of  further  exploration  at  this  time.  She  seemed  to 
improve  slightly  for  several  days  but  died  suddenly  on  the  seventh 
day  following  the  laparotomy.  Autopsy  showed  a  large  subdiaphrag- 
matic abscess  in  both  upper  quadrants.  This  abscess  was  not  de- 
monstrable by  ordinary  methods  of  physical  examination  and  the 
condition  of  the  patient  was  always  too  precarious  to  permit  of 
exploration  other  than  that  which  was  done. 

Case  III. — Female,  aged  thirty.  Patient  complained  of  left  renal 
colic.  Cystoscopic  examination  showed  the  left  ureter  swollen  and 
pouting.  Collargol  plate  of  left  kidney  showed  normal  pelvis  and  no 
stone  in  ureter.  Pelvic  examination  showed  inflammatory  mass  in 
left  fornix.  Laparotomy.  Left  tube  and  ovary  firmly  bound  down  in 
region  of  ureter.  Left  tube  and  ovary  excised,  abdomen  closed. 
Patient  died  two  days  after  operation  from  general  peritonitis. 
Autopsy  showed  that  the  stitch  ligating  the  very  short  left  ovarian 
pedicle  had  been  passed  through  the  ureter  adherent  beneath  the 
pedicle  and  that  urine  had  leaked  through  this  stitch  hole  into  the 
general  peritoneal  cavity.  This  is  the  only  death  due  to  a  gross  error 
in  operative  technic  in  a  series  of  over  2000  surgical  opera- 
tions.    The  proximity  of  the  ureter  was  fully  recognized  at  the 
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time  of  the  operation  but  nevertheless  it  was  injured  in  passing 
the  stitch. 

The  first  problem  which  presents  itself  in  the  treatment  of  these 
cases  is  the  question  as  to  whether  or  not  an  operation  should  be 
advised.  Unquestionably  a  very  considerable  proportion  of  pelvic 
infections  will  clear  up  entirely  if  left  alone.  The  woman  with  a 
pelvic  infection  should  be  given  a  fair  chance  to  recover  without  an 
operation.  This  does  not  mean,  however,  that  she  should  spend 
many  weeks  or  months  in  bed  when  she  could  be  safely  cured  in 
three  weeks  by  appropriate  surgery.  Neither  does  it  mean  that 
she  should  go  through  mariy  repeated  attacks.  As  a  rule  I  believe 
the  first  attack  should  be  treated  wholly  conservatively  or  at  least 
so  until  it  is  proven  that  the  convalescence  is  not  going  to  be  reason- 
ably prompt.  In  the  recurrent  cases,  especially  if  there  have  been  ^ 
number  of  attacks,  the  recurrences  themselves  are  proof  of  the  failure 
of  nonoperative  methods.  Most  of  these  should  be  operated  at 
the  first  safe  opportunity;  likewise,  the  patient,  who  following  one 
definite  attack,  never  gets  reasonably  complete  relief.  In  the  series 
I  am  now  reporting  the  decision  in  favor  of  operation  was  reached 
according  to  the  above  indications  in  all  but  four  cases.  In  these 
four  the  onset  of  the  trouble  was  of  such  a  character  as  to  make  the 
exclusion  of  other  more  dangerous  lesions,  such  as  acute  appendicitis, 
questionable,  and  it  was,  therefore,  decided  to  operate  without 
waiting  for  further  developments. 

The  second  problem  has  to  do  with  the  time  when  these  patients 
should  be  operated.  Six  in  this  series  including  the  four  above 
mentioned  were  operated  within  thirty-six  hours  of  the  first  onset  of 
the  trouble.  In  each  the  attack  began  so  suddenly  and  with' such 
severity  as  to  suggest  the  possibility  of  some  other  condition.  An 
acute  purulent  salpingitis  with  early  peritonitis  was  found  in  each 
and  all  made  prompt  and  uneventful  recoveries.  The  other  ninety- 
four  patients  were  operated  after  the  subsidence  of  the  acute 
symptoms. 

In  the  acute  case  if  the  patient  be  put  to  bed  and  reasonable 
care  is  exercised  to  insure  mechanical  rest  of  the  infected  region  the 
temperature  will  reach  normal  in  the  great  majority  on  about  the 
eighth  or  ninth  day.  By  this  time  a  relative  immunity  against 
the  infecting  organism  has  been  established,  after  which  there  is 
little  danger  of  spreading  the  infection  by  operative  manipulations. 
If  the  temperature  remains  normal  and  the  general  condition  con- 
tinues to  improve  the  operation  should  be  deferred  as  long  as  the 
inflammatory  exudates  continue  to  be  absorbed.     In  abscess  cases 


STANTON:  RESULTS  IN  CASES  OPERATED  FOR  SALPINGITIS   1061 

after  several  days  of  normal  temperature  there  usually  develops  an 
afternoon  temperature  of  a  septic  type.  Under  these  circumstances 
I  have  operated  without  further  delay.  In  a  number  of  instances 
I  have  had  to  be  content  with  the  simple  drainage  of  abscess  cavities, 
yet  the  results  have  been  excellent. 

The  third  problem  has  to  do  with  the  route  to  be  selected.  All 
of  the  patients  in  this  series  were  treated  by  laparotomy.  In  only 
one  case  was  a  vaginal  puncture  made  five  days  before  the  abdominal 
section.  I  am  fully  aware  of  the  arguments  in  favor  of  vaginal 
puncture  in  properly  selected  cases.  I  do  not,  however,  believe 
that  the  drainage  of  a  pelvic  abscess  through  an  abdominal  incision 
is  a  dangerous  procedure  provided  one  does  not  operate  during  the 
acute  stage  of  the  infection.  By  the  time  the  great  majority  of  ab- 
scess cases  are  ready  to  be  operated  the  possible  advantages  of  the 
vaginal  incision  are  overbalanced  by  the  fact  that  even  when  simple 
drainage  alone  is  employed  more  accurate  and  thorough  work  can  be 
done  from  above.  Through  a  laparotomy  incision  the  offending 
tubes  may  in  the  great  majority  of  cases  be  safely  removed.  If  it 
is  not  ad\'isable  to  remove  them  the  pockets  of  pus  may  be  opened  no 
matter  where  situated  and  drains  properly  inserted.  Fenger(i) 
as  long  ago  as  1893  called  attention  to  the  excellent  results  obtained 
by  simply  incising  and  draining  the  tubes  through  a  laparotomy 
incision  in  cases  in  which  it  was  deemed  unsafe  to  attempt  their 
removal.  It  is  a  curious  fact  that  a  number  of  surgeons  who  are 
most  enthusiastic  advocates  of  conservative  vaginal  puncture 
become  ultra  radicals  the  minute  they  get  the  abdomen  opened. 
This  is  not  at  all  necessary  pro\dded  we  always  have  in  mind,  first, 
the  safety  of  our  patient,  and  second,  the  fact  that  nature  with  a 
little  judicious  help  can  take  care  of  most  pelvic  infections. 

In  three  cases  in  this  series  nothing  was  done  other  than  to  drain 
the  abscesses.  One  patient,  reported  above,  died  of  Ludwig's 
angina.  The  other  two  made  uninterrupted  and  perfect  recoveries. 
In  four  additional  cases  of  pyosalpinx  it  was  found  impossible  with- 
out great  danger  to  the  patient  to  remove  both  of  the  infected  tubes. 
The  convalescence  in  one  was  greatly  delayed  by  the  development  of 
a  fecal  fistula  caused  by  sloughing  of  the  intestine  at  a  point  where 
it  had  been  adherent  to  the  tube  removed.  It  would  have  been 
better  in  this  case  not  to  have  attempted  the  removal  of  either  tube. 
The  other  three  patients  made  perfect  recoveries,  and  have  suffered 
no  inconveniences  from  the  tubes  left  behind. 

When  the  abdomen  is  opened  the  infected  tubes  should  be  removed 
if  this  can  be  done  with  safetv  but  the  chances  of  an  excellent  result 
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following  simple  but  thorough  drainage  as  recommended  by  Fenger 
are  so  good  that  the  life  of  the  patient  should  never  be  seriously 
endangered  by  unwarranted  attempts  to  do  complete  operations. 
In  fact  it  is  quite  possible  that  it  is  actually  safer  to  leave  an  already 
diseased  tube  after  providing  ample  facilities  for  drainage  than  it  is 
to  do  a  unilateral  salpingectomy  when  one  tube  presents  a  rela- 
tively normal  looking  appearance.  Lawson  Tait(2)  was  one  of  the 
first  to  emphasize  the  fact  that  only  a  very  special  desire  for  subse- 
quent pregnancy  ever  justifies  leaving  a  relatively  normal  looking 
tube  if  the  other  tube  shows  evidence  of  recent  infection.  The  dis- 
ease, and  especially  the  gonorrheal  t\^e,  is  almost  always  bilateral. 
A  unilateral  salpingectomy  done  before  the  other  tube  has  become 
infected  is  usually  followed  by  infection  in  the  remaining  tube. 
Four  patients  in  this  series  had  previously  had  a  unilateral  salpingec- 
tomy performed  by  some  other  surgeon. 

A  fourth  problem  has  to  do  with  the  methods  of  drainage  in  the 
laparotomy  cases.  Forty-one  patients  in  this  series  were  drained 
all  through  the  lower  angle  of  the  suprapubic  incision.  In  the 
abdomen  the  theoretical  advantages  of  gravity  as  an  aid  to  drainage 
are  largely  negated  by  the  intraabdominal  pressure  which  is  amply 
sufficient  to  close  the  drainage  cavities.  Even  in  the  deepest  pelvic 
abscesses  the  pressure  of  the  column  of  pus  in  the  unobstructed 
drainage  tube  is  less  than  1.5  mm.  (1{q  inch)  of  mercury — an  insig- 
nificant factor  even  from  the  theoretical  viewpoint. 

One  of  the  advantages  claimed  for  drainage  through  the  culde- 
sac  of  Douglas  in  laparotomy  cases  is  the  supposed  avoidance  of 
ventral  hernia.  One  advocate  of  vaginal  drainage(3)  stated  a  few 
years  ago  that  ventral  hernias  would  probably  result  in  50  per  cent, 
of  wounds  drained  suprapubically.  In  a  recent  study  of  the  ventral 
hernias  following  appro.ximately  500  laparotomies  performed  by  my- 
self I  find  these  hernias  developing  in  only  about  three  per  cent,  of 
drained  cases  unless  the  sutured  portion  of  the  incision  is  broken 
down  by  the  infecion.  In  the  present  series  only  one  of  the  forty-one 
drained  cases  has  developed  a  ventral  hernia.  On  the  other  hand, 
three  ventral  hernias  have  developed  in  the  fifty-nine  undrained 
cases.  In  the  forty-one  drained  cases  in  this  series  there  was  no 
instance  in  which  I  believe  the  results  in  any  way  could  have  been 
bettered  by  vaginal  drainage  through  the  culdesac. 

No  problem  in  gynecology  has  been  more  thoroughly  discussed 
both  pro  and  con  than  the  question  of  the  preservation  of  the 
ovaries  in  these  cases.  In  this  series  one  or  both  ovaries  were  pre- 
served in  si.xty-seven  patients,  while  in  thirty-three  both  ovaries 
were  removed.     Among  the  sixty-seven  in  whom  one  or  both  ovaries 
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were  saved  there  were  several  instances  in  which  one  ovary  was 
moderately  swollen  and  tender  for  three  or  four  months  following  the 
operation,  but  in  only  two  of  the  sixty-seven  patients  did  an  ovary 
subsequently  undergo  markedly  painful  cystic  degeneration,  and 
one  of  these  patients  when  last  seen  three  years  after  the  operation 
was  practically  free  from  symptoms. 

Turning  to  the  thirty-three  patients  in  whom  both  ovaries  were 
removed  we  find  that  fourteen  were  cases  of  double  tuboovarian 
abscesses  while  in  the  remaining  nineteen  both  ovaries  either  showed 
serious  pathological  changes  or  the  patients  were  over  forty  years  of 
age  at  the  time  of  operation.  Among  these  thirty-three  patients 
seven  are  known  to  have  had  decidedly  troublesome  symptoms  of  the 
surgical  menopause.  The  others  either  had  no  symptoms  of  a 
surgical  menopause  or  they  were  so  slight  as  to  cause  no  complaint 
from  the  patient.  As  regards  the  incidence  and  severity  of  the  post- 
operative symptoms  referable  to  removal  of  the  ovaries  these  results 
are  similar  to  those  reported  by  other  surgeons. 

One  fact  worthy  of  note  is  that  in  my  series  the  worst  instances  of 
surgical  menopause  have  occurred  in  the  older  women  who  were 
still  menstruating  at  the  time  of  the  operation.  This  point  has  been 
previously  noted  by  01shausen(4)  and  Peterson(5)  who  state  that 
the  idea  that  the  younger  the  woman  the  more  will  she  suffer  from 
the  symptoms  of  the  menopause  after  double  oophorectomy  is  not 
necessarily  true.  As  a  matter  of  fact  the  greatest  percentage  of 
suffering  occurs  in  women  operated  between  the  ages  of  forty  and 
forty-four. 

From  the  viewpoint  of  the  surgeon  the  results  after  double 
oophorectomy  have  been  very  satisfactory.  The  patients  too  are 
satisfied,  and  yet  when  I  look  at  the  present  condition  of  these  pa- 
tients from  the  broader  standpoint  of  mental,  nervous  and  physical 
stability  I  cannot  help  but  feel  that  if  I  were  a  woman  I  would 
take  the  chances  of  a  second  operation  rather  than  have  both 
ovaries  removed  unless  the  indications  for  removal  were  absolutely 
imperative. 

For  me  no  problem  of  surgical  judgment  has  been  more  difiicult 
than  the  question  of  hysterectomy  in  these  cases.  In  most  instances 
the  additional  operative  risk  is  very  slight  but  it  is  always  a  factor 
worthy  of  consideration.  If  the  dangers  and  inconveniences  of 
subsequent  retroversion,  metrorrhagia,  leucorrhea,  tumor  growths, 
etc.,  could  be  avoided  without  inviting  other  equally  distressing 
complications  I  would  do  a  hysterectomy  in  a  much  larger  propor- 
tion of  cases  but  most  of  these  patients  are  young  women  and  years 
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after  a  hysterectomy  they  may  develop  a  vaginal  atrophy  or  a 
vaginitis  far  more  troublesome  than  any  uterine  complications  which 
they  might  have  had.  Furthermore,  it  is  a  well-knowTi  fact  that 
with  hysterectomy,  even  when  an  ovary  is  retained,  from  40  to 
60  or  more  per  cent,  of  patients  will  suffer  from  the  nervous 
symptoms  of  the  surgical  menopause,  and  lastly  we  must  not  forget 
that  hysterectomy  often  has  a  most  profound  influence  on  the  sexual 
life  of  the  patient. 

In  this  series  the  uterus  was  removed  seven  times — always  by 
supravaginal  hysterectomy.  Five  of  the  hysterectomies  were 
performed  because  of  a  history  of  excessive  flowing,  and  I  believe 
that  this  should  usually  be  an  indication  for  hysterectomy  unless 
there  is  some  special  reason  for  preserving  menstruation.  Of  the 
ninety-three  nonhysterectomized  patients  in  only  two  was  excessive 
flowing  an  important  factor  after  the  operation.  Both  were  reheved 
by  a  secondary  curettage. 

Probably  the  most  frequent  relative  indication  for  hysterectomy  is 
the  leucorrhea  incident  to  the  uterine  infection.  Some  operators 
would  make  this  a  very  frequent  indication  for  removing  the  uterus. 
However,  it  is  worthy  of  note  that  the  one  patient  in  this  series  on 
whom  a  hysterectom}'  was  done  because  of  a  leucorrhea  was  greatly 
improved  for  a  few  months  but  later  developed  a  very  troublesome 
vaginitis  which  resisted  all  forms  of  treatment. 

Among  the  ninety-three  patients  not  subjected  to  hysterectomy 
there  were  several  who  for  a  time  complained  of  a  leucorrhea  but 
gradually  the  uterine  infection  subsided  and  to-day  I  believe  each 
of  these  women  is  better  off  with  her  uterus  than  she  would  be 
without  it. 

In  order  to  guard  against  postoperative  retroversion  one  should 
take  special  pains  not  to  injure  the  round  ligaments  during  removal 
of  the  tubes  and  at  the  close  of  the  operation  they  may  usually  be 
shortened  by  stitching  them  over  the  uterine  cornua.  In  addition 
the  uterus  may  be  temporarily  suspended  by  passing  through  the 
fundus  and  the  abdominal  wall  a  silkworm-gut  suture  which  can  be 
later  removed  along  with  the  skin  stitches.  The  subsequent 
development  of  troublesome  retroversion  has  not  been  a  factor  in 
this  series. 

In  studying  the  after-results  in  this  series  I  have  been  somewhat 
surprised  by  the  almost  complete  absence  of  symptoms  ordinarily 
attributable  to  adhesions.  From  the  viewpoint  of  the  pathologist 
I  have  never  been  an  enthusiast  over  the  prevention  of  adhesions 
by  the  various  special  technics  devised  for  this  purpose.     I  have  used 
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ordinary  care  in  closing  over  denuded  surfaces  when  the  same  could 
be  done  without  putting  tension  on  parietal  peritoneum,  and  have 
been  careful  that  at  the  close  of  the  operation  all  organs  should  lie  in 
as  near  normal  relationship  one  to  another  as  possible. 

In  my  experience  enteroptotics,  visceral  hypersensitives  and 
allied  neurasthenics  who  are  operated  by  an  inquisitive  surgeon 
without  definite  pathological  findings  are  the  patients  most  likely  to 
complain  of  so-called  adhesion  symptoms.  The  relative  absence  of 
adhesion  symptoms  in  this  group  is,  I  believe,  due  partly  to  the  fact 
that  the  series  is  composed  wholly  of  patients  operated  for  a  real 
pathology. 

In  conclusion  let  me  say  that  the  attitude  of  the  surgeon  toward 
these  cases  will  probably  always  depend  to  a  considerable  extent 
upon  the  mental  bias  of  the  operator  himself.  The  innate  radical 
will  do  radical  operations,  while  the  naturally  conservative  man  will 
remove  as  little  as  possible  and  trust  much  to  nature.  My  own 
experience,  confirmed  by  careful  checking  of  the  late  results  following 
operation,  has  tended  to  place  me  on  the  side  of  the  conservatives. 
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POSTERIOR   DISLOCATION   OF  THE  LOWER   HUMER.\L 
EPIPHYSIS  AS  A  BIRTH  INJURY.* 

BY 
EDWARD  D.  TRUESDELL,  M.  D., 

New  York  City. 
(With  seventeen  illustrations.) 

The  violence  to  which  the  infant  is  often  subject  during  its  birth 
is  considerable  and  derived  from  two  sources.  The  difficulty  of 
effecting  delivery  in  many  operative  cases  on  the  one  hand  and  the 
frequent  intensity  of  the  uterine  contractions  on  the  other,  must  com- 
bine to  produce  many  injuries  to  structures  as  delicate  as  are  those 

*  Read  at  a  meeting  of  the  Section  on  Obstetrics  and  Gynecology  of  the  New 
York  Academy  of  Medicine,  December  28,  1915. 
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of  the  infant  at  term.  Obvious  birth  injury  of  the  infant  is  noe 
uncommon  and  it  is  likely  that  many  injuries  of  lesser  degree  escapt 
detection  altogether,  even  upon  careful  examination.  Fractures  of 
the  bones  of  the  extremities  when  present  are  apparent,  while  dis- 


1.  2.  3. 

Figs,  i  to  3. — Diagram  representing  the  pathology  of  backward  dislocation 
of  the  lower  humeral  epiphysis:  a  kej'  to  the  radiographs  representing  this 
lesion. 

Fig.  I  shows  the  lateral  aspect  of  the  left  humerus  in  the  new-born,  with  the 
relatively  large  cartilaginous  epiphyses  at  either  end  of  the  bony  humeral  shaft. 
The  upper  epiphysis  is  shown  containing  a  nucleus  of  bone,  the  ossiiication  center. 
This  is  frequently  present  at  birth,  when  it  is  regularly  noted  in  the  radiograph. 
The  ossification  centers  in  the  lower  epiphysis  produce  no  bone  before  the  second 
half  of  the  first  year.  As  a  cartilaginous  epiphysis  in  the  normal  state  throws 
no  shadow  on  the  x-ray  plate,  radiographs  of  the  new-born  will  make  no  dis- 
tinction between  a  backward  dislocation  at  the  elbow  and  a  dislocation  backward 
of  the  lower  humeral  epiph\-sis. 

Fig.  2  represents  a  fresh  dislocation  backv.-ard  of  the  lower  humeral  epiphysis. 
The  periosteum  has  been  torn  across  at  the  epiphyseal  line  in  front,  the  epiphysis 
has  been  displaced  backward  carrying  with  it  the  intact  periosteum  stripped 
upward  from  the  posterior  surface  of  the  humeral  shaft. 

Fig.  3  indicates  Nature's  procedure  in  the  process  of  repair.  A  new  and  com- 
posite portion  of  humeral  shaft  is  evolved,  made  up  of  new  bone  formed  beneath 
the  stripped-up  periosteum  behind  and  including  a  portion  of  the  original  shaft 
in  front,  the  superfluous  part  of  the  latter  being  absorbed.  As  the  new  bone  is 
deposited  more  rapidly  than  the  old  is  absorbed  serial  radiographs  of  this  injury 
should  show  progressive  formation  of  new  bone  along  the  posterior  surface  of  the 
humeral  shaft  in  the  earlier  pictures,  while  in  the  later  there  should  be  noted  a 
beveling  off  of  the  lower  i)art  of  the  bone  in  front.  In  this  way  the  displaced 
epiphysis  will  be  reinstated  in  its  normal  position  at  the  lower  extremity  of  the 
shaft  of  the  humerus. 


locations  of  the  cartilaginous  epiphyses,  familiar  in  children,  are 
more  often  suspected  than  proven  to  exist  in  the  new-born.  The 
opportunity  for  operative  confirmation  is  unusual,  post-mortem  ex- 
aminations of  the  stillborn  do  not  as  a  rule  include  the  extremities, 
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while  a  cartilaginous  epiphysis  lacking  a  nucleus  of  bone  within  its 
substance  does  not  reveal  its  whereabouts  with  precision  upon  the 
.T-ray  plate.  The  ossification  centers  of  the  lower  humeral  epiphysis 
do  not  produce  bone  until  the  latter  part  of  the  first  year,  and  for 
this  reason  evidence  available  for  the  establishment  of  posterior  dis- 


FiG.  4. — Experimental  dislocation  of  the  lower  humeral  epiphysis  in  the  new- 
born. The  epiphysis  is  displaced  backward  but  is  still  attached  to  the  shaft  of 
the  bone  by  a  bridge  of  periosteum.  The  rupture  of  the  periosteum  at  the  epi- 
phj'seal  line  in  front  is  shown. 

location  of  this  epiphysis  as  a  definite  birth  injury  must  be  other 
than  a  radiograph  showing  this  displacement  as  such.  Presumptive 
evidence  is  of  three  sorts.  Certain  obstetrical  procedures  are  such 
as  might  readily  produce  this  lesion;  force  similarly  applied  about 
the  elbow-joint  in  the  full-term  still-born  infant  has  produced  this 
injury  experimentally;  radiographs  will  present  direct  evidence  of 


Fig.  5. — Radiograph  of  the  preceding  specimen.  The  contrast  between  the 
bone  of  the  shaft  and  the  cartilage  of  the  epiphyses  is  well  indicated,  the  upper 
epiphysis  containing  a  nucleus  of  bone  at  the  ossification  center,  the  lower  being 
displaced  backward  from  its  normal  position  but  still  attached  to  the  shaft  by  the 
bridge  of  intact  periosteum.  The  cup-shaped  depression  in  the  upper  surface  of 
the  lower  epiphysis  which  normally  contains  the  lower  e.xtremit}'  of  the  shaft  is 
referred  to  in  some  of  the  radiographs  to  follow. 


the  presence  of  this  injury  if  it  be  understood  that  periosteum 
stripped  up  from  the  shaft  of  a  bone  in  the  new-born  deposits  new 
bone  along  its  course.  Nature,  moreover,  is  accustomed  to  con- 
struct a  new  portion  of  shaft  to  attach  a  cUsplaced  epiphysis  to  the 
original,  discarding  such  parts  of  the  latter  as  are  unnecessary  for 
this  purpose.     This  procedure  has  already  been  observed  in  radio- 
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Fig.  6. — Case  I.  Radiograph  of  arm  of  infant  two  weeks  old.  A  mass  of 
callus  could  be  felt  about  the  latter  part  of  the  humerus,  and  a  supracondylar 
fracture  was  suspected.  The  site  of  fracture  in  all  cases  of  birth-fracture  of  the 
humerus  observed  has  been  at  or  near  the  center  of  the  shaft  of  the  bone,  and 
radiographs  of  these  fractures  have  commonly  been  made  in  the  antero-posterior 
direction.  As  the  story  of  backward  dislocation  of  the  lower  humeral  epiphysis  is 
told  in  serial  radiographs  showing  the  lateral  aspect  of  the  arm  it  is  not  surprising 
that  the  nature  of  the  injury  present  was  not  appreciated  in  this  case,  the  first 
coming  under  observation. 


Fig.  7. — Case  II.  Antero-posterior  radiograph  of  arm  of  infant  eight  days  old, 
considered  a  possible  fracture  of  the  humerus.  No  fracture  was  found  but 
deposits  of  new-formed  bone  were  noted  about  the  lower  extremity  of  the  shaft 
of  the  humerus.  The  lesions  as  observed  upon  the  .v-ray  plate  in  this  and  the 
preceding  radiograph  are  so  strikingly  similar  as  to  be  practically  identical. 
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Fig.  8. — Case  11.  Lateral  view  of  same  arm.  A  beginning  deposit  of  new 
bone  is  shown  upon  the  posterior  surface  of  the  shaft  of  the  humerus.  This  is  in 
the  shape  of  a  slender  wedge,  with  base  below,  covering  half  the  length  of  the 
bone,  and  would  seem  to  occupy  the  space  formed  in  backward  dislocation  of  the 
lower  humeral  epiphysis  between  the  stripped  up  periosteum  and  the  shaft  of  the 
humerus.     (See  Fig.  2.) 


Fig.  9. — Case  III.  Radiograph  of  arm  of  infant  one  week  old.  During  the 
delivery  of  the  extended  arms  following  version  it  was  thought  that  the  humerus 
had  been  fractured.  Earher  pictures  had  ruled  out  fracture.  As  dislocation  of 
the  lower  humeral  epiphysis  had  been  considered  as  a  possible  explanation  of  the 
a;-ray  findings  in  Cases  I  and  II,  radiographs  were  made  in  this  case  at  the  end  of 
the  first  week  in  expectation  of  the  appearance  of  new  formed  bone  about  the 
lower  extremity  of  the  humerus.  Evidence  of  the  existence  of  this  lesion  in  the 
new-born  was  directly  sought  for  in  this  case. 
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graphs  of  a  case  of  dislocation  of  the  lower  femoral  epiphysis,  where 
the  bone  nucleus  within  the  epiphysis  clearly  indicated  the  disloca- 
tion, and  serial  radiographs  of  these  corresponding  injuries  of  the 
humerus  and  femur  present  a  striking  analogy.  Three  cases  of 
birth  injury  to  the  arm  form  the  basis  of  the  present  paper.  In 
all  three  delivery  had  been  accomplished  by  version  with 
breech  extraction,  with  extension  of  the  arms  above  the  after- 
coming  head  in  the  pelvic  brim.  In  the  third  case  some 
structure  was  felt  to  give  way  during  the  manipulation  of  the 
arms  and  it  was  thought  that  the  humerus  had  been  fractured. 
The  first  infant  was  brought  into  the  Lying-in  Hospital  from  the 
outdoor  division  when  two  weeks  old.     The   arm  was  hanging  at 


Fig.  io. — Case  III.  Antero-posterior  view  of  same  arm  at  the  fourth  week. 
Deposits  of  new  bone  have  appeared  about  the  lower  extremity  of  the  humeral 
shaft.  This  picture  is  shown  to  connect  Cases  I  and  II  (Figs.  6  and  7)  with 
Case  III  although  at  a  stage  two  weeks  later  than  Fig.  6,  and  three  weeks  later 
than  Fig.  7. 

the  side  and  a  diagnosis  had  been  made  of  Erb's  birth  paralysis. 
Examination  of  the  arm  disclosed  the  presence  of  a  hard  mass,  prob- 
ably callus,  about  the  lower  extremity  of  the  humerus.  This  was 
thought  to  indicate  a  supracondylar  fracture  of  the  humeral  shaft, 
although  no  such  birth  fracture  had  been  observed  in  radiographs 
made  in  the  routine  examination  of  arm  injuries  covering  a  period 
of  several  years.  The  radiograph  showed  no  fracture  but  did  show 
that  the  mass  felt  consisted  of  new-formed  bone,  deposited  about 
the  lower  extremity  of  the  humerus.  Efforts  to  find  this  case  later 
for  further  observations  were  unsuccessful,  although  it  was  learned 
from  interested  and  apparently  well-informed  neighbors  that  the 
infant  had  completely  recovered  the  use  of  the  injured  arm.     In  the 
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second  case  the  only  .v-ray  observations  made  were  those  at  the 
eighth  day.     This  case  too  had  been  thought  to  have  a  fracture  of 


Fig.  II. — Case  III.  Lateral  view  of  this  arm  at  the  end  of  the  second  week 
showed  a  subperiosteal  deposit  of  new  bone  occupying  the  posterior  surface  of  the 
humeral  shaft  for  two-thirds  of  its  length.  A  more  localized  deposit  is  seen  over  the 
lower  part  of  the  shaft  in  front.  These  deposits  correspond  with  such  periosteal 
injuries  as  have  been  found  to  go  with  backward  dislocation  of  the  lower  humeral 
epiphysis  in  the  new-born.     Compare  with  Fig.  8,  Case  II. 


Fig.  12. — Case.  III.  Four  weeks  after  injury  the  new  bone  behind  the  shaft  of 
the  humerus  was  more  definitely  outlined,  being  increased  in  quantity  and  den- 
sity. A  fairly  large  callous  mass  could  be  felt  over  the  lower  part  of  the  humeral 
shaft,  particularly  in  front.  The  arm  was  used  as  freely  as  that  of  the  opposite 
side,  no  functional  disabilitj'  at  the  elbow  was  noted. 

the  shaft  of  the  humerus.     The  radiograph,  made  in  the   antero- 
posterior direction,  was  similar  in  findings  to  that  of  the  first  case, 
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Fig.  13. — Case  III.  At  the  end  of  the  seventh  week  the  new  bone  nearly 
equaled  the  old  in  density.  The  beveling  off  of  the  superfluous  portion  of  the 
original  shaft  in  front  and  below  had  begun,  while  the  new  and  the  old  bone  was 
seen  to  be  rounding  off  at  the  extremity  to  occupy  the  cup-shaped  depression  in 
the  upper  surface  of  the  cartilaginous  epiphysis. 


Fig.  14. — Case  111.  Three  and  a  half  months  after  injury-  the  new  bone  had 
almost  blended  with  the  old.  The  extent  and  degree  of  beveling  off  of  the  lower 
portion  of  the  original  shaft  in  front  and  below  was  clearly  shown,  the  process  of 
absorption  taking  a  longer  time  than  the  production  of  the  new  bone.  The  callus 
felt  during  the  earlier  weeks  about  the  lower  part  of  the  shaft  of  the  humerus, 
similar  to  that  observed  in  supracondylar  fractures  in  children,  had  entirely  dis- 
appeared.    Compare  with  Fig.  3. 
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while  a  lateral  view,  here  introduced  for  the  first  time  and  used 
almost  exclusively  from  this  time  on,  showed  an  extensive  deposit 
of  new  bone  along  the  posterior  surface  of  the  shaft  of  the  humerus, 
suggesting  that  the  x-ray  findings  in  these  cases  might  indicate  a 
dislocation  of  the  lower  humeral  epiphysis. 

The  third  case  has  been  under  observation  since  the  day  of  birth, 
and  frequent  observations  have  been  made  during  a  period  of  ten 


Fig.  15. — Case  III.  At  ten  months  the  arm  was  found  to  be  normal  in  every 
way  upon  clinical  examination,  while  the  radiograph  still  revealed  eviden  e  of 
the  birth-dislocation  of  the  lower  epiphysis.  The  beveling  off  of  the  shaft  of  the 
humerus  was  more  striking  than  ever,  partly  because  of  the  increase  in  the  length 
of  the  bone  by  growth  at  the  lower  epiphyseal  line.  The  humerus  is  verj'  slightly 
thicker  than  its  fellow  and  evidently  of  greater  density.  New  bone  is  seen 
developing  at  one  of  the  ossification  centers  in  the  lower  epiphysis.  This  fact, 
together  with  the  increase  in  the  length  of  the  bone  at  its  lower  end,  would  indi- 
cate that  posterior  dislocation  of  the  epiphysis  at  birth  neither  blights  nor 
destroys  the  very  important  epiphyseal  functions. 

months.  Unusual  difficulty  had  been  experienced  in  the  delivery  of 
the  arms,  which  were  extended  above  the  head  and  as  something 
was  felt  to  snap  during  their  manipulation  it  was  thought  that  the 
humerus  had  been  fractured.  Examination  of  the  arm  immediately 
after  the  birth  of  the  infant  seemed  to  confirm  this  diagnosis,  the 
arm  hanging  limp  at  the  side  and  distinct  crepitus  being  obtained 
upon  manipulation  of  the  humerus.  Radiographs,  however,  promptly 
eliminated  this   injury,  and  as   the  evident  disability  of   the  arm 
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demanded  some  explanation,  a  tentative  diagnosis  of  dislocation 
of  the  lower  epiphysis  of  the  humerus  was  made.  Radiographs 
showed  no  abnormality  of  the  bones  of  arm  during  the  lirst  week, 
but  during  the  second  week  a  deposit  of  new  bone  developed  about 
the  lower  extremity  of  the  humerus,  similar  to  that  seen  in  the  first 
two  cases.  Successive  pictures  showed  the  progress  of  this  new 
bone  formation  along  the  posterior  surface  of  the  shaft  of  the  hu- 
merus, and  after  the  second  month  the  beveling  off  of  the  lower  part 
of  the  shaft  of  this  bone  in  front  and  below  became  more  and  more 


Fig.  1 6. — Case  III.  Radiograph  showing  lateral  aspect  of  uninjured  arm. 
The  humeral  bone  is  not  so  dense  as  that  of  the  other  side,  the  medullary  canal 
being  more  clearly  indicated.  The  hone  nucleus  is  present  in  the  lower  epiphysis. 
It  will  be  noted  that  the  nucleus  in  this  epiphysis  and  that  in  the  dislocated 
epiphysis  of  the  opposite  side  correspond  closely  in  size  and  posirion. 


evident.  Recovery  of  the  use  of  the  arm  was  rapid  and  complete, 
the  radiographs  showing  the  results  of  the  dislocation  long  after  the 
disappearance  of  all  other  symptoms. 

While  this  case  was  under  observation  experinicnial  dislocations 
were  attempted  in  full-term,  still-born  infants.  The  arm  was 
grasped  firmly  in  one  hand,  the  forearm  in  the  other,  and  forcible 
hyper-extension  at  the  elbow  made  until  some  structure  was  felt  to 
give  way.  It  was  found  upon  dissection  of  these  arms  that  either  a 
rupture  of  the  anterior  ligaments  at  the  elbow-joint  with  posterior 
dislocation  of  the  forearm  had  occurred,  or  a  posterior  dislocation 
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of  the  lower  humeral  epiphysis  with  stripping  up  of  the  periosteum 
behind  had  been  produced.  The  lesions  produced  in  these  experi- 
mental dislocations  were  found  to  be  such  as  would  result  in  just 
such  changes  as  have  been  observed  in  the  radiographs  where  it  is 
presumed  that  a  dislocation  backward  of  the  lower  humeral  epiphysis 
has  occurred. 

From  the  study  of  these  cases  the  following  conclusions  would 
seem  justified.     Forcible  manipulation  of  the  arms,  necessary  for 


Left  Right  Left  Right 

Fig.  17. — Humeri  removed  by  dissection  from  still-born  infant  delivered  with 
great  difficulty  by  version  and  breech  extraction  because  of  its  size.  The  arms 
had  become  extended  above  the  head.  Upon  cutting  down  upon  the  shoulder 
joints  the  capsular  ligaments  were  found  ruptured,  there  was  considerable  extrav- 
asated  blood,  and  both  upper  epiphyses  were  found  to  have  been  dislocated. 
While  this  birth-injury  is  probably  unusual  there  are  conditions  under  which  it 
might  reasonably  be  expected  to  occur,  as  in  difficult  breech  extractions  after 
version,  with  extended  arms  and  particularly  in  those  cases  where  because  of  the 
size  of  the  infant  or  the  relative  size  of  infant  to  pelvis  great  violence  is  done  to  the 
former  in  delivery.  As  this  injury  is  rare  and  is  usually  associated  with  the  death 
of  the  child  because  of  other  injuries  little  opportunity  is  afforded  to  study  the 
condition.  The  autopsy  in  this  case  would  serve  to  prove  that  such  a  birth- 
injury  does  occur. 

delivery  in  many  cases  of  breech  extraction  with  the  arms  extended 
above  the  head,  may  result  in  either  a  fracture  of  the  shaft  of  the 
humerus,  or  a  dislocation  of  the  lower  humeral  epiphysis;  in  either 
injury  the  arm  will  be  found  to  hang  limp  at  the  side  at  birth;  frac- 
ture of  the  humerus  is  indicated  by  false  point  of  motion  at  the  cen- 
ter of  the  shaft  of  the  bone,  below  the  insertion  of  the  deltoid  muscle, 
which,  so  far  as  has  been  observed,  is  the  invariable  site  of  fracture 


1076  bailey:  report  of  a  case  of  osteomalacia 

of  the  humeral  shaft  in  the  new-born;  dislocation  of  the  lower 
epiphysis  of  the  humerus  is  indicated  in  those  cases  where  the  arm 
dangles  at  the  side  at  birth,  where  fracture  of  the  shaft  of  the  hu- 
merus is  eliminated  by  the  absence  of  false  point  of  motion  at  the 
center  of  the  shaft,  but  where  abnormal  mobility  in  a  backward  and 
forward  direction  can  be  produced  at  the  elbow,  the  forearm  held  at 
a  right  angle  to  the  arm;  distinct  crepitus  may  be  present  with 
either  condition,  and  as  this  crepitus  is  often  the  first  thing  discovered 
the  diagnosis  of  fracture  may  be  too  hastily  made. 

Replacement  of  the  dislocated  epiphysis,  so  far  as  this  is  possible, 
should  be  attempted  at  once.  Traction  upon  the  arm  with  the  fore- 
arm extended  should  be  applied,  and  while  this  is  maintained  pres- 
sure from  behind  forward  is  made  over  the  dislocated  epiphysis. 
The  forearm  is  then  flexed  to  an  acute  angle  and  a  Velpeau  bandage 
applied  for  three  weeks.  Evidently  the  functions  of  the  displaced 
epiphysis  are  not  impaired  by  this  injury,  and  it  is  probable  that 
the  final  outcome  in  these  cases  is  good  with  or  without  a  complete 
reduction  of  the  dislocation. 

301  West  Xixetv-first  Street. 


REPORT  OF  A  CASE  OF  OSTEOMALACIA.* 

BY 
HAROLD  BAILEY,  :\L  D.,  F.  A.  C.  S.,t 

Xew  York  City. 
(With  three  illustrations.) 

C.A.SES  of  osteomalacia  are  so  rarely  seen  in  this  country  that  they 
should  be  reported  in  detail  so  as  to  form  a  basis  for  future  research 
i  n  the  elucidation  of  the  problems  of  etiology,  pathology  and  treatment. 

The  following  case  is  of  especial  interest  because  after  the  death 
of  the  patient  her  body  was  obtained  and  an  attempt  made  to 
remove  the  bony  skeleton.  That  it  was  not  entirely  successful  was 
due  to  ignorance  as  to  how  to  proceed  and  the  description  of  the 
process  used  will  prevent  others  from  making  the  same  mistake. 

The  patient  A.  S.,  an  Italian,  thirty-seven  years  of  age,  was  in 
good  health  until  seven  years  ago  when  the  first  symptoms  of  bone 
involvement  became  apparent. 

She  was  married  at  nineteen  and  had  a  child  each  year  until  she 
was  thirty  (eleven  children  up  to  this  time).  The  twelfth  child  was 
born  after  a  lapse  of  four  years  in  191 1,  and  the  last  child  three  years 

*  Read  at  a  meeting  of  the  New  York  Obstetrical  Society,  January  ir,  iqi6. 
t  From  the  maternity  wards  of  Bellevue  Hospital,  service  of  Dr.  J.  Clifton 
Edgar. 
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later,  Sept.  5,  1914.  All  the  children  were  born  alive  but  seven  of 
them  have  died.  Accurate  information  as  to  the  age  of  each  at 
death  was  unfortunately  not  obtained. 

After  the  birth  of  the  eleventh  child  (1907)  the  patient  attempted 
to  get  up  on  the  seventh  day  postpartum  and  found  that  she  could 
not  walk.  Pains  developed  in  the  legs,  thighs,  and  back  and  for 
the  next  four  years  (to  1911)  she  was  practically  bed-ridden  and  in 
more  or  less  constant  rheumatic-like  pain.  She  particularly  insisted 
that  during  this  time  her  joints  were  not  stiff  nor  her  limbs  out  of 
shape  but  that  on  attempting  locomotion  she  had  pain  in  her  legs 
with  extreme  weakness.  In  191 1  about  two  months  before  she 
again  became  pregnant  there  seemed  to  be  some  improvement  for 
she  was  able  to  walk  leaning  over  a  chair  which  she  pushed  in  front 
of  her. 


Fig.  I. — ^Left  radius  and  ulna. 


Shows  that  considerable   lime  was  deposited 
in  the  healing. 


After  the  pregnancy  in  191 1  which  ended  in  an  operative  delivery 
with  the  birth  of  a  living  child,  she  again  became  bed-ridden. 

About  one  and  one-half  or  two  years  ago  while  attempting  to 
put  her  left  arm  behind  her  back  she  felt  the  forearm  "crack." 
This  was  actually  a  fracture  of  both  bones  of  the  forearm.  There 
was  no  surgical  treatment  but  after  three  months  she  was  able  to 
use  the  arm  again. 

In  February,  1913,  she  was  admitted  to  Dr.  Lockwood's  service 
at  Bellevue  Hospital  and  the  cHnical  diagnosis  of  osteomalacia  was 
made.  She  at  that  time  had  a  united  fracture  of  the  left  forearm 
with  considerable  deformity,  and  also  a  united  or  partially  united 
fracture  of  the  neck  of  the  left  femur.  X-ray  plates  by  Dr.  Hirsch 
showed  these  conditions  and  one  plate  of  the  right  femur  showed  an 
atrophy  of  the  bone. 

After  returning  to  her  home  she  had  medical  attention  from  time 
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to  time  but  to  no  avail.  During  this  period  she  grew  much  smaller 
in  stature  and  in  July,  1914,  she  fractured  her  left  humerus  while 
attempting  to  lift  herself  on  her  elbow.  Subsequent  union  failed 
to  occur. 

She  was  brought  into  Bellevue  Hospital,  Sept.  5,  1914,  after  being 
fourteen  hours  in  labor  in  her  thirteenth  pregnancy.  As  the  con- 
tractions were  very  strong,  abdomen  markedly  protuberant  and  the 
fetal  head  unengaged,  she  was  at  once  placed  upon  the  operating- 
table  and  given  a  few  whiffs  of  chloroform  in  preparation  for  a 
thorough  examination.  As  she  was  being  pulled  toward  the  foot 
of  the  table  to  the  ordinary  lithotomy  position  and  while  under  my 
direct  supervision  the  right  femur  fractured  at  the  junction  of  the 
upper  and  middle  thirds.  There  was  an  audible  crack.  As  at 
this  time  there  was  knowledge  of  the  condition  of  the  woman's  arm 
and  forearm  and  of  the  fact  that  she  could  not  walk,  so  a  tentative 
diagnosis  of  osteomalacia  was  made.  While  an  assistant  held  the 
thigh  so  that  the  fragments  were  in  apposition  the  proceedings  of 
the  examination  were  continued.  The  cervix  was  found  to  be  fully 
dilated  with  the  fetal  head  above  the  brim.  The  pelvis  was  dis- 
tinctly rostrated  or  beak-shaped.  The  closed  fist  of  an  outside 
diameter  of  7.5  cm.  could  be  placed  anteroposteriorly  in  the  inlet 
but  could  not  be  rotated  because  of  the  curving  inward  of  the  pubic 
rami  and  the  region  of  the  pelvis  opposite  to  the  great  trochanters. 

An  abdominal  Cesarean  section  was  done  and  a  living  child 
delivered,  the  operation  taking  forty  minutes.  On  removal  of  the 
patient  to  bed  a  Buck's  extension  was  placed  on  the  right  thigh 
together  with  a  side  splint. 

The  temperature  was  not  above  100°  F.  for  eight  days  and  the 
wound  healed  nicely  but  on  the  ninth  day  she  developed  a  fever  which 
was  continuous  and  of  low  grade  and  not  above  103°.  On  the  four- 
teenth and  fifteenth  days  she  had  distinct  chills.  The  cause  of  this 
fever  was  the  development  and  rapid  extension  of  a  bed-sore.  A 
water  bed  was  used  and  everything  possible  was  done  to  stop  the 
spreading  of  the  ulcer.  On  the  sixteenth  day  postpartum  and  while 
her  temperature  was  101°,  she  was  removed  to  her  home  although 
the  family  were  advised  that  her  only  hope  lay  in  remaining  in  the 
hospital. 

She  died  within  three  days,  the  date  was  not  readily  obtainable, 
and  her  body  was  removed  to  the  morgue  and  finally  after  live 
days  and  in  due  process  of  law  it  was  transferred  to  Cornell  Uni- 
versity. 

The  body  remained  frozen  a  few  days  and  was  then  heated  in  a 
solution  of  the  following  composition:  potassium  nitrate,  25  grams; 
aqua  ammonia,  250  c.c. ;  soap  and  water,  6000  c.c.  This  solution  was 
not  brought  to  a  boil.  After  being  in  this  solution  for  a  short  time 
the  pelvis  became  a  mass  of  powder  and  gelatin  and  many  of  the 
long  bones  crumbled  away.  The  left  ulna  and  radius,  which  were 
the  first  bones  to  break  during  the  disease,  were  the  best  preserved 
and  this  point  may  be  of  value  in  showing  that  there  is  more  calcium 
in  them.     It  is  possible  that  the  extra  amount  of  calcium  needed 
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for  the  repair  of  these  two  '-"- ^^^  atufe^d^tterp^^tint 
S?;;:af  t:beIi:rrrsM";f  e  b^es  before  hefag  placed 
in  the  solution  could  be  cut  with  a  knife. 


The  etiology  of  this  disease  has  been  obscured  1^-  .an.^*e.^^^ 
;lr  thi  r  rr  if  X:.tX,ings.     one  Of  the 
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oldest  theories  is  that  of  V.  Winckler.  He  beheved  that  unhygienic 
surroundings,  poor  nourishment,  prolonged  lactation  and  repeated 
pregnancies  produced  a  drain  on  the  system  with  the  loss  of  calcium. 
Francis  H.  McCrudden(i)  has  elaborated  this  theory  and  furnished  a 
scientific  foundation  for  it  by  laboratory  experiment.  His  studies 
of  bone  metabolism  show  that  in  this  disease  the  content  of  calcium 
phosphate,  which  gives  the  rigidity  to  the  bone,  is  greatly  lessened 
and  that  of  the  other  insoluble  substance  the  magnesium  phosphate  is 
relatively  increased,  while  the  organic  sulphur  and  phosphorus  are 
actually  increased.  These  results  show  anabolism  and  catabolism 
of  bone.  The  increase  of  one  constituent  at  the  same  time  as  the 
decrease  of  another  also  throws  doubt  upon  those  theories  of  the 
disease  based  upon  hyperemia  (Virchow)  or  stimulation  of  the  blood- 
vessels  of   the   bones    (V.    Recklinghausen).     A   hyperemia   could 
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hardly  be  selective  in  its  action.  It  might  be  said  here  that  Fehling's 
theory  that  the  cause  is  a  trophoneurosis  due  to  reflex  stimulation 
from  the  ovaries  depends  upon  either  vasodilator  or  vasoconstric- 
tion of  the  vessels  in  the  bone. 

The  case  presented  shows  that  there  was  a  continuous  drain  of 
calcium  from  the  woman  for  a  period  of  eleven  years.  During  this 
entire  time  she  was  either  pregnant  or  lactating  and  therefore  fur- 
nishing lime  for  the  formation  of  the  bones  of  the  fetus  or  in  the 
milk  for  the  substance  of  the  child. 

After  the  first  fracture  an  extra  amount  of  lime  was  needed  for 
repair  and  this  probably  retarded  nature's  attempts  to  store  much 
needed  Hme  in  the  other  bones.  It  would  seem  as  if  there  had  been 
an  attempt  at  spontaneous  cure  for  a  few  months  before  her  twelfth 
pregnancy  she  was  again  able  to  walk  with  assistance.     Again  in 
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191 2  when  her  forearm  was  fractured  we  have  the  bones  and  the 
.T-ray  pictures  to  show  that  the  Hme  deposited  during  the  healing 
process  was  considerable. 

The  fracture  of  the  humerus  that  occurred  in  the  early  part  of 
1914  showed  nonunion  with  considerable  callus  deposited  but  with 
apparently  no  lime,  but  at  this  time  her  condition  was  bad  and  the 
fetus  growing  within  her  undoubtedly  required  all  that  the  system 
could  remove  from  her  skeleton. 

Castration  undoubtedly  has  been  followed  by  improvement  and 
cure,  but  this  is  probably  due  to  the  fact  that  future  calcium  drain 
is  stopped  and  that  there  is  a  natural  tendency  toward  spontaneous 
cure  as  has  been  hinted  at  in  the  present  case.  At  any  rate  as 
McCrudden(2)  found  by  experiment  that  castration  in  dogs  had 
very  little  effect  on  the  lime  metabolism  it  is  almost  too  much  of  a 
stretch  of  the  imagination  to  believe  that  the  castration  in  the 
cases  of  Fehling  and  others  led  directly  to  the  regeneration  of  the 
bones. 

The  treatment  of  osteomalacia  by  adrenalin  is  without  scientific 
foundation. 

If  the  obstetrician  who  delivered  this  patient  in  191 1  had  following 
the  puerperium  had  done  a  double  oophorectomy  or  had  tied  and 
buried  both  tubes  in  the  folds  of  the  broad  ligament  the  drain  of 
her  last  pregnancy  would  not  have  occurred.  However,  it  is  doubtful 
if  in  this  advanced  case  a  cure  could  have  ever  been  looked  for- 
ward to. 

references, 

1.  F.  H.  McCrudden.     Arch.  Int.  Med.,  1910,  vol.  v,  pp.  596-630. 

2.  F.  H.  McCrudden.  Journ.  Biol.  Chem.,  vol.  vii,  No.  3,  1910. 
pp.  185-197. 
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P-\LPATION    OF   THE   URETERS   PER   VAGIXUM.* 

BY 

ALBERT  M.  JUDD,  M.  D.,  F.  A.  C.  S., 

Gynecologist  to  the  Kings  County,  Jewish  and  Long  Island  College  Hospitals,  Consulting 

Gynecologist  St.  Joseph's  (Far  Rockaway)  Hospital,  the  Swedish  Hospital  and  the 

East  Xew  York  Dispensary,  Consulting  Obstetrician  Coney  Island  Hospital, 

Eastern  District  Hospital  and  Dispensary, 

Brooklyn,  N.  Y. 
(With  five  illustrations.) 

About  two  years  ago  we  began  in  our  clinic  to  feel  the  pelvic 
portion  of  the  ureter  while  making  vaginal  examinations,  and  as 
time  went  on  and  we  became  more  adept  we  arrived  at  the  conclu- 
sion that  one  has  not  made  a  complete  vaginal  examination  nor  a 
complete  dictation  unless,  in  addition  to  the  usual  findings,  he  has 
included  the  ureters.  It  is  as  important  as  the  palpation  of  the 
tubes,  and  the  normal  ureters  are  more  easily  palpated  than  the 
normal  tubes,  and  they  can  be  felt  in  90  per  cent,  of  the  cases  during 
routine  vaginal  examination.  Some  of  the  writer's  friends  seem  to 
doubt  the  palpability  of  the  ureters,  and  this  article  is  written  with 
the  end  in  view  that  he  may  be  able  to  prove  that  they  are  palpable. 

The  ureter,  in  its  course  within  the  pelvis,  lies  in  front  of  the 
internal  iliac  artery  and  crosses  the  inner  aspect  of  the  obturator 
nerve  and  vessels,  and  of  the  obliterated  hypogastric  vessels.  About 
the  level  of  the  ischial  spine  the  ureter  bends  somewhat  inward 
above  the  fascia  of  the  pelvic  floor  to  reach  the  bladder,  passing 
beneath  the  lower  part  of  the  broad  ligament  of  the  uterus,  and  lies 
to  the  outer  side  of  the  cervix  uteri  and  upper  part  of  the  lateral 
wall  of  the  vagina.  It  is  accompanied  in  the  lower  part  of  its  course 
by  the  uterine  artery,  which  crosses  it  on  its  anterior  aspect  not  far 
from  its  termination. 

In  the  early  '70's  gynecologists  began  to  talk  about  the  approach 
to  the  ureters  for  purposes  of  diagnosis,  but  it  was  not  until  1875 
that  the  ureter  was  catheterized  by  Simon,  guided  by  the  finger, 
which  was  placed  in  the  bladder  after  urethral  dilatation.  Pawlick, 
in  1880,  entered  the  ureter  directly,  guided  by  external  anatomical 
landmarks.  Sanger,  in  Archiv  jiir  Gynacologie,  vol.  i,  1886, 
published  an  article  entitled:  "Palpation  of  the  Ureters  in  the  Fe- 
male,"  claiming  that  he   was  placing  before   the   medical  pubhc 

*  Read  at  a  meeting  of  the  Xew  York  Obstetrical  Society,  Januar>'  11,  1916. 
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something  that  was  entirely  new,  citing  cases  with  their  symp- 
tomatology and  physical  findings  of  pathological  conditions  of  the 
pelvic  portion  of  the  ureters.  These  cases  were  mostly  those  that 
had  been  treated  for  long  periods  for  cystitis,  and  he  remarks  that  it 
was  peculiar  that  he  had  not  before  included  palpation  of  the  ureters 
in  his  vaginal  findings. 

The  subject  has  received  scant  attention  since  that  time  as  the 
cystoscope  has  withdrawn  attention  with  its  finer  methods  of  diag- 
nosis of  bladder,  ureteral,  and  kidney  conditions  from  the  more 
ancient  method  of  palpation.  Gynecologists  have  seemed  satisfied 
with  their  more  gross  findings  in  the  pelvis,  to  the  exclusion  of  the 
finer  points  in  the  technic. 

In  all  the  recent  published  references  to  palpation  of  the  ureter 
the  statement  is  made  that  only  that  short  portion  of  the  ureter 
which  is  in  contact  with  the  anterior  vaginal  vault  is  accessible  to 
palpation.  The  only  exception  to  this  is  the  original  article  pub- 
lished by  Sanger  in  which  he  states  that  the  ureter  is  palpable  from 
the  base  of  the  bladder  into  the  parametrium,  and  even  higher.  In 
Kelly  and  Burnham's  book  we  find  the  short,  trite  statement  that 
the  normal  ureters  can,  in  most  cases,  be  readily  palpated  abdom- 
inally, qualifying  the  statement  that  the  pelvic  ureteral  tracts 
can  be  traced  in  the  vagina  from  the  ureteral  orifices  at  the  trigonum 
back  to  the  broad  ligaments  at  the  side  of  the  cervix. 

Dudley  in  his  work  on  gynecology  published  in  1913  stated  that 
inflammation  of  the  ureter,  as  indicated  by  tenderness  on  palpation 
per  vaginum,  if  unrecognized,  often  leads  to  disappointment  in 
the  treatment  of  cystitis. 

The  normal  ureter,  according  to  the  belief  of  the  writer,  is  easily 
palpable  from  the  side  of  the  pelvis,  just  above  the  spine  of  the 
ischium,  although  in  some  cases  it  lies  as  much  as  4  cm.  above  the 
spine,  where  it  lies  underneath  the  peritoneum  and  previous  to 
entering  the  broad  ligament  in  the  course  of  its  entrance  into  the 
bladder.  Undoubtedly  in  the  case  of  a  thickened  ureter  from 
ureteritis,  or  from  any  cause  whatever,  it  can  be  easily  palpable  to  a 
far  greater  extent,  as  has  been  exemplified  in  some  of  our  own 
findings. 

Contrary  to  the  general  method  advised,  which  is  that  palpation 
be  made  for  the  ureter  in  the  anterior  vaginal  fornix,  the  waiter 
suggests  beginning  at  the  lateral  vaginal  fornix,  using  the  left  index- 
finger  for  the  left  ureter  and  the  right  index-finger  for  the  right  ureter. 
The  normal  ureter  presents  itself  as  a  slender  cord,  with  its  convexity 
outward  and  forward,  and  with  a  restricted  mobility,  due  to  its 
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anatomical  relationship  with  the  peritoneum  and  side  of  the  pelvis. 
It  is  smaller  than  a  goose  quill,  feeling  about  the  size  of  an  ordinary- 
leather  shoe-string.  It  is  best  palpated  by  sweeping  the  linger 
above  the  point  of  its  location  and  then  slightly  bending  the  ends  of 
the  fingers,  as  one  might  in  picking  the  strings  of  a  guitar,  sweeping 
them  down  over  the  ureter,  straightening  the  finger  out  and  going 


Fig.   I. — Palpation  of  ureter  through  vagina. 

back  and  bending  it  again  before  going  down,  always  getting  the 
feel  of  the  ureter  from  above  downward,  and  not  from  below  upward.* 

Palpation  of  the  ureters  opens  a  great  diagnostic  field.  Among 
conditions  discoverable  are  the  following: 

An  acute  ureteritis,  diagnosticated  by  simple  tenderness  along  the 
line  of  the  ureter. 

*  The  writer  advises  that  those  who  wish  to  perfect  themselves  in  the  diagnostic 
technic  necessary  for  palpation  of  the  ureter  should  begin  by  passing  ureteral 
catheters  and  thus  familiarizing  themselves  with  their  location. 
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Chronic  ureteritis  and  periureteritis,  shown  by  tenderness  and 
thickening;  the  greater  the  extent  of  the  periureteritis  the  greater 
will  be  the  lessened  mobility  of  the  ureter. 

Tuberculosis  of  the  ureter  and  kidney  gives  a  thickened,  nodular 
feehng,  with  tenderness  and  restricted  mobility. 

Calculi  and  gravel  in  the  ureter  furnish  a  most  brilliant  field  for 
diagnosis.     It  is  the  writer's  belief  that  these  conditions  can  often 


Fig.   2. — Palpation  of  ureter  through  vagina. 

be  detected  where  the  wax-tip  ureteral  catheter  fails  to  disclose  a 
stone,  particularly  if  the  stone  is  smooth  or  pocketed.  Further 
and  larger  experience  than  the  writer  has  at  present  had  in  the  sur- 
gical relief  of  ureteral  calculi  will,  he  believes,  result  in  simple 
removal  of  the  calculus  by  an  incision  into  the  ureter  per  vaginam, 
although  he  is  free  to  admit  that  the  first  case  offering  where  such  an 
operation  is  possible  the  abdomen  will  be  first  opened  in  order  more 
readily  to  care  for  a  possible  accident  in  the  way  of  cutting  the 
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uterine  artery.  This  is  simply  as  a  matter  of  precaution  and  not 
because  he  expects  such  an  accident  to  happen.  ; 

Pvehtis  of  the  kidney  gives  a  thickened,  tender,  pelvic  ureter. 
Palpation  of  the  ureters  in  pyelitis  cases  in  pregnancy  is  especially 
valuable. 

Double  ureters  may  also  be  palpated. 

Sanger  also  makes  the  statement  that  the  pelvic  portion  of  the 
ureter  should  always  be  palpated  before  undertaking  and  completing 


Fig.  3. — Catheter  in  ureter. 


any  kidney  procedure.     This  can  be  carried  out  in  the  male  through 
the  rectum. 

Parametrial  exudates  and  bands  from  old,  extensive  tears,  which 
displace,  surround,  constrict,  or  kink  the  ureter,  cause  ureteritis  and 
symptoms  which  are  often  mistaken  for  a  cystitis,  and  local  treat- 
ment of  these  parametrial  bands  and  exudates  will  result  in  a  com- 
plete symptomatic  cure.  The  results  following  the  absorption  of 
parametrial  exudates  may  cause  conditions  wliirh  will  require  sur- 
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gical  relief  of  the  scar  formation  which  interferes  with  the  patency 
of  the  ureters. 

As  proof  of  the  foregoing  statements  the  writer  offers  the  accom- 
panying .v-ray  plates  taken  with  the  .r-ray  catheters  in  the  ureters 
with  the  palpating  finger  so  placed  as  to  feel  them,  together  with 
drawings  of  the  examining  hand  palpating  the  ureters. 


Fig.  4. — Same  case  as  Fig.  3  with  finger  palpating  ureter. 

Further  study  may  bring  out  the  fact  that  the  method  of  com- 
pleting a  hysterectomy  is  responsible  for  urinary  symptoms  following 
such  a  procedure,  the  question  being  whether  the  symptoms  are  due 
to  interference  with  the  bladder  trigone,  which  we  all  know  by 
cystoscopic  examination  presents  little  or  no  change,  or  to  inter- 
ference with  the  ureters  which  have  not  been  studied  as  thoroughly 
as  the  bladder. 
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Urinary  symptoms  sometimes  result  from  retroversion  of  the 
uterus,  the  cervix  pressing  against  the  bladder.  Tumors  of  the 
pelvic  organs  are  often  a  cause,  by  pressure  upon  the  ureter,  of  a 
pyelitis,  which  is  relieved  and  finally  cured  by  removal  of  the  cause. 

The  theory  that  eclampsia  is  sometimes  caused  by  pressure  upon 
the  pelvic  portion  of  the  ureter  may  i)e  proved,  by  further  study,  to 
have  some  foundation  in  fact. 


Fig. 


-Palpation  of  cathclcr  in  ureter. 


The  writer  has  recently  seen  a  case  of  normal  two  months'  preg- 
nancy where  the  consultant  suspected  an  ectopic  owing  to  the 
patient  having  had  twenty-four  hours  previously  an  attack  of  acute 
pain  in  the  left  lower  abdomen,  accompanied  by  spotting.  In  this 
case  the  left  ureter  from  the  spine  of  the  ischium  to  its  entrance  into 
the  bladder  was  distinctly  thickened  and  tender.     Nothing  was 
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palpable  in  the  left  fornix  and  there  was  an  undoubted  two  months' 
intrauterine  pregnancy.  The  right  ureter  in  this  case  was  normal 
to  the  examiner's  finger.  The  spotting  was  evidently  due  to  the 
reflex  disturbance  following  upon  the  ureteritis.  The  condition  was 
due  possibly  to  small  calculi  or  a  beginning  pyelitis,  although  the 
urinary  findings  were  stated  by  the  doctor,  who  called  the  consult- 
ant, to  be  absolutely  normal.  The  laboratory  findings  of  this  urine 
might  have  been  different.  The  writer,  as  consultant  was  perfectly 
satisfied  that  his  findings  were  absolutely  correct  because  of  the 
symptomatology  of  the  case. 

It  is  the  hope  of  the  writer  that  his  efforts  will  result  in  bringing 
this  refinement  of  diagnostic  technic  to  the  attention  of  his  gyneco- 
logical brethren  to  such  an  extent  that  the  study  of  ureteral  condi- 
tions will  be  an  aid  to  them  in  their  work.* 

375  Grand  Avexue. 


REPORT  OF  A  CASE  OF  CONGENIT.AL  AMPUTATION  (?) 
OF  FINGERS.! 

BY 

TRUMAX  ABBE,  M.  D., 

Washington,  D.  C. 

(With  one  illustration.) 

A  J.,  colored,  twenty-eight  years  of  age,  came  to  the  dispensary 
for  a  sore  throat  from  which  a  diagnosis  of  syphilis  was  made  and 
the  Wassermann  reaction  found  double  plus.  Incidentally  we 
noticed  the  conditions  of  the  hands  to  which  we  here  call  attention. 
He  said  that  they  had  been  in  the  same  condition  since  birth  and  had 
never  given  any  symptoms.  There  was  nothing  unusual  so  far  as  he 
knew  about  his  birth  or  antecedent  history  bearing  on  this  condition. 
However,  he  gave  no  history  of  primary  or  secondary  syphilis 
so  that  the  possibility  of  there  being  a  congenital  taint  was  open  to 
discussion. 

On  the  left  hand  we  noted  the  absence  of  the  terminal  phalanx 
of  the  thumb  and  the  two  distal  phalanges  of  the  index-  and  ring 
fingers.  The  stumps  of  these  three  digits  was  rounder  than  the  cor- 
responding parts  of  the  other  fingers  and  the  tip  of  the  stump  on 
each  was  apparently  a  bit  of  thickened  tissue  as  if  calloused.  At 
the  base  of  the  two  short  fingers  there  was  a  deep  groove  in  the  skin. 
A  similar  groove  encircled  the  palm  from  a  level  near  the  base  of 
the  thumb  metacarpal  across  both  palm  and  back  of  hand  sloping 

*  For  :c-ray  work  from  which  pictures  and  plates  were  made  I  am  indebted  to 
Mr.  H.  H.  Shrope,  Radiographer  of  the  Kings  County  Hospital. 

t  Presented  at  a  meeting  of  the  Washington  Obstetrical  and  Gynecological 
Society,  Jan.  14,  1916. 
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slightly  downward  toward  the  base  of  the  proximal  phalanx  of  the 
little  linger. 

On  the  right  hand  when  we  examined  the  corresponding  digits 
we  noted  that  the  thumb  was  normal.  The  index-finger  had  its 
nail  and  its  terminal  phalanx  shortened,  while  the  ring  finger  had 
almost  no  nail  and  only  a  stub  of  a  terminal  phalanx.  A  progressive 
increase  in  the  deformity  on  the  same  digits  that  were  involved  on 
the  left  hand.     There  were  no  grooves  on  the  hand. 

A  skiagram  of  the  two  hands  (a  tracing  from  which  we  present), 
showed  in  the  left  hand  the  thumb  with  a  rudimentary  terminal 


Fig.  I. — Skiagraph  tracing.  Xote  the  stoutness  of  the  short  fingers,  the 
skin  groov^es  (in  broken  lines),  the  rudimentary  bones  at  the  end  of  the  short 
fingers  and  the  thin  metacarpals  in  the  short  fingers,  especially  the  thumb. 

phalanx  and  the  bones  of  the  proximal  j^halanx  and  the  metacarpal 
smaller  than  the  corresponding  bones  on  the  right  hand.  The  index- 
linger  showed  two  rudimentary  bony  nodules  at  the  end  of  the  stump 
corresponding  to  the  two  distal  phalanges.  The  ring  linger  showed 
in  the  plate  but  one  bony  nodule  though  we  believe  the  terminal 
nodule  to  be  hidden  under  the  other  bones.  The  basal  phalanges  of 
these  two  lingers  were  distinctly  smaller  than  the  corresponding 
phalanges  of  the  other  fingers  or  of  those  of  the  other  hand.  That 
the  bones  are  smaller  from  nondevelopment  due  to  nonuse,  we 
scarcely  believe  probable  in  the  case  of  the  metacarpal  bones  though 
such  might  l)e  urged  for  the  phalanges.     We  believe  rather  that  the 
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smaller  size  is  due  to  the  same  factor  that  modified  the  development 
of  the  more  distal  portions  of  those  embryonic  rays. 

The  interest  in  the  case  is  not  so  much  the  appearance  of  the  de- 
formity as  the  evidence  bearing  on  the  cause  of  its  occurrence.  The 
popular  idea  of  intrauterine  amputations  caused  by  the  umbilical 
cord  as  held  by  the  laity  and  many  of  the  profession  scarcely  seems 
to  be  supported  by  the  evidence  of  these  cases  as  reported  in  the 
literature.  The  digits  of  an  infant  could  not  well  be  amputated  by 
a  cord  with  a  diameter  several  times  as  great  as  that  of  the  digit, 
even  if  it  could  be  made  to  remain  surrounding  the  digit.  Again 
frequently  we  find  the  umbilical  cord  around  the  neck  of  an  infant 
without  any  suggestion  of  injury  to  the  neck.  In  the  rare  cases  of 
anencephalous  monsters  an  amputation  by  the  cord  has  not  often 
been  even  suggested  as  the  cause  of  the  maldevelopment.  Again,  if 
the  cord  or  even  an  amniotic  band  caused  the  amputation  of  a  mem- 
ber it  would  be  at  least  reasonable  to  expect  that  occasionally  the 
amputation  would  be  completed  near  enough  to  term  to  show  a 
fresh  wound  or  a  partial  amputation,  or  a  trace  of  the  amputated 
member.  The  reports  fail  to  make  mention  of  these  conditions  in 
practically  every  instance.  We  have  found  one  note  of  a  skin  wound 
that  was  sutured  after  birth  and  another  instance  of  an  amputated 
arm  found  at  the  time  of  labor  in  a  woman  who  had  had  repeated 
hemorrhages  before  and  during  pregnancy  and  in  addition  a  marked 
abdominal  traumatism  some  two  months  prior  to  term.  However, 
the  fact  that  a  certain  number  of  cases  of  amniotic  adhesions  and 
bands  are  found  associated  with  deformities  forces  us  to  admit  that 
in  some  cases  amniotic  adhesions  may  be  the  cause  of  certain  de- 
formities. But  at  the  same  time  it  must  be  admitted  that  the  am- 
niotic adhesions,  the  associated  oligamnios,  and  the  malformations 
may  all  be  due  to  a  common  cause. 

On  the  other  hand,  in  many  cases  the  symmetry  of  the  lesions, 
the  association  with  club  feet,  with  spina  bifida,  and  with  cranial 
anomalies  suggest  very  strongly  that  the  so-called  congenital  ampu- 
tation is  really  a  condition  of  nondevelopment.  We  believe  that 
this  nondevelopment  is  due  to  deficiency  in  the  control  of  the  devel- 
oping tissues  by  the  central  nervous  system.  This  view  has  been 
supported  by  very  few  pathological  examinations  of  the  central 
nervous  system.  In  one  case  reported  by  Variot  in  1890,  the  anterior 
and  posterior  horns  of  the  spinal  cord  were  described  as  conspicu- 
ously atrophied  on  the  side  of  the  deformity  in  the  hand.  A  more 
complete  study  of  the  lesions  in  the  nervous  system  would  be  ex- 
tremelv  interesting  if  we  grouped  together  the  cases  of  spina  bifida 
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in  its  varying  degrees,  and  thought  of  the  skin  grooves  as  nondevelop- 
ment  of  the  skin  and  subcutaneous  tissues,  club-foot  and  club-hand 
as  nondevelopment  of  muscle  groups  (which  we  do  recognize)  and 
the  absence  of  digits  and  extremities  as  nondevelopment  of  bones. 

As  a  very  interesting  comparison  we  call  attention  to  that  most 
peculiar  condition  called  ainhum.  A  rarity  occurring  most  often  in 
the  tropics  among  the  dark  skinned  races,  in  which  along  in  middle 
life  without  any  apparent  good  reason  there  appears  on  the  little 
toe  of  a  person  a  skin  groove  that  slowly  deepens  without  pain  or 
undue  sensation  and  after  several  years  the  end  of  the  toe  drops  off 
perhaps  to  be  picked  out  of  the  patient's  shoe  and  thrown  away  as  a 
pebble,  as  happened  in  one  of  my  patients.  It  is  very  apt  to  be 
associated  with  scleroderma.  A  few  years  ago  we  reported  two  such 
cases,  gave  the  skiagrams  of  them  and  there  called  attention  to  the 
atrophy  of  the  bones  well  above  the  line  where  the  groove  showed  the 
beginning  of  the  amputation,  suggesting  there  also  a  trophic  dis- 
turbance was  the  cause  of  the  autoamputation.  Recently,  in  looking 
up  the  literature  of  the  congenital  amputations  we  have  found  them 
described  as  congenital  ainhum,  and  we  have  also  noted  the  refer- 
ences to  an  associated  scleroderma.  We  would  suggest  that  since 
truth  is  often  stranger  than  fiction  that  the  study  of  the  cells  of  the 
spinal  cord  in  cases  of  ainhum  would  also  be  of  extreme  interest, 
and  might  well  bring  the  two  conditions  in  the  same  group. 
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SPINAL  ANESTHESIA.* 

BY 

FRANK  HENRY  KNIGHT,  M.  D.,  F.  A.  C.  S., 

Brooklyn,  New  York. 

My  report  on  spinal  anesthesia  embraces  an  experience  with  305 
cases,  and  the  following  list  will  serve  to  illustrate  the  character 
and  variety  of  operations  in  which  it  was  used: 


Hysterectomy,  abdoininal 

Cholecystectomy 

Exploratory  laparotomy 

Excision  of  rectum,  Kraske 

Appendectomy 

Herniotomy,  umbilical 

Herniotomy,  femoral,  strangulated 

Herniotomy,  inguinal 

Curettage,  uterine 

Cauterization  of  cervix,  carcinoma 

Removal  of  hemorrhoids 

Removal  of  fistula  in  anc 

Suspension  of  uterus 

Dilatation  of  cervix  for  pessary. .  . 

Perineoplasty 

Tracheloplasty 

Removal  foreign  body,  perirectal . 

Incision  inguinal  abscess 

Coccj-gectomy 

Passive  motion,  adherent  patella. 

Amputation  of  foot 

Amputation  of  toe 

Amputation  of  leg 

Amputation  of  femur 

Osteotomy 

Removal  exostosis  tibia 


4  Suture  of  fractured  patella 5 

1  Excision  semilunar  cartilage  knee. .  9 

2  Astragalectomy 2 

2  Bone  graft,  femur 6 

3  Bone  graft,  tibia 6 

I  Nailing  fractured  femur 7 

3  Nailing  fractured  fibula 2 

114  Nailing  fractured  tibia  and  fibula..  3 

3  Nailing  fractured  os  calcis i 

I  Arthroplasty,  hip 2 

27  Arthroplasty,  ankle 5 

17  Application  Lane's  plate  to  tibia..  .  2 

7  Application  Lane's  plate  to  femur.  i 

I  Removal  of  exostosis,  femur i 

I  Removal  sequestrum  of  leg  stump .  i 

1  Incision  of  rectum  stricture i 

2  Excision  prepatellar  bursitis i 

I  Excision  tumor  of  leg i 

I  Tenotomy i 

I  Tenorrhaphy,  quadriceps  extensors  i 

8  Skin  graft  of  neck 2 

1  Incision  of  ischiorectal  abscess 4 

II  Excision  varicose  veins 13 

2  Removal  foreign  body  leg,  nails. ...  4 
7  Removal  of  Lane's  plate i 


You  will  notice  that  all  the  operations  were  below  the  diaphragm, 
and  that  the  majority  were  below  the  umbilicus.  It  is  in  the  latter 
group  that  the  anesthetic  works  best  and  consequently  is  of  particu- 
lar interest  to  the  gynecologist. 

Spinal  anesthesia  has  long  passed  the  experimental  stage.  Since 
the  discovery  of  this  means  of  anesthesia  in  the  late  8o's  by  Corning, 
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and  the  later  development  of  the  method  by  Bier,  many  thousands 
of  cases  have  been  reported  in  this  country,  and  still  more  on  the 
Continent  and  England,  and  yet,  notwithstanding  the  very  general 
use  of  this  method  throughout  the  medical  world,  there  seems  to  be 
a  prevailing  prejudice  among  the  surgeons  of  this  particular  locality, 
whom  I  feel  are  unwarrantedly  losing  sight  of  a  most  valuable 
procedure. 

I  do  not  want  you  to  feel  that  I  am  overenthusiastic  upon  this 
subject  or  that  I  would  advocate  its  indiscriminate  use,  but  I  do 
wish  to  impress  upon  you  that  there  is  a  large  number  of  cases 
receiving  general  anesthesia  in  which  spinal  anesthesia  would  be 
particularly  applicable,  and  in  which  the  element  of  risk  would  be 
greatly  reduced.  We  have  been  brought  up  on  the  belief  that 
ether  is  practically  without  risk,  and  the  reports  of  one  of  the  large 
clinics  of  the  West  are  frequently  pointed  to,  to  illustrate  the  safety 
of  ether.  Cases  dying  a  few^  or  several  days  after  their  ether 
anesthesia  from  pulmonary,  renal,  or  cardiac  irritation  are  never 
associated  with  the  effects  of  the  ether,  yet  I  feel  that  if  these  acci- 
dents might  be  included  in  the  reports,  ether  mortality  would  show 
a  different  picture. 

Spinal  anesthesia  must  be  used  with  discrimination,  for  its  great- 
est usefulness  will  be  found  in  selected  cases  and  under  certain 
conditions. 

Regarding  the  question  of  mortality  of  spinal  anesthesia,  reports 
on  this  subject  vary  considerably.  In  the  series  of  cases  here  noted 
there  w^as  no  fatality.  Strauss  reports  a  mortality  of  i  in  3500; 
M'Cardie  reports  23,955  cases  with  29  deaths  or  i  death  in  every 
826  cases;  Konig  reports  2400  cases  with  12  deaths  or  i  in  200; 
Thomaschewsky,  i  in  17,847. 

The  majority  of  fatalities  occurred  in  the  early  experience  with 
this  method,  but  with  the  improvement  of  technic  the  mortality 
has  been  reduced. 

When  a  solution  of  an  anesthetic  is  introduced  into  the  fluid  of 
the  cerebrospinal  canal  it  either  rises  or  falls,  according  as  its 
specific  gravity  varies  with  that  of  the  cerebrospinal  fluid.  The 
cerebrospinal  lluid  has  a  fairly  constant  specific  gravity  of  about 
1.0065.  It  is  therefore  important  to  have  your  anesthetic  fluid 
cUstinctly  heavier  or  lighter  than  the  spinal  fluid,  and  also  important 
to  place  your  patient  in  such  position  that  the  anesthetic  fluid  will 
flow  toward  the  distal  extremity  of  the  spinal  canal.  As  the  anes- 
thetic comes  in  contact  with  the  nerve  roots  it  blocks  their  impulses 
more  or  less  C()m{)lctely,  thus  causing  loss  of  sensation  and  motion. 
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The  autonomic  organs  remain  uninfluenced.  After  the  injection 
the  loss  of  sensation,  pain,  motion,  and  touch  gradually  increases 
from  below  upward  and  in  the  order  given.  The  sense  of  touch  is 
the  last  to  disappear.  In  many  cases  it  remains  throughout  the 
operation,  varying  with  the  amount  of  anesthetic  and  the  sus- 
ceptibility of  the  individual.  The  persistence  of  the  sense  of  touch 
is  occasionally  a  great  handicap  in  the  management  of  nervous 
individuals,  for  as  these  patients  are  usually  apprehensive  they  may 
complain,  when  the  operation  is  begun,  and  interpret  their  sense  of 
touch  as  pain,  when  in  reality  their  sense  of  pain  has  been  abolished. 

Anesthesia  begins  a  few  seconds  after  the  injection  and  lasts 
about  an  hour,  varying  more  or  less  with  the  dose  and  the  size  of  the 
individual.  The  abdomen  becomes  relaxed  when  the  anesthesia  is 
established;  abdominal  breathing  is  minimized,  as  well  as  efforts  at 
coughing  and  straining.  A  considerable  number  of  patients  are 
nauseated  or  vomit  in  the  early  period  of  the  anesthesia,  but  this  is 
very  transitory  and  usually  of  little  moment.  The  intestines,  which 
are  of  autonomic  control,  show  active  peristalsis  and  are  never 
paralyzed  by  the  anesthetic.  The  uterus,  also  an  organ  of  autonomic 
control,  I  have  had  no  experience  with  in  relation  to  spinal  anes- 
thesia, though  I  am  informed  its  function  is  not  impaired,  and  there- 
fore this  method  should  be  of  considerable  value  in  Cesareans, 
eclampsias,  instrumental  deliveries,  intrauterine  operations,  deliv- 
eries in  individuals  with  pulmonary  tuberculosis,  cardiac  cases,  etc. 

The  anal  sphincter  becomes  relaxed  and  consequently  operations 
about  the  anus  and  rectum  are  facilitated. 

The  bladder  sphincter  apparently  does  not  participate  in  the  same 
relaxation,  for  no  cases  of  incontinence  have  been  noted,  and 
furthermore  it  is  of  importance  to  use  the  catheter  in  individuals  who 
receive  large  quantities  of  fluid  in  one  way  or  another  during  or 
shortly  after  operation,  as  the  bladder  may  become  distended  before 
the  anesthesia  is  abolished. 

Blood  pressure  is  uniformly  reduced  in  proportion  to  the  amount  of 
anesthetic  used.  The  higher  the  cord  is  anesthetized  the  greater  will 
be  the  extent  of  vasomotor  paralysis.  The  effect  on  the  blood  pres- 
sure is  at  its  maximum  early  in  the  anesthesia,  and  after  a  few 
minutes  gradually  passes  off.  Owing  to  this  phenomenon  myocar- 
dial disease,  and  any  condition  accompanied  by  hypotension,  con- 
traindicates  the  use  of  spinal  anesthesia.  On  the  other  hand,  any 
condition  accompanied  by  hypertension  should  be  materially 
benefited  by  it.  Therefore,  it  is  indicated  in  conditions  of  the  heart 
affected  by  back  pressure,  as  arteriosclerosis,  nephritis,  in  labor  dur- 
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ing  the  overload  of  a  weakened  heart,  in  pulmonary  tuberculosis, 
during  the  hypertension  of  eclampsia,  and  in  conditions  where  shock 
is  anticipated  from  the  operative  procedures. 

The  pulse  rate  rarely  changes  throughout  the  anesthesia. 

Respiration  should  be  observed  with  the  greatest  watchfulness, 
for  it  is  with  this  function  our  greatest  danger  lies.  The  respirations 
will  become  diminished  in  proportion  to  the  height  of  the  cord  in- 
volved. It  is  important  to  keep  the  patient  in  such  a  position  as  to 
compel  the  anesthetic  to  flow  in  the  opposite  direction  to  the  respira- 
tory center.  Stovaine,  applied  to  the  upper  cervical  segments  of  the 
cord,  in  sufficient  quantity,  will  cause  paralysis  of  the  respiratory 
muscles,  and  if  artificial  respiration  is  not  resorted  to  death  will 
ensue.  Should  such  an  accident  occur,  artificial  respiration  should 
be  persisted  in  until  the  effect  of  the  anesthetic  on  the  respiration 
passes  off.  I  have  had  but  one  such  experience.  The  patient 
suddenly  ceased  to  breath.  The  pulmotor  was  applied  for  ten 
minutes  before  any  voluntary  effort  at  respiration  was  made,  yet  at 
the  end  of  thirty  minutes,  normal  respiration  was  restored.  With 
the  use  of  an  anesthetic  solution  which  is  lighter  than  the  spinal 
fluid,  and  with  the  patient  in  an  exaggerated  Trendelenburg  position, 
there  is  little  if  any  danger  of  paralyzing  the  respiratory  center. 

The  after-effects  seem  to  be  greatly  exaggerated  in  the  minds  of 
those  prejudiced.  Postoperative  vomiting  occurred  in  3  per  cent, 
of  the  cases  and  headache,  with  or  without  pain  and  stiffness  in  back 
of  neck  in  i  per  cent,  of  the  cases. 

Complete  failure  of  anesthesia  occurs  in  i'^  2  per  cent,  of  the  cases 
and  later  this  was  found  to  be  due  to  the  old  age  of  the  anesthetic 
solution. 

In  two  cases  the  anesthesia  was  delayed.  These  cases  received 
ether,  and  upon  recovering  from  the  ether  the  lower  portion  of  the 
body  was  paralyzed  and  anesthetic. 

Supplementary  anesthetics  were  used  in  10  per  cent,  of  the  cases. 
In  a  few  of  these,  the  cases  in  which  the  operations  were  unduly 
prolonged,  and  in  a  few  of  the  abdominal  cases,  ether  in  small 
amounts,  nitrous  oxide,  or  novocaine  injected  locally  was  resorted  to. 

Narcotics  were  given  in  i  per  cent,  of  the  cases  prior  to  the  anes- 
thetic. Morphine  is  objected  to  by  some  operators,  as  it  is  also  a 
respiratory  depressant  and  might  add  to  the  depressant  effect  of  the 
stovaine. 

The  preparation  of  the  patient  for  the  anesthetic  is  the  same  as  for 
a  general  anesthetic  except  that  the  taking  of  fluids  is  unrestricted. 

One  hour  before  leaving  the  bed,  a  hypodermic  injection  is  given 
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consisting  of  morphine  sulphate  gr.  J^  and  atropine  sulphate  gr. 
3^5  0  and  a  sufficient  amount  repeated  to  allay  all  anxiety  and  pro- 
duce drowsiness  and  indifference,  or  the  so-called  "twilight  state," 
Absolute  quiet  about  the  patient  is  maintained,  and  before  removal 
to  the  operating  room  the  eyes  are  blindfolded  and  the  ears  covered 
so  that  surroundings  are  excluded  as  much  as  possible  from  the 
patients  knowledge  and  the  transfer  to  the  operating  table  is  made 
as  gently  as  possible.  The  patient  is  placed  in  sitting  posture  upon 
the  table  with  legs  hanging  over  the  side  and  shoulders  drooped  with 
head  resting  upon  attendant's  shoulder  so  as  to  bow  the  vertebral 
column  as  much  as  possible,  thus  giving  maximum  separation  of  the 
spines. 

Tincture  of  iodine  is  applied  to  a  liberal  area  of  the  back  sur- 
rounding the  site  of  puncture.  The  third  or  fourth  interspinous 
space  in  the  lumbar  region  is  located. 

The  site  of  the  injection  is  anesthetized  by  ethyl  chloride  and  the 
trochar  and  canula  placed  with  its  point  at  the  upper  limit  of  the 
interspinous  space,  and  immediately  below  the  tip  of  the  spine. 

The  trochar  and  canula  are  now  gently  pushed  in,  in  the  middle 
line  and  at  right  angles  to  the  vertebral  column,  until  it  meets  with 
some  considerable  and  elastic  resistance  which  is  the  membranes  of 
the  canal  and  the  immediately  adjacent  ligaments.  A  slight  increase 
in  the  thrust  will  puncture  the  canal  and  upon  withdrawing  the 
trochar  a  few  drops  of  the  spinal  fluid  may  be  allowed  to  escape,  to 
prove  the  position  of  the  canula.  One  should  never  be  satisfied  that 
the  canula  has  entered  the  spinal  canal  until  he  sees  the  escape  of  the 
spinal  fluid.  Should  the  canula  be  inserted  too  far  it  may  penetrate 
the  filaments  of  the  cord  and  cause  pain  in  the  lower  extremities,  it 
should  then  be  withdrawn  a  little  until  the  spinal  fluid  runs  out 
freely. 

Dr.  Babcock's  solution  of  stovaine  was  used  in  all  my  cases.  Its 
specific  gravity  is  less  than  that  of  the  spinal  fluid  and  consequently 
the  patient  is  placed  in  an  exaggerated  Trendelenburg  position 
immediately,  so  as  to  limit  its  action  to  the  lower  filaments  of  the 
cord.  Should  the  patient  be  unable  to  sit  up,  the  injection  may  be 
made  in  the  horizontal  position. 

Dr.  Babcock's  solution  is  dispensed  in  2  c.c.  ampules,  sterilized 
and  ready  for  injection,  and  consists  of  stovaine  0.08,  lactic  acid  0.02, 
absolute  alcohol  0.2,  distilled  water  q.  s.  2  c.c. 

The  amount  of  solution  injected  varies  somewhat  with  the  size  of 
the  individual,  usually  from  i  c.c.  to  1.6  c.c. 

The  point  of  the  trochar  and  canula  should  have  a  sharp  and  short 
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bevel  for  if  the  bevel  of  the  point  is  too  long  only  part  of  the  opening 
may  enter  the  canal  and  then  when  the  injection  is  made  it  may  es- 
cape into  the  tissues  outside  the  cord  and  a  failure  will  result. 

The  trochar  should  be  of  small  caliber,  and  about  lo  cm.  long  with 
a  connection  ground  to  fit  the  outlet  of  a  2  c.c.  Record  syringe. 
The  syringe  and  needle  should  never  be  used  for  any  other  purpose, 
and  should  always  be  sterilized  by  boiling  in  plain  water.  Alkalies 
or  antiseptics  destroy  the  properties  of  the  stovaine  and  should  never 
be  used.  A  fine  gray  precipitate  may  form  when  the  stovaine  solu- 
tion is  drawn  up  in  a  syringe  boiled  in  soda  water  and  the  anesthetic 
action  of  such  a  solution  may  be  completely  destroyed. 

5Q  Seventh  Avenue. 


TRANSACTIONS  OF  THE  NEW  YORK  OBSTET- 
RICAL SOCIETY. 

Meeting  of  January  11,  1916. 
The  President,  J.  D.  Bissell,  M,  D.,  in  the  Chair. 

Dr.  Harold  Bailey  presented  a  report  on  a  case  of 

OSTEOMALACIA.* 
DISCUSSION. 

Dr.  J.  Milton  Mabbott,  in  opening  the  discussion,  said:  "I  am 
not  sure  that  I  ever  knew  the  chemical  composition  of  the  bones  in 
osteomalacia,  but  until  now  I  have  been  under  the  impression  that 
the  lime  salts,  instead  of  being  excessive,  were  lacking  in  proportion 
to  the  other  constituents  of  the  bones.  I  have  been  of  the  opinion 
in  times  past  that  fractures  occur  more  readily  where  there  is  an 
excess  of  the  mineral  matter  rather  than  a  deficiency  of  mineral 
matter,  while  on  the  other  hand,  there  would  be  less  liability  to 
fracture  with  an  excess  or  comparative  excess  of  animal  matter  in 
the  bones.  I  remember  that  when  my  own  child,  at  the  age  of  two 
and  one-half  years,  suffered  a  fracture  of  his  right  femur  in  the 
middle  third,  proved  by  the  x-ray  to  be  complete  and  to  be  oblique, 
I  assumed  that  perhaps  it  was  because  he  had  up  to  that  time 
never  drank  milk  without  a  little  lime  water  being  added  to  the 
milk.  With  those  impressions,  which  very  likely  were  largely 
incorrect,  I  feel  that  it  is  a  privilege  and  an  opportunity  to  ask 
the  reader  of  the  paper  whether  he  can  state  more  or  less  definitely 
the  usual  proportions  of  lime  salts  in  the  normal  bone  as  compared 
with  the  average  osteomalacia  case.  My  idea  being  that  fractures 
occur  in  osteomalacia  because  the  animal  structure  of  the  bones 
has  lost  its  fibrous  character  and  the  amount  of  mineral  matter. 
The  latter  would  have  a  more  direct  relation  to  deformities." 

*For  original  article,  see  page  1076. 
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Dr.  John  O.  Polak  said:  "My  own  experience  with  this  condition 
was  in  a  girl  eighteen  years  of  age  who  had  had  no  previous  drains 
to  explain  the  scarcity  of  lime  salts.  The  osteomalacia  in  this  case 
appeared  prior  to  the  pregnancy.  The  girl,  apparently  in  good 
health,  at  six  years  of  age  had  her  first  spontaneous  break,  of  the 
tibia,  and  at  nine  years  of  age  she  had  a  spontaneous  break  of  the 
humerus,  brought  about  by  her  mother  just  grasping  her — and 
turning  her  about  by  the  arm.  She  had  a  typical  osteomalacic 
pelvis,  on  which  a  section  was  done,  and  that  patient  was  castrated. 
As  far  as  I  know,  in  sLx  years  (and  I  have  followed  her  for  six  years) 
there  has  been  no  subsequent  break,  and  what  I  am  not  quite  clear 
about  is  where  her  original  drain  started.  If  the  doctor  can  throw 
any  light  on  these  early  cases  I  would  be  glad  to  hear  from  him  on 
that  point.  Most  of  the  cases  in  the  literature  have  occurred  after 
a  number  of  pregnancies." 

Dr.  Robert  T.  Frank:  "It  seems  to  me  that  Dr.  Bailey  has 
only  given  one  phase  of  the  subject  of  osteomalacia.  Of  course  he 
has  kept  pretty  close,  I  suppose,  to  the  case  that  he  was  reporting, 
but  it  must  not  be  forgotten  that  osteomalacia  appears  in  males  as 
well  as  in  females.  Dr.  Bailey's  case  was  one  in  which  the  drain  on 
the  calcium  content  of  the  body  was  extreme — as  extreme  as  it 
probably  can  be  in  a  human  being.  On  the  other  hand.  Dr.  Polak's 
case  shows  a  more  spontaneous  onset.  In  other  words,  we  must 
consider  the  etiology  from  two  points  of  view — in  the  one  where 
there  is  a  physiological  drain  beyond  the  physiological  limit,  as  in 
repeated  pregnancies;  in  the  other  in  which  there  is  some  unknown 
factor  which  disturbs  the  calcium  metabolism  of  the  body  without 
there  being  a  demonstrable  drain.  The  balance  is  supposed  to  be 
maintained  by  the  glands  of  internal  secretion.  For  instance, 
McCallum  has  always  accused  the  parathyroid  bodies,  saying  that 
they  are  at  fault  in  these  cases.  Dr.  Bailey's  case,  on  the  other  hand, 
is  a  very  pure  instance  of  a  physiological  drain." 

Dr.  Hermann  Grad:  "About  four  years  ago  there  was  a  case  of 
osteomalacia  at  the  Woman's  Hospital,  in  which  I  did  a  Cesarean 
section,  and  there,  also,  the  history  was  somewhat  similar  to  that  of 
Dr.  Bailey's  case.  The  woman  I  have  reference  to  had  eight  children. 
She  was  an  Italian,  was  poorly  nourished,  and  her  pelvis  was  so 
deformed  that  Cesarean  section  was  necessary.  I  removed  both 
of  her  ovaries  and  was  able  to  follow  her  for  a  year  and  a  half 
afterward.  She  improved  considerably  and  was  able  to  get  around 
the  house,  but  I  lost  sight  of  her  after  that  and  do  not  know  what 
became  of  her,  but  she  certainly  improved  very  markedly  after 
removal  of  the  ovaries." 

Dr.  Harold  Bailey,  in  closing  the  discussion,  said:  "The 
etiology  of  this  disease  is  really  more  obscure  than  it  would  appear. 
It  has  been  brought  out  in  the  discussion  that  there  are  other  forms 
of  osteomalacia,  forms  in  the  male  and  conditions  in  young  unmarried 
females,  and  also  osteomalacia  of  old  age,  and  then  another  point  in 
the  etiology  is  the  fact  that  it  is  endemic  in  certain  localities  along 
the  Rhine   Valley,  northern  Italy  and  in  Flanders,     Recent  ob- 
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servations  by  McCruden  in  bone  pathology  and  metabolism  would 
tend  to  show  that  rickets  and  osteomalacia  are  one  and  the  same 
thing,  and  I  suppose  that  Dr.  Polak's  case  was  one  of  rickets  pro- 
longed into  adult  life.  In  answering  Dr.  Mabbott  I  would  say  that 
the  lime  in  McCruden's  cases  was  reduced  about  one-half.  The 
organic  contents,  that  is  the  sulphur  and  phosphorus,  rather  sur- 
prisingly, were  above  normal,  and  the  magnesium,  while  it  did  not 
seem  to  be  deposited  at  all  in  the  absence  of  the  lime,  still  its  propor- 
tion in  relation  to  the  lime  was  far  above  it.  It  is  a  very  interesting 
result  and  I  think  that  McCruden's  work  on  the  subject  is  complete. 
I  have  obtained  a  quart  of  the  solution  in  which  this  body  had  the 
meat  taken  off  of  it  and  if  there  is  no  lime  in  that  solution,  I  am 
going  to  have  the  bones  analyzed  with  an  idea  of  finding  out  the 
content  of  lime. 

The  question  of  castration  apparently  is  not  settled.  There  are 
many  reports  of  improvements  following  castration  which  would 
tend  to  show  that  there  is  something  in  it  besides  merely  preventing 
further  pregnancies. 

The  administration  of  such  things  as  thyroid  and  adrenalin  seem 
to  be  without  any  foundation  whatsoever." 

Dr.  a.  a.  Hussey  read  a  paper  on 

operating  during  the  puerperium  for  the  cure  of  old  lacera- 
tions of  the  cervix  and  perineum.* 

discussion. 

Dr.  John  0.  Polak,  in  opening  the  discussion,  said:  "The  late 
Dr.  Stuart  converted  us  some  3^ears  ago  to  the  possibility  of  this 
procedure  and  I  want  to  say  a  few  words  about  it. 

"So  far  as  perineorrhaphy  is  concerned,  I  agree  absolutely  with  the 
doctor,  that  we  can  get  extremely  good  results;  the  tissues,  particu- 
larly in  flap-splitting  procedures,  are  more  easily  handled,  and  that 
healing  seems  to  be  better  under  the  influence  of.  or  rather,  as  a 
result  of  previous  pregnancy  than  at  a  later  time. 

"Regarding  the  cervix:  the  first  case  that  we  did  had  athrombo- 
phlebitis  following  our  cervical  repair.  The  second  case  developed 
a  double  parametritis.  Both  of  these  were  aseptic  deliveries,  and 
we  thought,  aseptic  operations.  The  next  difiiculty  is  that  a  large 
number  of  these  cases  postpartum  are  complicated  by  cystocele 
and  more  than  a  perineorrhaphy  should  not  be  attempted  as  we  are 
dealing  with  tissues  which  are  difficult  to  handle  properly,  especially 
in  cystocele  procedures  immediately  after  labor.  I  have  carefully 
carried  out  Dr.  Hussey's  technic  and  the  points  I  would  like  to 
bring  out  are:  first,  that  so  far  as  perineorrhaphies  are  concerned 
in  hospital  work  this  intermediate  repair  is  admissible,  but  so  far 
uS  the  cervix  is  concerned  I  would  like  to  sound  a  note  of  warning 
that  there  is  a  very  great  deal  of  danger,  as  we  know,  from  infection 
in  freshening  up  old  cervical  injuries.  Somehow  or  other  during 
pregnancy,  though  the  injury  is  very  extensive,  there  is  a  defense 

*  For  original  article,  see  page  1014. 
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produced  and  the  mucosa  is  thickened  and  the  erosion  becomes 
rather  excessive  and  behind  the  thickened  mucosa  we  have  a  certain 
amount  of  round-cell  infiltration.  When  we  break  through  this  we 
do  the  same  as  we  frequently  do  with  a  curet  warning  that  there  is 
a  very  great  deal  of  danger,  as  we  know,  from  infection  in  freshening 
up  old  cervical  injuries.  Somehow  or  other  during  pregnancy, 
though  the  injury  is  very  extensive,  there  is  a  defense  produced  and 
the  mucosa  is  thickened  and  the  erosion,  as  we  know,  become  rather 
excessive  and  behind  this  thickened  mucosa  we  have  a  certain 
amount  of  round-cell  infiltration.  When  we  break  through  this  we 
do  the  same  as  we  frequently  do  with  a  curet  in  the  presence  of  preg- 
nancy. We  open  up  avenues  of  infection  and  I  feel  that  we  should 
call  attention  to  this  danger  as  the  result  of  cervical  interference  and 
not  so  much  so  from  pelvic  floor  interference." 

Dr.  F.  a.  Dorman:  "It  seems  that  if  we  closely  adhere  to  the 
line  that  Dr.  Hussey  has  laid  down  we  are  warranted  in  doing  an 
immediate  repair  of  the  perineum.  He  makes  this  justification  very 
narrow,  namely,  to  women  who  cannot  afford  to  return  to  the  hos- 
pital admitting  that  it  is  not  a  desirable  time  for  operation.  We 
all  know  that  the  extra  operative  risk  around  the  genitalia  at  this 
time  adds  to  the  possibility  of  infection.  As  long  as  he  admits  that, 
it  seems  to  me"  that  the  great  end  to  be  gained  if  we  do  simply  the 
ordinary  plastic  work,  justifies  this  operation.  I  am  rather  inclined 
to  agree  with  Dr.  Polak  that  we  ought  to  keep  away  from  the  cervix. 
It  is  certainly  going  to  take  rare  judgment  to  make  the  proper 
approximation  as  the  cervix  still  maintains  its  edema,  and  some- 
times we  are  going  to  make  too  small  a  closure.  Sometimes  in  the 
presence  of  infection  that  is  not  asserting  itseK,  we  are  going  to  afford 
it  an  avenue  of  entrance  and  the  results  may  be  very  serious.  I  do, 
how^ever,  think  that  this  review  shows  us  that  a  certain  amount  of 
plastic  work  under  certain  conditions  may  be  attempted  and  we  are 
justified  in  doing  it." 

Dr.  T.  V.  D.  Young:  "I  am  greatly  interested  in  this  subject 
and  have  often  thought  of  trying  the  line  of  work  laid  down  in  Dr. 
Hussey's  paper.  The  point  arising  in  my  mind  is  t;he  effect  of 
chronic  infection,  which  we  so  often  see  and  which  is  most  frequently 
present  in  lacerations  of  the  cervix;  also  whether  Dr.  Hussey  would 
elect  to  perform  the  intramuscular  operation  upon  the  perineum. 
I  did  not  get  a  very  clear  idea  of  the  type  of  operation  he  followed, 
whether  one  would  be  justified  in  opening  up  the  perineum  suffi- 
ciently to  dig  out  the  levators  freely  and  suture  them  with  kangaroo 
tendon,  as  we  ordinarily  do  in  the  secondary  operation,  and  whether 
he  would  use  chromic  catgut  for  the  repair  with  lochia  pouring  over 
it.  My  results  in  immediate  repair  with  chromic  catgut  have  been 
most  unsatisfactory  and  in  the  superficial  closing  I  have  found  the 
catgut  loosens  so  quickly  that  it  hardly  holds  the  wound  edges 
together  for  more  than  three  or  four  days.  In  an  immediate  peri- 
neorrhaphy for  fresh  lacerations  I  use  the  method  of  uniting  the 
levators  as  in  the  secondary  perineorrhaphy,  closing  the  laceration 
of  the  vaginal  cone  with  chromic  catgut  and  the  perineum  with 
silkworm  gut,  and  have  thereby  succeeded  in  closing  in  the  fresh 
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areas  absolutely.  It  seems  to  me  that  unless  we  repair  lacerations 
of  the  levators  we  are  not  going  to  get  very  permanent  results  in 
primary  operations.  What  I  would  like  to  know  of  Dr.  Hussey  is 
why  he  selects  a  later  date  than  immediately  after  delivery  for  his 
operation;  that  is  to  say,  why  does  he  wait  three,  four  or  five  days, 
and  why  couldn't  the  operation  be  done  immediately  after  the 
birth  of  the  child  and  the  placenta?" 

Dr.  J.  Milton  M.ajbbott  said:  "Apropos  of  the  subject  of  operat- 
ing on  the  cervix  immediately  after  delivery,  I  recall  that  in  look- 
ing up  text-books  and  journals  I  read  a  statement  some  time  ago 
that  it  was  utterly  useless  to  suture  the  cervix  immediately  after  de- 
livery for  any  other  purpose  than  the  control  of  hemorrhage,  on 
account  of  the  rapid  involution  during  the  first  few  days.  That  is 
not  my  own  impression,  but  one  I  remember  distinctly  having  read 
it  as  a  statement  of  an  authority.  I  would  like  to  ask  Dr.  Hussey 
whether  he  observed  any  better  results  in  the  holding  of  the  sutures 
in  the  cases  operated  on  in  the  later  periods,  more  than  three,  four 
or  five  days  after  delivery,  rather  than  the  earlier  ones,  because  I 
would  assume  that  unless  he  drew  his  sutures  very  tight,  in  the  first 
five  days  after  delivery  they  certainly  would  be  very  loose  within 
twenty-four  hours  of  the  time  they  were  introduced." 

Dr.  William  P.  Pool,  said:  "I  wish  to  support  the  remark  of 
Dr.  Polak  regarding  the  difference  in  results  between  repair  of  the 
pelvic  floor  and  of  the  cervix  under  these  conditions.  From  a  very 
limited  experience  with  this  procedure  I  have  thought  that  the 
pelvic  floor  healed  even  more  kindly  during  the  puerperium  than 
when  secondary  operations  were  done  at  another  time,  but  in  the 
cervix  my  results  have  been  unsatisfactory.  In  a  series  of  immediate 
repairs  which  I  undertook  several  years  ago,  the  operation  resulted, 
in  some  cases,  in  rather  grotesque  shapes  of  the  cervix.  The  dis- 
tortion and  edema  of  the  tissues  incident  to  this  time,  seemed  to  me 
insurmountable  obstacles  to  proper  dissection  and  coaptation. 
It  has  been  suggested  that  an  old  lacerated  cervix  is  often  the  seat  of 
a  chronic  infection.  This  too  seemed  to  be  borne  out  in  some  of 
my  cases,  in  which  the  operation  was  followed  by  a  moderate 
parametritis,  and  a  mild  febrile  convalescence." 

Dr.  Robert  L.  Dickinson,  in  discussion,  said:  "I  would  be 
glad  to  confirm  the  statement  which  Dr.  Hussey  made  concerning 
those  late  operations.  They  run  counter  to  all  our  preconceived 
opinions.  I  was  for  years  skeptical  of  the  possibilities  of  such 
results.  I  am  entirely  convinced  that  such  an  operation  as  his — 
the  late  perineal  repair,  initiated  by  Dr.  Stewart  and  carried 
through  by  Dr.  Hussey,  is  entirely  feasible  and  saves  our  patient 
from  one  more  two  weeks  in  bed  at  a  subsequent  time." 

Dr.  a.  a.  Hussey,  in  closing  the  discussion,  said:  "I  think  I  have 
very  much  the  same  feeling  in  regard  to  the  whole  subject  as  ex- 
pressed by  the  members  who  have  discussed  the  paper.  When 
Dr.  Stuart  started  the  work  I  watched  it  with  a  feehng  that  nothing 
good  would  come  of  it  and  my  surprise  was  very  great  that  we  didn't 
get  into  more  trouble  than  we  did,  and  after  a  while  I  began  to  have 
a  feeling  that  perhaps  there  was  something  in  it  after  all  and  I  still 
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am  in  an  attitude  of  doubt  in  regard  to  the  matter  and  that  is  why 
I  presented  the  subject  to  you  to-night,  in  hopes  of  getting  some  help 
from  the  discussion. 

"I  feel  the  operative  work  on  the  perineum  can  be  done  safely. 
Whether  it  can  be  done  effectively  or  not  is  a  question  which  I 
cannot  settle  because  I  haven't  done  enough  of  it.  There  isn't 
any  particular  risk  in  operating  in  these  cases.  It  has  not  been  the 
custom  to  open  the  floor  but  to  do  an  approximation  of  the  fascia. 
It  seems  to  me  that  the  catgut  holds  quite  as  well  as  it  does  at 
other  times.  I  think  that  if  the  approximation  is  accurate  and 
close,  the  wound  very  quickly  will  protect  itself  against  the  lochia. 

"In  work  on  the  cervix  I  have  the  same  feeling  which  Dr.  Polak 
and  the  others  have  expressed  and  I  have  done  very  little  of  it 
myself,  especially  during  the  last  few  years.  All  the  later  cases 
which  I  have  done  have  been  perineorrhaphies  and  not  cervices. 

"I  am  reporting  in  this  article  all  the  work  that  was  done  by  Dr. 
Stuart  and  by  myself  with  the  results  obtained  by  us,  good  and  bad. 

"1  have  had  that  same  feeling  in  regard  to  infection,  especially 
thrombophlebitis,  and  I  have  always  felt  in  regard  to  that  case 
of  my  own  that  did  not  have  an  aseptic  delivery,  where  the  patient 
had  the  regular,  ordinary  house  delivery  and  was  brought  into  the 
hospital  and  ran  a  temperature  on  the  seventh,  ninth  and  eleventh 
days— I  have  always  felt  that  it  was  probably  a  thrombophlebitis, 
but  she  got  well  quickly  after  the  quinin  was  given,  and  as  the  blood 
was  not  examined,  we  were  left  in  doubt  about  the  case.  It  may 
have  been  a  thrombophlebitis  and  after  the  quinin  was  given  on 
the  eleventh  day  possibly  she  developed  an  immunity  against  the 
thrombophlebitis. 

"The  work  is  necessarily  limited.  There  are  very  few  indications 
for  it.  We  must  all  admit  that  the  puerperium  is  not  a  time  to 
select  for  operative  work,  but  is  it  worth  while  for  some  of  these 
women  to  take  the  opportunity  that  is  offered  at  this  time  if  they 
can  get  it  then  and  can  never  get  it  at  any  other  time?  Take  the 
woman  with  the  complete  laceration  of  the  perineum  who  had  been 
going  for  five  years  without  control  of  the  bowel  at  all.  Was  she 
better  or  worse'off  after  the  operation? "'  After  some  further  remarks 
in  connection  with  this  case.  Dr.  Hussey  terminated  his  discussion 
by  saying: 

"I  don't  know  how  much  there  is  in  it.  There  may  be  something 
in  it.  I  hope  someone  else  will  be  able  to  teU  us  how  much  there 
is  in  it  later  on." 

Dr.  a.  M.  Judd  read  a  paper  on 

PALPATION    OF   THE   URETERS  BY  VAGINA.* 
DISCUSSION. 

Dr.  Joseph  Brettauer,  in  opening  the  discussion,  said:  "We 
ought  to  be  grateful  to  Dr.  Judd  for  bringing  this  subject  before  us. 

*For  original  article  see  page  1082. 


1104  TRANSACTIONS   OF   THE 

I  feel  that  it  has  been  neglected  for  a  long  time  by  some  of  us,  not 
including  myself,  however,  because  I  have  always  made  it  a  practice 
to  feel  the  ureters  and  I  can  endorse  the  reader's  statement,  possibly 
not  to  the  extent  of  90  per  cent.,  but  I  would  roughly  judge  my  ex- 
perience to  be  such  as  to  say  that  in  about  60  to  70  per  cent.  I  was 
able  to  feel  the  ureters,  but  I  am  under  the  impression  that  of  this 
number  over  one-half  were  diseased  ureters  and  that  is  the  reason 
why  the  ureters  could  be  felt  so  plainly.  A  great  many  of  our  cases 
have  been  multiparous  women  W'ho  have  a  very  mobile  uterus  with 
relaxed  pelvic  tissues  and  it  is  rather  difficult  in  those  cases  to  feel 
a  normal  ureter  because  it  is  soft,  and  in  sweeping  over  it  with  your 
finger  you  are  not  sure  that  you  have  the  ureter.  In  less  relaxed  pelvic 
organs  when  you  feel  a  cord  at  that  particular  place  you  know  that 
it  cannot  be  anything  except  the  ureter.  I  am  under  the  impression 
that  most  of  the  ureters  which  are  clearly  felt  are  diseased  and  on 
going  closely  into  the  histories  you  will  find  the  etiology  of  that 
disease.  I  have,  I  think,  five  cases  which  have  come  under  my 
observation  in  the  last  twenty-five  years  where  I  was  able  to  feel  a 
calculus  in  the  pelvic  part  of  the  ureter  and  remove  it  per  vaginam." 

Dr.  Henry  D.  Furniss:  "I  think  that  Dr.  Judd  has  done  a 
good  service  in  calling  our  attention  to  the  fact  that  we  can  palpate 
the  ureters,  but  I  feel  that  attempts  to  depend  upon  this  procedure 
in  every  case  are  not  advisable,  for  the  reason  that  we  are  sacrificing 
better  methods  of  diagnosis.  In  cases  of  pyelitis  I  have  found  that 
the  ureter  is  usually  not  thickened.  In  some  of  the  cases  of  pyoneph- 
rosis we  get  a  marked  periureteritis  that  we  can  palpate  and  in 
some  cases  of  stone  it  is  of  great  service.  When  you  palpate  what 
feels  like  a  stone  and  it  slips  away  to  come  down  again  you  can  put 
that  down  as  ureteral  calculus.  The  greatest  benefit  which  I  have 
found  in  palpation  through  the  vagina  is  in  tuberculosis,  especially 
in  cases  of  tuberculosis  where  the  bladder  is  so  involved  that  it  is 
impossible  to  tell  which  ureter  is  affected  from  the  cystoscopic  ex- 
amination— even  with  chromocystoscopy.  Palpation  through  the 
vagina  is  a  thing  that  will  map  out  the  side  that  is  involved  and  I 
make  it  a  practice  in  every  case  that  comes  to  me  for  cystoscopic 
examination  to  make  a  bimanual  examination  of  the  pelvis  to  de- 
termine the  presence  of  disease  of  one  of  the  organs  and  I  pay  par- 
ticular attention  to  the  ureters.  I  do  not  know  what  percentage  I 
can  palpate,  but  I  do  palpate  a  certain  number  although  in  a  certain 
percentage  of  these  I  am  not  sure  that  it  is  the  ureter. 

Dr.  John  O.  Polak:  "We  in  Brooklyn  were  a  little  skeptical 
when  Dr.  Judd  first  'put  this  over,'  so  we  invited  him  to  present  the 
subject  to  the  gynecological  staff  of  the  Long  Island  College  Hos- 
pital, and  he  gave  a  demonstration  of  the  case  with  which  this  pal- 
pation could  be  done.  We  had  the  ureters  of  three  women  catheter- 
ized  and  with  the  catheter  in  situ  the  doctor  showed  us  where  we 
would  find  the  ureter  in  the  pelvis  and  then  allowed  us  to  withdraw 
the  catheters  and  find  the  cord  without  the  contained  catheter  just 
as  the  doctor  has  demonstrated  to-night.  It  was  certainly  a  most 
graphic  demonstration.     We  were  able  to  locate  the  ureter  after  the 
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catheters  were  withdrawn;  and  when  he  speaks  of  the  percentage 
in  which  the  ureteral  cord  was  found  I  would  say  that  we  could 
palpate  the  ureter  in  each  of  these  cases.  I  must  be  frank,  however, 
an^  say  that  since  then  I  have  made  it  a  practice  to  attempt  to  pal- 
pate the  ureter  in  every  woman  coming  to  us  for  a  pelvic  examina- 
tion, but  have  not  been  as  successfid  as  I  had  expected  to  be  after 
Dr.  Judd's  practical  demonstration.  There  is  one  point  to  which 
I  would  like  to  direct  particular  attention  and  that  is  the  point  in 
regard  to  the  relation  of  the  ureter  to  the  ischial  spine.  That  was 
something  which  impressed  me  at  that  time,  more  than  anything  else, 
and  it  seems  to  me  that  we  have  many  times  missed  the  ureter,  when 
thickened,  by  not  knowing  exactly  where  to  start  from  in  our  pal- 
pation and  I  trust  that  the  doctor  in  closing  the  discussion  will  again 
bring  out  what  to  me  is  the  most  important  point,  namely,  its  relation 
to  the  ischial  spine." 

Dr.  a.  M.  Judd,  in  closing  the  discussion,  said:  "Dr.  Bissell 
was  kind  enough  to  bring  here  to-night  a  pelvis  which,  to  me,  me- 
chanically, is  one  of  the  most  ingenious  things  that  I  have  ever  seen. 
The  manner  in  which  the  doctor  placed  the  ureter  in  the  pelvis  was  par- 
ticularly to  show  the  relation  here  to  the  spine  of  the  ischium  which 
Dr.  Polak  asked  that  I  try  to  bring  out  in  my  discussion.  The  point 
which  I  particularly  desire  to  bring  out  is  that  in  making  your  pal- 
pation of  the  ureter  first  find  the  spine  of  the  ischium,  which  is  easily 
done  in  all  cases,  then  if  you  will  go  above  there  and,  instead  of  push- 
ing the  ureter  up  and  trying  to  feel  it,  if  you  wUl  try  to  train  your 
finger  so  as  to  bend  the  end  of  it  in  a  certain  way,  you  can  easily 
go  above  with  it  and  pull  it  down." 

"In  regard  to  stones:  I  stated  that  I  had  only  one  case  of  stone. 
I  meant  by  that  that  I  had  only  one  case  of  stone  which  I  have 
operated,  but  I  have  felt  stones  in  the  ureters  in  a  number  of  other 
cases  (six  or  seven  cases)  demonstrated  by  other  methods,  and  some 
of  them  have  been  removed  by  other  surgeons." 
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Meeting  of  January  28,  19 16. 
The  President,  Dr.  Wilbur  Ward,  in  the  Chair. 
Dr.  W.  Morgan  Hartshorn  reported  a  case  of 

RUPTUPvED  OVARIAN  CYST  IN  LABOR. 

The  patient,  a  multipara  of  thirty-two,  was  confined  for  the  third 
time  January  10,  191 5.  Her  labor  was  uneventful  as  had  been  her 
two  previous  confinements  at  the  Nursery  and  ChUd's  hospital. 
This  last  baby  was  born  after  a  labor  lasting  only  four  hours.  After 
deUvery  the  patient  complained  of  considerable  pain  in  the  right 
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side  which  passed  away  in  a  few  hours.  Her  temperature  up  to  the 
eighth  day  was  normal  but  that  afternoon  the  nurse  reported  it  to 
be  102°  F.  She  complained  of  severe  pain  quite  well  localized  over 
McBurney's  point  and  a  distinct  mass  could  be  felt.  It  was  thought 
that  this  might  possibly  be  a  subinvoluted  uterus.  The  head  of 
the  bed  was  raised  and  the  patient  was  given  hot  vaginal  douches. 
The  lochia  were  normal.  The  next  morning  her  temperature  was 
still  high  and  she  was  very  sensitive  to  pressure  all  over  the  right 
side  of  the  abdomen.  Dr.  Karl  Connell  was  asked  to  see  her  and 
after  examination  a  diagnosis  was  made  of  either  a  ruptured  appen- 
dix or  an  ovarian  cyst  with  twisted  pedicle.  Her  condition  was 
such  that  an  immediate  operation  was  advised  and  the  patient  was 
transferred  to  the  Roosevelt  Hospital.  Upon  opening  the  abdomen 
a  ruptured  ovarian  cyst  was  found.  It  was  thought  that  the  pain 
and  temperature  at  this  time  were  most  probably  due  to  a  beginning 
local  peritonitis.  The  patient  made  a  perfectly  normal  recovery 
and  left  the  hospital  in  ten  days.  Unfortunately,  two  days  after  the 
mother  had  gone  to  the  hospital  the  baby  was  suddenly  taken  sick 
and  died  in  convulsions.  These  were  probably  of  gastroenteric 
origin. 

Dr.  Charles  C.  Norris  of  Philadelphia,  read  the  paper  of  the 
evening,  on 

PREGNANCY   IN   THE   TUBERCULOUS.* 
DISCUSSION. 

Dr.  Edwin  B.  Cragin,  in  opening  the  discussion,  said: 
"Most  of  us  can  agree  almost  in  toto  with  the  conclusions  pre- 
sented by  Dr.  Norris  here  to-night.  I  cannot  believe  that  Dr. 
Norris  quite  regards  the  Phipps  statistics  as  those  which  we  are 
likely  to  meet  with,  and  for  reasons  that  he  has  given.  Most  of 
our  bad  cases  come  early.  Most  of  the  late  cases,  as  he  stated, 
were  active  when  he  got  them,  so  I  think  his  own  statistics  are  more 
like  those  with  which  we  are  likely  to  meet. 

"I  think  we  can  all  agree  on  certain  general  principles  to  start 
with;  that  is,  active  tuberculosis  in  early  pregnancy  indicates  inter- 
ruption of  the  pregnancy;  active  tuberculosis  in  late  pregnancy 
usually  does  not  indicate  interference  for  the  reason  that  we  are 
not  going  to  benefit  the  woman  very  much  by  interference.  Person- 
ally, I  cannot  but  question  even  the  induction  of  labor  two  weeks 
ahead  of  time  as  a  means  of  making  it  easier  for  the  woman.  Most 
induced  labors,  even  with  the  bag  rendered  famous  by  one  of  our 
own  members,  are  apt  to  be  a  little  longer  than  the  ordinary  labor 
that  starts  voluntarily  and  if  these  tuberculous  women  who  are 
already  reduced,  have  to  have  twenty-four  to  thirty-six  hours  of 
induced  labor  I  question  whether  they  are  quite  as  well  off  as  they 
would  be  if  they  had  gone  into  the  labor  voluntarily.  I  think  all 
of  us  realize  that  it  is  easier  to  take  care  of  a  thin,  anemic,  pale  look- 
ing woman  who  looks  as  if  the  wind  would  blow  her  away,  than  it 
is   to   take   care   of   one   of  our  horseback-riding,    tennis-playing, 

*  For  original  article,  see  page  Q97. 
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athletic  women  with  a  perineum  as  rigid  as  a  board.  In  my  experi- 
ence these  tuberculous  women  have  rather  little  resistance  in  the 
pelvic  floor  and  their  labors  are  apt  to  be  rather  easy. 

"There  is  just  one  point  I  would  like  to  lay  a  little  stress  on  and 
that  is  this.  Not  infrequently  in  the  puerperium  in  making  the 
rounds  in  the  hospital  we  wUl  see  the  temperature  chart  above 
normal  in  a  tuberculous  woman  and  we  assign  that  to  the  tubercu- 
losis. As  a  matter  of  fact,  it  may  not  be  due  to  the  tuberculosis 
at  all.  In  our  experience  at  the  Sloane  (I  think  most  of  the  residents 
will  bear  me  out  in  this)  these  tuberculous  women  have  less  uterine 
tone  and  find  it  less  easy  to  keep  the  uterus  empty;  therefore  there 
is  a  little  more  tendency  to  retained  secundines  and  blood  clots  and 
sapremia  is  a  little  more  common  in  these  tuberculous  women  than 
in  women  who  are  not  tuberculous.  Therefore  I  would  simply  call 
attention  to  the  fact  that  we  must  not  always  assign  her  temperature 
to  her  tuberculosis  when,  as  a  matter  of  fact,  it  may  be  due  to  the 
lack  of  tone  in  the  uterus  and  inability  to  empty  itself  and  keep  it 
empty. 

"I  think  we  can  agree  that,  first  of  all,  as  already  said,  active 
tuberculosis  indicates  interference  early;  late  tuberculosis  does 
not  indicate  interference  unless  she  is  suffering  markedly  from 
anemia,  the  embarrassment  of  respiration  from  the  enlarging  uterus, 
and  the  general  discomfort,  added  to  the  condition  of  pregnancy. 
A  laryngeal  tuberculosis  always  indicates  interference  with  the 
pregnancy,  I  believe,  unless  she  is  very  near  term. 

"Now,  these  statements  I  think  we  can  all  of  us  accept  as  gen- 
eral principles,  but  the  difficult  problem  is  the  exceptional  case. 
What  are  you  going  to  do  with  the  individual  case  here  in  New  York 
who  has  had  a  healed  tuberculosis,  who  is  very  anxious  to  have  a 
child  in  a  family  that  has  no  children,  in  a  family  that  has  large 
means  and  is  willing  to  do  anything  to  have  that  heir  or  heiress? 
That  is  the  problen  that  may  present  itself.  Well,  perhaps  a  little 
personal  experience  may  be  of  some  value.  Just  such  a  case  pre- 
sented itself  to  me  and  to  some  of  the  obstetricians  of  Boston,  and 
Boston  and  New  York  conferred  and  Boston  and  New  York  agreed 
that  if  this  individual  would  go  to  the  Adirondacks  and  hire  a  house 
and  live  there  during  her  whole  pregnancy,  we  would  agree  that  she 
should  go  on  with  her  pregnancy.  That  was  done.  She  went  on 
and  had  her  baby.  Her  tuberculosis  was  not  made  worse,  nor  did 
there  occur  during  the  puerperium  any  tuberculous  manifestations. 
I  believe  that  solution  of  the  problem  was  the  best  one  adapted  to 
that  condition,  and  it  taught  me  a  valuable  lesson  as  to  what  could 
be  done  under  similar  circumstances. 

"Not  very  long  ago  a  Sloane  nurse  while  taking  care  of  one  of  my 
patients  developed  tuberculosis  and  went  to  the  Adirondacks.  She 
got  better  of  her  tuberculous  process.  She  met  a  tuberculous  doctor 
who  had  gotten  better  of  his  tuberculosis.  She  married  the  tuber- 
culous doctor  and  these  two  had  a  child  which  was  not  tuberculous. 
What  seemed  to  be  a  great  hardship  for  her  at  the  time  she  contracted 
tuberculosis  was  the  giving  up  of  her  work  in  New  York  and  we  all 
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sympathized  with  her  in  this  and  in  her  tuberculous  lesion,  but  it 
proved  to  be  the  happiest  event  in  her  life,  and  they  are  both  per- 
fectly happy  to-day.  That  is  simply  another  illustration  of  what 
can  be  done  in  these  exceptional  cases  where  the  tuberculous  process 
comes  as  a  complication  of  pregnancy. 

"I  have  already  spoken  too  long,  but  I  want  to  congratulate  Dr. 
Norris  on  the  fact  that  he  was  perfectly  consistent  through  all  his 
paper  and  all  through  his  remarks  in  using  the  word  tuberculous 
rather  than  tubercular.  Some  of  us  older  men  were  brought  up  to 
use  the  expression  'tubercular'  condition.  We  are  all  taught  now 
that  this  is  bad;  that  we  should  always  use  the  word  'tuberculous.' 

"I  would  like  to  say  a  word  as  to  what  we  do  at  the  Sloane  in 
answer  to  the  question  about  induction  of  labor.  Of  course,  a  good 
many  of  our  cases  are  sent  in  by  doctors  outside  who  say,  'This 
woman  is  pregnant  and  tuberculous;  she  should  have  her  pregnancy 
interrupted.'  What  we  have  done  there  is  to  send  them  over  to  the 
Tuberculosis  Camp  at  the  Vanderbilt  Clinic  and  have  the  man  in 
charge  give  them  a  physical  examination  so  it  can  go  on  our  records; 
then  with  his  diagnosis  and  physical  examination,  we  have  felt  we 
were  perfectly  justified  in  going  on  and  interrupting  the  pregnancy, 
but  to  safeguard  the  hospital  so  that  it  shall  not  be  known  as  an  abor- 
tion shop,  we  have  felt  it  wise  to  have  this  advice  and  written  phys- 
ical examination  of  the  tuberculosis  expert  at  the  Vanderbilt  Chnic." 

Dr.  Harvey  B.  Matthews  said:  "The  most  striking  fact  brought 
out  by  the  doctor  were  those  cases  reported  from  the  Phipps  Insti- 
tute. The  percentages  are  simply  turned  around  from  what  the 
usual  run  of  cases  is.  My  experience  has  only  been  obtained  from 
a  review  of  the  literature  and  in  reading  about  these  cases  I  note 
that  68  per  cent,  of  tuberculous  women  were  affected  badly  by  their 
pregnancy.  Generally  speaking,  the  percentage  in  those  cases  that 
did  badly  ranged  from  38  to  94. 

"It  seems  that  there  are  two  explanations  for  the  doctor's  good 
results  in  the  Phipps  Institute  cases,  viz.,  first,  as  the  doctor  said, 
these  cases  were  either  quiescent  or  mild,  and  secondly,  they  were 
under  supervision  for  a  greater  or  lesser  length  of  time  both  before 
and  after  they  were  confined.  Naturally,  cases  that  wander  around 
and  come  to  us  as  individual  practitioners,  are  the  bad  cases  and  their 
tuberculosis  is  very  apt  to  be  active  and  far  advanced.  As  a  rule 
those  cases  receive  no  antepartum  and  very  little  postpartum  care. 
Unfortunately  there  are  very  few  men  who  look  after  these  cases 
after  delivery  for  a  sufficient  length  of  time,  to  pass  judgment  as  to 
whether  they  have  or  have  not  been  seriously  affected  by  their 
pregnancy. 

"I  was  in  hopes  that  the  doctor  would  say  something  about  the 
placental  transmission  of  tuberculosis.  He  did  not.  It  is  a  very 
interesting  subject.  I  do  not  know  anything  about  it  from  a  prac- 
tical standpoint  but  from  reading  the  literature  it  seems  perfectly 
possible  for  tubercular  bacilli  to  pass  through  the  placenta  and  thus 
enter  the  fetal  circulation.  If  I  remember  rightly,  in  a  former 
personal  communication  from  Dr.  Norris,  he  stated  that  in  some 


ALUMM    SOCIETY   OF    THE    SLOANE   HOSPITAL   FOR   WOMEN        1109 

20  per  cent,  of  placentae  from  known  tuberculous  women,  tubercle 
bacilli  could  be  demonstrated.  I  have  only  had  the  opportunity  of 
examining  one  such  placenta  and  did  not  find  tubercle  bacilli. 

''There  is  another  question  that  Dr.  Norris  spoke  about  but  did 
not  discuss,  namely,  sterilization.  This  is,  to  me,  a  very  important 
phase  of  this  question.  Are  these  women  actively  tuberculous  at 
the  time  they  are  aborted,  or  if  they  are  aborted,  are  they  to  be  steri- 
lized and  in  what  manner  are  they  to  be  sterilized?  These  are  very 
grave  questions  that  we  must  consider  from  an  unbiased  standpoint 
before  we  act. 

"There  is  another  important  phase  to  this  subject,  namely,  the 
care  of  the  child.  As  the  doctor  stated,  no  tuberculous  woman 
should  nurse  her  baby.  I  take  him  to  mean  that  no  woman  who  has 
ever  had  tuberculosis  should  nurse  her  baby.  There  has  been  a 
great  deal  of  discussion  on  this  subject  and  so  far  as  I  am  able  to 
gather  from  the  literature,  most  of  the  men  maintain  that  it  does 
not  matter  whether  the  tuberculous  lesion  is  active  or  inactive, 
healed  or  quiescent,  the  baby  should  not  be  allowed  to  nurse  in  any 
instance.  If  such  children  are  not  allowed  to  nurse,  should  they 
be  allowed  to  associate  vnth  a  tuberculous  mother?  That  seems  to 
be  a  very  important  question  and  although  Dr.  Norris  states  that 
they  are  not  born  weaklings,  it  seems  reasonable  to  expect  that  a 
certain  number  of  these  babies  are  weaklings,  and  if  they  have  not 
received  any  tubercle  bacilH  through  the  placental  circulation,  they 
certainly  have  a  predisposition  to  tuberculosis  and  for  that  reason 
should  not  even  be  associated  with  a  mother  who  has  tuberculosis. 
It  has  been  shown  that  a  certain  number  of  these  children  acquire 
tuberculosis  in  infancy  or  early  childhood  and  it  does  not  develop 
for  quite  a  few  years.  Behring,  a  German  observer,  claims  that 
tuberculosis  may  lie  dormant  for  as  long  as  four  or  five  years  and 
then  show  itself,  so  that  it  seems  reasonable,  if  we  are  to  do  the  best 
by  these  children,  to  take  them  absolutely  away  from  an  infected 
or  even  a  healed  mother." 

Dr.  Henry  p.  De  Forest. — "There  is  one  phase  of  this  subject 
which  no  one  seems  to  have  touched  upon.  At  previous  meetings 
we  have  had  a  discussion  of  pregnancy  complicated  by  heart  disease. 
We  now  have  tuberculous  cases  to  consider.  In  neither  instance  has 
the  limitation  of  offspring  been  mentioned.  That  is  a  subject  which 
has  attracted  a  good  deal  of  attention  of  late  and  I  for  one  ask  the 
question  in  all  seriousness  as  to  what  advice  can  be  given  such 
patients  as  these  to  prevent  pregnancy.  It  is  a  perfectly  practical 
question,  one  that  every  physician  is  frequently  asked.  I  would 
like  to  be  in  position  to  answer  it  intelligently  to  the  people  who  ask 
in  all  honesty  as  to  what  can  be  done  to  prevent  pregnancy  occur- 
ring in  a  wife  who  has  either  tuberculosis  or  such  a  heart  lesion  that 
pregnancy  is  a  source  of  very  serious  risk." 

Dr.  Walter  Brooks  Brouner. — "The  question  that  came  to  my 
mind  was  the  advisability  of  terminating  these  pregnancies.  If  it  is 
bad  to  have  a  woman  who  is  tuberculous  and  who  is  three  or  four  or 
five  months  pregnant  go  on,  why  is  it  not  equally  justifiable  in  cases 
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of  a  worse  infective  nature,  such  as  a  luetic  infection,  which  we  see 
so  very  often?  Only  a  short  time  ago  a  case  came  under  my  ob- 
servation where  it  seemed  advisable  to  terminate  the  pregnancy 
because  of  the  strain  on  the  mother  as  well  as  the  outlook  for  the 
child,  but  in  that  instance  the  difficulty,  which  was  experienced, 
was  to  get  another  doctor  to  share  the  responsibility.  I  would  like 
to  ask  whether  Dr.  Norris  finds  any  difficulty  in  getting  men  of 
repute  to  share  that  responsibility.  In  New  York  State  it  is  quite  a 
responsible  procedure  to  terminate  pregnancy  and  you  have  to  be 
pretty  well  fortified  by  a  fellow  consultant  to  do  it.  I  also  w^ondered 
whether  it  is  a  generally  accepted  theory  in  practice  that  one  is  justi- 
fied in  advising  the  termination  of  such  a  pregnancy  in  view  of  the 
facts  which  we  all  know  and  which  we  have  had  brought  very  acutely 
to  our  notice  to-night  through  Dr.  Cragin's  illustration  of  these  two 
cases  which  under  proper  surroundings  went  through  their  pregnan- 
cies without  any  trouble.  In  other  words,  theoretically  it  may  be 
all  right  to  terminate  such  a  pregnancy,  but  are  we  always  justified 
in  so  recommending  without  first  resorting  to  some  other  procedure 
such  as  the  doctor  mentions? 

"I  believe  that  we  ought  to  take  a  stand  and  that  we  ought  all 
to  be  willing  to  share  our  responsibihties  as  medical  men  and  recom- 
mend such  a  procedure  even  in  luetic  cases,  but  I  imagine  it  would 
be  a  rather  difficult  thing  to  get  the  average  medical  practitioner  in 
the  City  of  New  York  to  take  such  an  heroic  stand  in  view  of  the 
fact  of  the  numerous  and  unlimited  chances  for  what  in  common 
parlance  is  known  as  'a  comeback,'  namely,  blackmail,  etc, 

''I  simply  rise  to  a  point  of  information  which,  boiled  down  to  the 
point,  is  to  inquire  whether  the  doctor  finds  it  difficult  to  get  men  of 
repute  to  agree  with  him  as  to  the  termination  of  pregnancy." 

Dr.  Charles  C.  Norris  in  closing,  said:  "Dr.  Matthews  in  his 
discussion  has  brought  up  an  interesting  subject.  The  question  of 
placental  and  congenital  tuberculosis  is  one  which  is  at  present 
attracting  considerable  attention.  WTien  we  started  this  work  at 
the  Phipps  Institute,  we  also  began  investigating  the  frequency  of 
placental  and  congenital  tuberculosis,  a  preliminary  report  of  which 
I  published  in  the  Transactions  of  the  American  Gynecological 
Society  in  19 14.  To  date  we  have  examined  seventy-one  placentas, 
and  have  been  able  to  demonstrate  tubercle  bacilli  in  seven  speci- 
mens by  animal  inoculation.  It  must  be  remembered,  however, 
that  placental  tuberculosis  by  no  means  infers  congenital  tuberculosis. 
As  far  as  I  know,  in  none  of  our  cases  has  the  latter  occurred.  It 
is  certainly  a  rare  condition. 

"Congenital  tuberculosis  has  been  produced  not  infrequently 
experimentally,  and  in  one  series  of  experiments  in  as  high  as  10 
per  cent,  of  the  young  guinea-pigs.  These  experiments  are,  how- 
ever, hardly  analogous  to  what  occurs  in  the  tuberculous  pregnant 
woman,  for  in  this  particular  series  of  experiments,  the  investigator 
inoculated  the  pregnant  animals  with  what  would  correspond  to  the 
woman  to  nearly  a  liter  of  the  pure  culture  of  tubercule  bacilli. 
The  fact  that  congenital  infection  is  of  rare  occurrence  is  also  borne 
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out  by  clinical  experience.  We  know  that  if  we  take  the  infant 
away  from  the  tuberculous  mother,  and  guard  it  from  infection, 
tuberculosis  does  not  occur. 

"The  statistics  from  the  Henry  Phipps  Institute,  which  were  quoted 
in  my  paper,  are  of  value  in  that  they  demonstrate  clearly  that  the 
assertion  of  some  investigators  to  the  effect  that  tuberculosis  almost 
invariably  produces  ill  effects  in  the  pregnant  woman  is  too  sweeping, 
and  that  if  we  are  to  treat  these  patients  to  the  best  advantage,  we 
must  individualize  them.  In  other  words,  the  average  mild,  non- 
active  case  of  pulmonary  tuberculosis  if  able  to  procure  proper  treat- 
ment has  an  excellent  chance  of  going  through  her  pregnancy  and 
puerperium  without  marked  ill  effects,  whereas,  the  cases  in  which 
the  disease  is  advanced  or  active  are  exposed  to  a  very  grave  risk. 
I  would  especially  warn  against  those  cases  which  exhibit  any 
tendency  to  become  active.  We  have  found  that  in  the  aggregate 
these  are  much  more  unfavorably  influenced  by  pregnancy  than 
are  those  cases  in  which  there  are  even  moderately  extensive,  but 
closed  and  quiescent  lesions. 

"I  do  not  wish  to  minimize  the  dangers  to  which  the  pregnant 
tuberculous  woman  is  exposed,  and  have  endeavored  to  emphasize 
these  risks  in  my  paper,  but  I  do  strongly  believe  that  the  dictum 
advanced  by  some  authorities  to  the  effect  that  every  pregnant 
uterus  in  the  tuberculous  woman  should  be  emptied  without  regard 
to  the  advancement  of  the  pregnancy  or  the  character  of  the  pul- 
monary lesion  is  much  too  radical." 
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Meeting  of  January  7,  191 6. 
The  President,  Dr.  William  P.  Pool,  in  the  Chair. 
Dr.  Pfeiffer  reported 

CASE  OF  POSTOPERATWE  THROMBOSIS  OF  THE  SUPERIOR  MESENTERIC 

ARTERY. 

R.  B.,  colored,  married,  aged  thirty-two,  admitted  to  the  gyne- 
cological service  of  the  Kings  County  Hospital  on  April  18,  191 5, 
with  the  following  history:  ^Menses  began  at  eleven,  never  regular, 
three  day  type,  comenstrual  pain  in  lower  abdomen  before  marriage. 
Two  children,  older  seven,  younger  four,  both  normal  labor,  two 
miscarriages  both  at  three  months,  prior  to  birth  of  younger  child. 
Last  menstruation  began  Feb.  i,  191 5,  and  began  to  flow  again 
toward  end  of  March;  was  curetted  at  home  by  physician  on 
April  8,  and  four  days  later  complained  of  general  abdominal  pain. 
T.P.R.  on  admission  was  08.6°,  20,  88. 
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No  record  of  findings  at  that  time.  Treated  by  posture  and 
supportive  measures. 

On  discharge  May  5,  1915,  the  uterus  was  in  normal  position, 
freely  movable;  no  tenderness  in  either  fornix. 

Diagnosis. — Incomplete  abortion. 

Readmitted  May  12,  1915,  complaining  of  pain  in  abdomen 
dating  back  to  date  of  prior  discharge  from  hospital.  T.P.R.  98.6°, 
74,  22.  Examination  showed  sHght  tenderness  in  h^-pogastrium; 
uterus  size  of  six  weeks'  pregnancy,  normal  position,  tender,  freely 
movable.  Right  ovary  cystic,  prolapsed  and  adherent;  right  tube 
adherent  and  kinked. 

Diagnosis. — Pelvic  cellulitis  following  abortion.  Treatment  pos- 
ture, douches  and  supportive.  On  discharge  June  2,  1915,  there 
was  slight  tenderness  of  uterus,  but  it  was  freely  movable,  and  in 
normal  position.  Right  tube  and  ovary  palpable  and  tender. 
Uterosacrals  tense. 

Admitted  Nov.  8,  191 5,  for  the  third  time  complaining  chiefly  of 
pain  in  lower  abdomen,  radiating  to  back,  worse  on  right  side; 
leukorrhea. 

Examination  revealed  a  negative  abdomen.  A  drop  of  pus 
escaping  from  left  Skene's  gland  (smear  was  negative).  Uterus 
normal  size  and  position  and  consistency,  slightly  tender,  freely 
movable.  Tubes  not  palpable.  Right  ovary  prolapsed  and  adher- 
ent in  culdcsac;  left  ovary  small  and  adherent. 

At  operation  Nov.  12,  191 5,  evidence  of  adhesions  found,  free 
blood- tinged  fluid  in  peritoneal  cavity;  left  tube  is  slightly  kinked, 
and  there  are  two  cysts  at  its  end,  is  adherent  to  ovary.  Adhesions 
more  extensive  on  right  side.  Some  adhesions  between  fundus 
uteri  and  bladder. 

Operation. — Adhesions  broken  up,  appendix  removed  (some 
dissection  of  right  ureter),  Simpson-Gilliam  suspension.  Nov.  18, 
1915,  wound  infected  down  to  fascial  layer.  At  5  a.  m.,  Nov.  26, 
patient  complained  of  severe  abdominal  pain  and  vomited  4  ounces  of 
colorless  fluid  with  mucus  and  undigested  food.  Abdomen  dis- 
tended, soap  suds  enema  returned  clear  with  a  few  particles  of  fecal 
matter.  Alum  enema  given  later  brought  no  better  result.  At 
8  A.  M.  severe  abdominal  pain  complained  of,  extremities  cold,  tips 
of  fingers  cyanotic,  pulse  rapid  and  fluttering.  T.P.R.  98°  (rectal), 
160,  28.  Vomiting  continued  during  the  day  but  was  not  definitely 
fecal.  Patient  was  in  a  condition  of  shock  too  severe  to  allow  of 
prompt  interference  and  beyond  the  usual  measures  for  that  nothing 
was  done.  Blood  count  showed  white  blood  ceUs  22,600,  poly- 
morphonuclears 78  per  cent.,  red  blood  cells,  4,536,000,  hemoglobin 
60  per  cent.  The  diagnosis  was  uncertain  but  rested  between  an  in- 
testinal obstruction,  and  a  late  secondary  hemorrhage.  By  the  late 
afternoon  there  was  sufiicient  improvement  to  justify  operating  and 
this  was  done  at  7  p.  m.  two  weeks  after  previous  one. 

Operation  by  Writer. — A  median  incision  continuing  the  former 
one  revealed  gangrenous  small  intestine  which  proved  to  be  the 
ileum  involved  for  a  distance  of  about  6  feet   and   extending   to 
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within  a  foot  of  cecum.  There  were  no  constricting  bands  about  the 
site  of  appendix,  nor  the  scar  from  the  dissection  of  the  ureter;  the 
entire  condition  arising  from  a  thrombosis  of  the  superior  mesenteric 
artery  or  some  of  its  branches  to  this  part  of  the  ileum.  The  gan- 
grenous gut  was  resected  and  an  end-to-end  anastomosis  done  using  a 
Murph}^  button.  Rubber  tube  drain  passed  to  pelvis  through  lower 
angle  of  incision.  Bowels  moved  spontaneously  the  next  day. 
Button  passed  on  the  tweKth  day.  Aside  from  a  late  bronchitis  not 
due  to  anesthetic,  and  a  troublesome  diarrhea  from  a  dietetic  error 
the  convalescence  was  uneventful.  The  original  infected  wound  was 
very  slow  in  healing  and  was  not  entirely  closed  on  discharge.  Con- 
dition otherwise  good  on  discharge  on  Jan.  15,  191 6. 
Dr.  Pfeiffer  also  reported 

CASE     OF    PROLAPSE    OF    SIGMOID    THROUGH    PERFORATION    IN    THE 
UTERUS    OCCURRING   DURING   CURETTAGE. 

F.  R.,  married,  aged  twenty-six,  admitted  to  K.C.H.,  Dec.  27, 
1 91 5,  with  the  following  history: 

Menses  began  at  fourteen,  regular,  twenty-eight-day  type,  eight 
to  ten  days'  flow,  no  dysmenorrhea.  Married  eight  years,  two 
children,  seven  and  three  years  old,  respectively;  both  labors  spon- 
taneous delivery,  no  miscarriages. 

On  Dec.  26,  1915,  when  about  four  months  pregnant  had  a  crimi- 
inal  abortion  induced  by  means  of  dilation  and  curettage.  States 
that  when  out  of  anesthetic  she  felt  a  severe  pain  in  lower  abdomen. 
The  physician  called  again  the  next  day  and  informed  her  that  there 
was  still  some  material  to  be  removed,  but  permission  was  refused 
by  the  patient  who  insisted  on  removal  to  hospital.  On  admission  a 
loop  of  intestine  black  and  foul  smelling  was  found  protruding  from 
the  vagina,  accompanied  by  general  tenderness  over  the  lower  abdo- 
men with  rigidity,  especially  marked  on  the  left  side.  Diagnosis 
made  of  perforation  of  uterus  with  prolapsed  intestine,  and 
peritonitis. 

Operation  at  7  p.  m.  of  the  same  day  by  writer.  Median  incision  in 
abdomen;  fluid  blood  in  peritoneal  cavity,  loop  of  sigmoid  stripped 
of  its  mesentery  found  entering  a  perforation  in  the  uterine  fundus. 
Uterus  is  size  of  four  months'  pregnancy.  Intestine  drawn  back 
resected  for  about  8  inches,  removing  all  of  the  gangrenous  gut,  and 
an  end-to-end  anastomosis  done  using  a  Murphy  button  for  the 
purpose.  This  was  rather  more  difficult  than  usual  as  the  anas- 
tomosis was  between  the  lower  end  of  the  sigmoid  and  the  upper  part 
of  the  rectum.  As  this  took  considerable  time,  no  hysterectomy 
was  done,  simply  closing  over  the  uterine  perforation  after  passing 
some  tincture  of  iodine  into  the  cavity,  and  suspending  the  uterus 
by  sutures  passed  posterior  to  the  fundus,  slinging  it  forward.  Three 
strips  of  iodoform  gauze  were  packed  into  the  pelvis  and  the  ends 
passed  out  through  an  opening  made  in  the  culdesac. 

Patient  made  a  rather  uneventful  recovery  in  spite  of  a  rectal 
tube  passed  without  orders  on  the  second  day  postoperative,  though 
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there  was  considerable  sacral  pain  complained  of.  On  January  6, 
the  lower  angle  of  the  wound  found  infected  down  to  the  fascia. 
Gauze  gradually  removed  from  pelvis  until  by  the  fourteenth  day 
it  was  all  out.  On  January  14,  eighteen  days  postoperative,  an 
a;-ray  picture  showed  the  button  in  situ,  and  the  first  carthartic 
was  given  in  the  hopes  of  now  aiding  its  expulsion  as  it  was  thought 
that  it  could  now  safely  be  done.  The  bowels  had  been  moving 
spontaneously  beginning  on  the  third  day  postoperative.  Following 
the  cathartic,  which  produced  copious  stools,  the  night  nurse  re- 
ported feces  coming  from  the  vagina,  and  this  was  apparently  con- 
firmed by  the  interne  though  the  patient  stoutly  maintained  other- 
wise. However,  a  careful  examination  made  four  days  later  failed 
to  disclose  any  rectovaginal  fistula,  and  as  there  had  been  no  further 
discharge  of  feces  per  vaginam,  and  the  bowels  had  moved  through 
the  anus,  the  occurrence  of  a  fistula  is  doubted.  At  this  examina- 
tion the  button  was  felt  low  down  in  the  rectum  and  was  removed 
by  the  fingers. 

On  discharge  the  uterus  was  the  size  of  a  six  weeks'  pregnancy, 
the  left  broad  Hgament  tender,  some  exudate  in  culdesac.  Scar 
in  the  posterior  fornix.     General  condition  good. 

Dr.  Ronsheim  reported  a 


CASE  OF  DELIVERY  THROUGH  A  NAEGELE  PELVIS 

This  occurred  on  Dr.  Beach's  service  at  the  Jewish  Hospital.  The 
head  had  been  on  the  perineum  for  more  than  one  hour.  The  patient 
was  a  primipara.  The  house-surgeon  had  applied  low  forceps  but 
could  make  no  progress.  Dr.  Ronsheim  examined  the  patient 
and  found  that  there  was  a  narrowed  outlet,  but  further  examination 
was  impossible  as  the  pelvis  was  occupied  by  an  enormous  caput 
succedaneum,  the  fetal  head  being  still  above  the  brim.  He  now 
apphed  high  forceps  and  delivered  with  considerable  diflaculty. 
The  child  was  alive.  The  head  was  extremely  molded,  particularly 
on  the  right  parietal  and  left  temporal  regions.  Blood  was  noticed 
coming  from  the  left  orbit  and  on  examination  it  was  found  that  the 
eyeball  was  missing  and  that  cerebral  tissue  was  protruding  into 
the  orbital  cavity.  The  child  died  about  six  hours  later.  Thorough 
examination  of  the  pelvis  now  showed  a  markedly  contracted  pel- 
vis of  the  Naegele  type.  The  eyeball  was  later  found  in  the  basin 
with  the  placenta.  It  was  assumed  that  the  eye  had  been  forced  out 
of  its  cavity  by  the  extreme  intracranial  pressure  produced  by  the 
head  being  forced  into  the  narrow  inlet  and  that  when  the  head  was 
dragged  through  the  pelvis  the  eyeball  was  cut  off  by  the  brim. 

Dr.  Humpstone  reported  a 

CASE  OF  RUPTURED  DUODENAL  ULCER  IN  PREGNANCY. 

The  patient  was  four  months  pregnant  and  vomiting.  The 
temperature  was  100°  F.,  the  pulse  130  and  the  tongue  was  dry. 
She  had  not  been  able  to  retain  anything  in  her  stomach  for  three 


BROOKLYN    GYNECOLOGICAL    SOCIETY  1115 

weeks.  He  made  a  diagnosis  of  h>^eremesis  of  pregnancy  and  gave 
a  bad  prognosis  but  suggested  that  the  patient  be  removed  to  the 
hospital  and  the  uterus  emptied.  Her  doctor  said  that  she  had  had 
a  history  of  duodenal  ulcer  but  at  the  examination  at  home  he 
could  not  make  out  any  trouble  in  the  upper  abdomen.  The  uterus 
was  emptied  at  the  hospital  but  she  survived  the  operation  only  forty- 
eight  hours.  After  the  operation  she  developed  a  mass  in  the  upper 
abdomen  about  the  region  of  the  pylorus  which  we  beheved  was  due 
to  a  perforation.  This  is  the  first  time  Dr.  Humpstone  had  come 
in  contact  with  a  real  duodenal  ulcer  in  pregnancy. 
Dr.  Ralph  M.  Beach  read  a  paper  entitled 

THE    management    OF    OVARIAN    CYSTS    COMPLICATING    PREGNANCY, 
LABOR  ANT)  THE  PUERPERIUM.* 

DISCUSSION, 

Dr.  Polak:  I  think  Dr.  Beach  has  made  a  presentation  of  the 
subject  which  is  the  most  exhaustive  that  I  have  ever  had  the  pleasure 
of  reading  or  listening  to.  The  report  of  the  method  of  management 
in  his  case  shows  ingenuity  and  is  most  interesting.  It  must  not 
be  forgotten  that  some  of  these  tumors  are  simple  cysts  which  be- 
come incarcerated  in  the  pelvis  and  can  be  approached  and  punc- 
tured through  the  vagina.  I  have  had  two  such  cases.  The  diffi- 
culty is  in  diagnosticating  between  the  simple  and  the  dermoid 
cysts.  The  first  case  which  I  saw  of  this  t^'pe  was  an  ovarian 
cyst  comphcating  labor  which  occurred  in  my  service  at  the  Metho- 
dist Hospital  eight  or  nine  yeas  ago.  The  woman  was  brought  in 
with  a  tumor  in  the  pelvis  obstructing  labor.  She  had  been  in 
labor  for  a  long  time  but  had  been  in  the  care  of  an  excellent  man 
who  had  made  but  one  vaginal  examination  and  when  he  recognized 
the  condition  he  had  let  her  alone.  In  that  case  we  did  a  classical 
Cesarean  and  removed  the  tumor  after  completing  the  operation. 
A  large  number  of  these  cases  go  through  labor  unrecognized.  In 
one  instance  there  was  a  rupture  of  the  tumor  following  delivery, 
with  infection  of  the  peritoneum  and  a  general  peritonitis,  with  a 
stormy  convalescence.  The  important  point  is  to  recognize  the 
presence  of  the  tumor  and  to  appreciate  the  danger  of  manipulation 
of  the  abdomen  during  the  placental  stage  as  torsion  of  the  pedicle 
impairs  the  integrity  of  the  cyst  and  alters  the  character  of  its  con- 
tents. One  point  Dr.  Beach  has  brought  out  which  should  be 
emphasized  is  that  when  an  ovarian  tumor  is  recognized  after  the 
delivery  of  the  fetus  it  should  promptly  be  operated  upon,  because 
of  the  great  danger  of  torsion  of  the  pedicle,  for  when  it  is  raised 
out  of  the  pelvis  by  the  pregnancy  it  comes  in  contact  with  intestines 
and  omentum,  adhesions  form  and  when  the  uterus  is  emptied,  and 
involution  occurs,  there  is  danger  of  torsion  as  the  cyst  remains  in 
the  abdomen  more  or  less  attached  to  movable  organs. 

Dr.  Humpstone. — It  is  impossible  for  anyone  to  discuss  this  paper 
except  by  reciting  personal  experiences.     My  own  opinion  is  that 

*  For  original  article  see  page  1029. 
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just  as  soon  as  these  tumors  are  recognized  they  should  be  operated 
upon.  I  have  had  four  cases.  One  was  that  of  a  woman,  six  months 
pregnant,  who  had  a  cyst  behind  the  uterus  dipping  into  the  pelvis. 
We  let  her  go  hoping  to  get  a  viable  child.  WTien  she  went  into 
labor  we  could  not  get  at  the  uterus  and  after  some  difficulty  deliv- 
ered a  dead  baby.  The  second  case  I  saw  in  labor  where  a  midwife 
had  made  the  diagnosis  of  a  cyst.  We  brought  her  into  the  hospital 
and  did  a  Cesarean  section.  We  found  an  intraligamentous  cyst 
about  the  size  of  a  grape-fruit. 

Dr.  Holden. — I  should  like  to  present  the  histories  of  two  recent 
cases  of  ovarian  cysts  complicating  pregnancy. 

M.  B.,  U.  S.,  married,  aged  thirty  years.  She  was  first  seen  by 
me  at  my  office,  October  27,  191 5,  giving  the  follo^Ndng  history: 
Complains  of  severe,  nauseating,  cramp-like  pains  in  the  lower  ab- 
domen; relief  by  lying  down.  Family  history  negative.  Past  his- 
tory, menstrual  and  marital:  menses  began  at  fifteen,  regular,  every 
twenty-one  days,  moderate  flow,  slight  pain  first  day.  Last  men- 
strual period  Sept.  2,  191 5,  which  was  one  week  ahead  of  time. 
Married  seven  years,  one  child  four  years  old,  forceps  delivery, 
followed  by  immediate  repair.  No  miscarriages.  Examination 
showed  relaxed  abdominal  wall  with  separation  of  the  recti  muscles; 
relaxed  pelvic  floor  with  proctocele;  cervLx  in  the  axis  of  the  vagina, 
bilaterally  lacerated;  uterus  soft,  enlarged  and  pushed  forward  8, 
cm.  from  the  symphysis  by  a  hard  mass  in  the  culdesac.  WTien 
advised  of  the  condition  existing  she  said  her  doctor  at  her  pre\'ious 
confinement  told  her  there  was  a  tumor,  advised  her  to  see  me 
frequently  and  to  report  any  unusual  symptoms.  On  November  8, 
the  patient  was  seized  with  severe,  excruciating  abdominal  pain, 
which  was  relieved  by  morphia  sulphate,  gr.  3^,  h\^odermatically. 
She  entered  the  Long  Island  College  Hospital  the  same  day  and 
was  operated  upon  two  days  later  with  the  following  findings:  A 
large  cystic  tumor,  15  cm.  by  10  cm.,  with  congestion  and  very 
friable  walls,  which  reached  above  the  umbilicus.  The  omentum 
was  adherent  to  the  tumor  in  many  places  and  between  the  lower 
part  of  the  tumor  and  the  uterus,  which  was  pushed  posteriorly, 
there  was  a  large  loop  of  sigmoid  acutely  flexed.  The  pedicle  of  the 
tumor  was  tested  twice.  Operation:  adhesions  severed;  tumor 
removed  without  rupturing  through  long  median  incision  extending 
above  the  umbilicus;  the  sigmoid  unflexed  and  put  in  its  normal 
position;  abdomen  closed  in  layers.  Sand  bags  were  applied  firmly 
to  the  abdomen,  rectal  tube  inserted  and  patient  morphinized. 
Bowels  moved  without  cathartic  on  third  day.  Patient  made  an 
uninterrupted  recovery,  and  spontaneously  aborted  December  11, 
one  month  postoperative. 

M.  C,  Russian,  married,  aged  twenty-eight.  Case  record  202. 
Admitted  to  Grcenpoint  Hospital,  November  21,  191 5.  Complaint: 
pain  all  over  abdomen,  and  obstipation.  Family  history  negative. 
Past  history:  menstrual  and  marital;  menses  began  at  fourteen, 
regular,  thirty  days,  profuse  flow,  three  days,  no  pain.  Last  men- 
strual period  five  and  one-half  months  ago.     Married  eleven  years; 
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four  children,  labors  all  spontaneous;  lacerated  but  not  repaired  at 
first  labor.  Never  had  any  miscarriages.  Present  illness:  onset 
about  three  years  ago  with  sudden  severe  pain  in  the  lower  left  side; 
had  a  chill  followed  by  fever  and  vomited  several  times ;  bowels  were 
markedly  constipated  during  the  attack,  which  lasted  about  two 
days;  no  urinar  symptoms.  During  the  past  three  years  she  has  had 
about  eight  similar  attacks,  some  more  severe  than  others,  usually 
lasting  two  to  four  days.  One  of  these  attacks  occurred  during  the 
patient's  last  pregnancy,  at  about  the  third  month.  The  last  pre- 
vious attack  was  eight  months  ago.  Present  attack  began  five  days 
before  admission,  with  severe  cutting  pain  in  the  left  side  of  the 
abdomen,  with  chill  followed  by  some  fever;  vomited  twice  after 
onset  of  attack.  Pain  in  left  side  has  continued  and  she  has  vomited 
once  or  twice  a  day.  Bowels  have  not  moved,  no  effect  from  cathar- 
tics and  enemata.  Physical  examination:  rather  obese  young 
woman,  apparently  acutely  ill,  tongue  dry,  coated  with  a  gray  fur. 
Temperature  99.6,  pulse  104.  Heart  and  lungs  negative.  Abdo- 
men: obese  abdomen;  two  distinct  bulgings,  one  filling  the  right 
lower  abdomen,  the  other  rather  indefinite,  to  the  left  of  the  umbil- 
icus. Palpation  discloses  a  mass  in  the  lower  abdomen,  apparently 
a  pregnant  uterus,  about  six  months.  In  the  left  hypochondriac 
region  there  is  an  indistinct  mass,  cystic  in  feel,  tender  to  the  touch; 
shght  tenderness  over  the  entire  abdomen,  but  nowhere  as  marked 
as  on  the  left  side  opposite  umbilicus.  Vaginal:  relaxed  pelvic  floor 
with  moderate  procto-  and  cystocele;  cervix  large,  soft,  admits  two 
fingers  into  the  uterus,  where  there  can  be  felt  a  small  fetal  head. 
Uterus  enlarged  to  about  five  or  six  months'  pregnancy.  Quite 
marked  tenderness  in  the  left  fornix,  slight  in  the  right.  No  masses 
felt.  The  day  after  admission  patient  felt  much  better,  pain  con- 
siderably decreased,  temperature  normal.  The  indefinite  mass  on 
the  left  side  was  much  less  distinct  and  the  tenderness  in  this  region 
was  much  less  marked.  On  November  27,  six  days  after  admission, 
pulse  and  temperature  were  normal,  the  mass  was  no  longer  palpable; 
there  was  only  slight  tenderness  just  above  the  umbilicus.  On 
November  30,  the  membranes  ruptured  and  the  patient  soon  went 
into  labor,  delivering  a  six  months'  living  baby  which  died  several 
hours  later.  The  puerperium  was  uneventful  and  the  patient  was 
discharged  December  11,  191 5.  Examination  at  time  of  discharge 
showed  only  slight  tenderness  just  above  the  umbilicus.  This 
patient  was  readmitted  to  the  hospital  December  17.  Two  days 
after  discharge  from  the  hospital  she  began  to  have  pain  again, 
sticking  in  character,  all  over  abdomen,  and  particularly  in  the  left 
hypochondriac  region.  She  noticed  that  her  abdomen  was  swollen, 
bowels  were  markedly  constipated  but  were  moved  with  cathartic. 
Pain  continued  off  and  on  until  about  forty-eight  hours  before  the 
second  admission,  when  it  became  much  more  severe.  She  had  a 
chill  followed  by  a  high  fever.  These  symptoms  continued  until 
admission  to  the  hospital.  Physical  examination:  patient  appar- 
ently seriously  ill,  markedly  prostrated,  temperature  105°,  pulse  126, 
tongue  dry  and  hard,  lips  cracked.     Lungs  negative,  heart  sounds 
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rapid  but  of  good  quality  and  regular.  Abdomen  considerably  dis- 
tended, tender  all  over  on  palpation.  In  midabdomen  can  be  felt 
a  mass  about  6  inches  in  diameter,  somewhat  movable,  cystic  to 
the  feel  and  very  tender.  No  other  masses  felt;  no  fluid  in  the  flanks. 
Vaginal:  negative,  except  for  marked  tenderness  in  the  left  fornix. 
Operation:  December  i8,  1915.  Findings:  a  large  cystic  mass  found 
adherent  to  the  anterior  abdominal  wall  from  a  point  2  cm.  below  the 
umbilicus  to  3  cm.  above  it.  Tumor  cystic,  15  by  12  cm.  in  size; 
adhering  to  this  tumor  at  several  points  were  the  transverse  and 
descending  colon  and  the  omentum  was  also  adherent  to  the  anterior 
surface.  Postoperative  course:  rapid  postoperative  recovery,  tem- 
perature fell  by  lysis  in  three  days.  Patient  discharged  cured  Jan- 
uary I,  1916. 

Dr.  Bishop. — I  have  seen  three  cases;  one  of  these  I  have  confined 
twice  with  no  untoward  symptoms.  She  positively  refused  opera- 
tion. Another  is  under  observation  at  the  present  time.  She  is 
about  three  months  pregnant,  has  an  ovarian  C3'st  and  is  debating 
whether  to  have  it  removed  or  not.  The  third  case  is  the  one  which 
Dr.  Holden  has  just  reported  from  the  service  at  the  Greenpoint 
Hospital.  Many  cases  are  probably  delivered  by  general  practi- 
tioners without  anv  difiicultv. 


TRANSACTIONS  OF  THE  WASHINGTON  OB- 
STETRICAL AND  GYNECOLOGICAL 
SOCIETY. 


Meeting  of  January  14,  1916. 
Dr.  Miller  in  the  Chair. 
Dr.  Abbe  reported  a  case  of 

so-called  congenital  amputation.* 

discussion. 

Dr.  Moran  said  that  he  thought  amniotic  bands  at  times  caused 
amputations  but  that  most  of  the  cases  were  due  to  nondevelopment. 

Dr.  Kelley  reported  two  cases  occurring  in  sisters.  In  one  both 
arms  were  wanting  below  the  shoulders,  in  the  other  case  one  arm 
was  absent  from  the  shoulder  down.  The  two  cases  occurring  in 
sisters  seemed  to  show  some  tendency  affecting  different  pregnancies 
which  could  scarcely  be  attributed  to  adhesions  of  the  amnion.  He 
had  also  seen  a  case  of  absence  of  the  head. 

Dr.  Stone  asked  how  the  amputations  were  to  be  differentiated 
from  the  nondevelopment  cases. 

Dr.  Sprigg  said  that  Dr.  Kelley's  cases  must  have  been  due  to 
nondevelopment  as  the  two  were  so  similar.     In  a  case  of  amputa- 

*  For  original  article  see  page  1089. 
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tion  of  the  head  surely  some  trace  of  the  cranial  bones  would  have 
remained. 

Dr.  Abbe  in  closing  said  that  while  the  possibility  of  amputation 
by  amniotic  bands  had  not  been  excluded  the  arguments  against 
intrauterine  amputation  and  in  favor  of  anomalous  development 
were  so  great  that  certainly  most  of  the  cases  should  not  be  called 
amputations.  The  evidence  showed  the  greater  frequency  of  multi- 
ple lesions  than  of  single  lesions;  the  frequent  occurrence  of  approxi- 
mately symmetrical  lesions;  the  frequent  association  of  so-called 
amputations  with  other  conditions  which  were  obviously  due  to 
maldevelopment,  such  as  anencephalus,  hydrocephalus,  spina  bifida, 
club-foot,  webbed  fingers  and  toes,  etc.;  the  small  size  of  the  bones 
above  the  site  of  the  apparent  lesion  and  even  above  the  site  of  skin 
grooves.  There  was  an  absence  of  any  evidences  of  an  amputation 
for  there  was  practically  never  an  amputated  member  or  a  partially 
healed  wound  and  in  most  of  the  cases  there  were  no  amniotic  ad- 
hesions or  other  possible  amputating  mechanism.  Furthermore  in 
the  only  cases  where  the  spinal  cord  had  been  examined,  spinal  cord 
changes  had  been  found  in  the  corresponding  areas. 


TRANSACTIONS  OF  THE  NEW  YORK  ACADEMY 
OF  MEDICINE. 


SECTION   ON   OBSTETRICS   AND   GYNECOLOGY. 

Stated  Meeting  Held  December  28,  191 5. 
Dr.  George  W.  Kosmak  in  the  Chair. 

Dr.  Lucius  A.  Wing  reported  a  case  of 
premature  separation  of  normally  situated  placenta  DUE  to 

shortening    of   THE   CORD. 

This  patient,  a  primipara  twenty-eight  years  of  age,  was  admitted 
to  the  Lying-in  Hospital,  service  of  Dr.  A.  B.  Davis,  September  17, 
last.  She  gave  a  history  of  having  had  weak  labor  pains  for  about 
fifteen  hours  before  admission.  About  seven  hours  before,  she 
noticed  some  bleeding  from  the  vagina  which  became  quite  active. 
A  physician  who  was  called  packed  the  vagina  with  iodoform  gauze. 
He  stated  that  about  a  quart  of  blood  had  been  lost  and  thought  the 
condition  was  placenta  previa. 

On  admission  to  the  hospital  the  patient's  general  condition  was 
good,  the  pulse  varying  between  100°  and  110°  F.  The  fetal  heart 
was  140,  heard  to  the  left  and  below.  The  uterus  was  very  firm  and 
remained  more  or  less  tonically  contracted.  On  removal  of  the 
vaginal  packing  the  cervix  was  still  thick  and  barely  admitted  the  tip 
of  the  finger.  No  placenta  was  felt.  The  flow  increased  somewhat 
with  and  just  following  each  uterine  contraction.  These  contrac- 
tions occurred  every  four  or  five  minutes  and  were  of  very  moderate 
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force  and  duration.  The  fetal  head  presented  and  was  above  the 
pelvic  brim,  but  when  uterine  contractions  occurred  the  head  did 
not  come  into  the  brim  but  moved  laterally  in  the  direction  of  the 
right  iUac  fossa.  The  patient  had  a  justominor  and  moderately  flat- 
tened pelvis.  The  true  conjugate  was  estimated  at  8.5  centimeters. 
The  somewhat  diminished  size  of  the  pelvis,  however,  did  not  seem 
sufficient  to  explain  the  failure  of  the  vertex  to  engage  at  the  pelvic 
inlet,  as  the  child  was  obviously  small  and  the  menstrual  history 
indicated  that  the  patient  was  three  or  four  weeks  before  term.  The 
bleeding  and  passing  of  small  dark  clots  with  each  uterine  contrac- 
tion, the  tonic  uterus,  and  the  peculiar  lateral  movement  of  the 
child  with  each  contraction  could  only  be  explained  by  some  cord 
entanglement,  with  partial  separation  of  the  placenta.  Abdominal 
Cesarean  section  was  decided  upon  as  the  quickest  and  most  satis- 
factory method  of  dealing  with  the  situation. 

This  operation  was  done.  An  oval  placenta  was  found  and  the 
attachment  of  the  cord  was  almost  marginal  at  the  lower  border. 
The  placenta  measured  14  X  17  centimeters  and  the  cord  was  43 
centimeters  in  length.  Two  coils  of  this  cord  were  about  the  child's 
neck  and  held  the  head  close  to  the  lower  border  of  the  placenta. 
The  region  of  the  placental  separation  represented  about  one-fourth 
of  the  placental  area.  The  child  weighed  2690  grams.  The  mother's 
postpartum  course  was  very  satisfactory.  She  left  the  hospital  on 
the  twelfth  day,  at  which  time  the  uterus  was  involuting  well,  was 
free  from  tenderness  and  showed  no  evidence  of  adhesions. 

Dr.  Lucius  A.  Wing  described  a  case  of 
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This  patient,  a  primipara  twenty-two  years  of  age  and  pregnant 
seven  and  one-half  to  eight  months,  was  admitted  to  the  Lying-in 
Hospital  in  the  ambulance,  September  17.  Twenty-two  hours  be- 
fore admission  she  had  fallen  heavily  against  the  rim  of  the  bath  tub, 
striking  her  abdomen  and  left  forearm.  This  was  followed  by  ab- 
dominal discomfort  which  continued  to  increase  until,  at  the  end  of 
three  or  four  hours,  the  patient  was  having  severe  abdominal  pains 
with  cramp-like  exacerbations  and  severe  backache.  About  ten 
hours  after  her  fall  she  began  to  bleed  continuously  from  the  vagina, 
though  not  profusely.  She  had  in  the  meantime  been  treated  by  hot 
vaginal  douches,  ice-bag  to  the  abdomen  and  sedative  medication. 
When  brought  in  by  the  ambulance,  twenty-two  hours  after  her  fall, 
she  was  nearly  exsanguinated,  and  mildly  delirious.  Examination 
showed  a  long  cervix  which  barely  admitted  one  finger  and  no 
placenta  was  felt.  The  uterus  corresponded  to  an  eight  months' 
pregnancy  and  was  tonically  contracted  almost  to  the  consistency 
of  wood.  No  fetal  heart  was  heard.  A  small  vagina  and  the  un- 
dilated  cervix,  together  with  the  desperate  condition  of  the  patient, 
determined  the  writer  to  empty  the  uterus  at  once  by  laparotomy, 
although  there  were  no  signs  of  fetal  life.  The  blood  count  on  ad- 
mission showed  red  cells   2,210,000,  white  cells   13,200,  polymor- 
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phonuclears  80  per  cent.,  and  hemoglobin  33  per  cent.  Just  before 
the  operation  was  started  a  sahne  infusion  of  750  c.c.  was  given 
intravenously  and  i  c.c.  of  pituitrin;  25  mm.  of  ergotole  and  3^  grain 
of  morphine  were  also  given.  Light  ether  anesthesia  was  continued 
during  the  operation.  When  the  uterus  was  exposed  it  was  found 
firm  and  somewhat  distended,  and  much  deeper  in  color  than  normal, 
being  a  deep  purplish  red  and  showing  numerous  petechial  areas. 
On  incising  the  uterus  the  fetus  was  found  in  the  region  of  the  fundus, 
and  the  placenta  almost  entirely  separated.  The  dead  fetus,  placenta, 
membranes,  and  a  great  quantity  of  clotted  blood  were  quickly 
removed  and  the  uterine  incision  sutured. 

The  patient  was  discharged  on  the  twenty-second  day  at  her  own 
request,  though  she  was  still  quite  anemic  her  blood  count  showing 
red  cells  4,000,000  and  hemoglobin  50  per  cent. 

Twenty  days  after  leaving  she  was  again  admitted  to  the  hospital, 
complaining  of  weakness,  headache,  pains  in  the  back  and  limbs, 
particularly  in  the  large  joints,  sHght  sore  throat  and  sUght  cough. 

Examination  showed  that  the  patient's  temperature  was  102°  F., 
pulse  no,  tongue  coated  and  pharynx  and  tonsils  red  and  congested. 
There  was  evidence  of  slight  bronchitis.  Mitral  stenosis  was  present 
but  showed  no  change  since  her  former  stay  in  the  hospital,  beyond 
the  increased  pulse  rate.  The  uterus  had  involuted  well.  Both 
arms  and  legs  were  dotted  with  a  deep  red  nodular  eruption,  confined 
to  the  extensor  surface.  The  nodules  were  i  to  2  centimeters  in 
diameter,  surrounded  by  an  area  of  erythema  and  quite  sensitive. 
The  limbs  were  sore  and  tender  to  any  manipulation.  The  larger 
joints,  particularly  the  knees,  were  aching  and  sensitive,  though  not 
swollen.  At  the  time  of  her  admission  the  blood  count  was  as  follows: 
red  cells  4,070,000,  white  cells  6400,  polymorphonuclears  72  per  cent., 
and  hemoglobin  60  per  cent.  The  urine  was  highly  colored  and 
showed  an  excess  of  indican.  The  patient  continued  to  run  a  tem- 
perature for  fourteen  days.  During  this  period  the  eruption  gradu- 
ally faded  from  deep  red  to  brown,  then  to  a  lighter  brown,  and  the 
nodular  character  disappeared.  There  was  some  desquamation  of 
the  skin  overlying  each  nodule.  The  blood  culture  showed  a  growth 
of  streptococcus  viridans.  The  patient  was  discharged  on  the 
twenty-second  day,  her  temperature  having  been  normal  for  a  week. 

DISCUSSION. 

Dr.  Henry  D.  Furniss.  In  the  case  which  Dr.  Wing  has  reported 
I  was  interested  in  the  blood  count  following  transfusion.  We  had 
at  the  Post-Graduate  Hospital  a  woman  who  bled  profusely  from 
carcinoma  of  the  cervix.  Her  blood  count  had  fallen  to  2,700,000 
red  cells,  and  hemoglobin  to  45  per  cent.  After  the  transfusion  of 
480  c.c.  of  blood  it  fell  to  2,300,000  red  cells  and  hemoglobin  40  per 
cent.  She  then  began  to  pick  up  and  improved  during  her  stay  in 
the  hospital,  and  the  improvement  has  continued  since.  When  a 
small  amount  of  blood  is  infused  it  seems  that  we  should  be  on  the 
lookout  for  a  reaction  afterward.     I  believe  it  is  better  to  infuse  a 
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greater  amount  in  the  first  place.     The  hemolytic  and  aggultination 
tests  between  donor's  and  recipient's  blood  were  satisfactory,  and 
there  was  no  evidence  of  hemolysis  following  the  transfusion. 
Dr.  T.  H.  Cherry  reported  the  following  cases: 

SPONTANEOUS  RUPTURE  OF  A  PREGNANT  UTERUS  PRESENTING  AB- 
DOMINAL SYMPTOMS  OF  A  MILD  DEGREE. 

This  patient,  thirty-five  years  of  age,  the  mother  of  sLx  children, 
was  admitted  to  the  Harlem  Hospital  in  the  eighth  month  of  gesta- 
tion. The  day  before  her  admission  to  the  hospital  she  began  to  have 
cramp-like  pains  in  the  lower  abdomen.  At  the  same  time  a  spon- 
taneous rupture  of  the  bag  of  waters  occurred.  A  midwife  told  the 
patient  that  she  was  in  false  labor.  The  pains  continued  intermit- 
tently with  the  addition  of  dyspnea  on  lying  down.  A  physician 
was  then  called  in  who  confirmed  the  midwife's  diagnosis.  This 
condition  continued  for  twenty-four  hours  when  the  patient  was 
sent  to  the  hospital.  She  stated  that  no  fetal  movements  had  been 
felt  for  a  week.  In  the  reclining  posture  she  presented  a  picture  of 
moderate  dyspnea  with  slight  cyanosis  of  the  lips  and  face.  Res- 
pirations were  increased  in  rate  and  the  pulse  was  no  and  of  good 
quality.     The  temperature  was  normal. 

Examination  seemed  to  indicate  an  eighth  months'  pregnancy. 
The  fetus  apparently  presented  by  the  breech.  The  head  could  not 
be  felt  in  the  upper  abdomen.  The  small  parts  were  readily  palpated 
through  the  abdominal  parietes.  No  fetal  heart  could  be  heard. 
Vaginal  examination  showed  a  closed  cervix  and  a  rounded  irregular 
soft  mass  which  was  movable  above  the  brim  of  the  pelvis,  and  which 
was  thought  to  be  the  presenting  part.  The  patient's  chief  complaint 
was  dyspnea  on  lying  down.  Examination  of  the  heart  and  lungs 
disclosed  no  lesion.  As  the  case  presented  symptoms  referable  more 
to  the  chest  than  to  the  abdomen  it  was  thought  advisable  to  insert 
a  modified  de  Ribes  bag  through  the  cervix  so  as  to  facilitate  a  rapid 
termination  of  labor,  should  this  be  necessary.  The  following  day, 
as  no  labor  pains  occurred,  there  was  no  dilatation  of  the  cervix  and 
the  patient's  condition  remained  unchanged,  it  was  decided  that  the 
best  way  to  deliver  her  was  by  Cesarean  section. 

Upon  opening  the  abdomen  and  entering  the  peritoneum  a  moder- 
ate amount  of  blood  was  found  free  in  the  peritoneal  cavity  with  the 
fetus  and  placenta  among  the  intestines.  These  were  delivered 
through  the  abdominal  incision.  The  fetus  was  a  dead  anencephalic 
monster.  The  uterus  was  well  contracted  and  showed  a  longitudinal 
tear  on  its  anterior  and  lateral  walls,  extending  from  the  junction  of 
the  fundus  and  lower  segment  near  the  midline  to  the  vesicouterine 
peritoneal  fold,  and  laterally  to  the  right  broad  ligament.  No 
active  bleeding  was  present,  until  by  manipulation  fresh  hemorrhage 
occurred  in  the  laceration  in  the  base  of  the  broad  ligament  of  the 
right  side.  On  account  of  this  hemorrhage  it  was  deemed  advisable 
to  remove  the  uterus  supravaginally.  The  abdominal  incision  was 
closed  in  layers.  The  patient  made  an  uneventful  recovery  and  was 
discharged  from  the  hospital  on  the  sixteenth  day. 
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Unfortunately  the  uterine  specimen  was  mislaid  so  that  patholog- 
ical examination  could  not  be  made  to  determine  whether  any  de- 
generative process  existed  in  the  uterine  muscle. 

This  case  was  of  interest  because  although  the  symptoms  were 
entirely  due  to  the  conditions  originating  in  the  uterus,  the  local 
manifestations  were  slight  and  the  cardiac  symptoms  were  so  marked 
that  attention  was  directed  merely  to  the  latter. 


RUPTURE  OF  THE  UTERUS  SUSTAINED  DURING  VERSION,  UNRECOGNIZED 
UNTIL  PROLAPSE  OF  THE  INTESTINES  FORTY-EIGHT  HOURS  LATER. 

This  patient,  thirty-six  years  of  age,  had  had  four  normal  preg- 
nancies and  labors.  Her  present  pregnancy  had  been  normal.  She 
entered  into  labor  July  15,  191 5.  Her  attending  physician  found 
a  shoulder  presentation  with  one  arm  protruding  through  the 
vagina,  the  uterus  tonically  contracted,  and  the  cervix  fully  dilated. 
Under  chloroform  anesthesia  the  physician  in  attendance  performed 
a  difficult  internal  podalic  version  with  subsequent  extraction  of  a 
dead  child.  A  retained  placenta  was  removed  by  manual  extraction. 
The  patient  stood  the  operative  deKvery  well  and  presented  a  normal 
appearance  for  the  two  following  days.  On  the  second  day  after 
delivery  a  cathartic  was  given,  which  was  followed  in  six  hours  by 
a  free  movement  of  the  bowels,  at  the  termination  of  which  she 
complained  of  severe  abdominal  cramps  with  nausea  and  extreme 
weakness.  The  attending  physician  was  summoned  and  found  the 
patient  in  profound  shock  with  extreme  abdominal  tenderness  and 
moderate  distention.  On  making  a  vaginal  examination  he  found 
several  loops  of  intestine  prolapsed  into  the  vagina.  The  patient 
was  immediately  sent  to  the  Columbus  Hospital. 

On  admission  she  was  in  extreme  shock,  with  pale  anxious  facies, 
rapid  small  pulse,  and  subnormal  temperature.  The  abdomen  was 
moderately  distended,  and  visible  peristalsis  was  present.  No 
vomiting  had  occurred. 

An  abdominal  section  was  immediately  done.  On  entering  the 
peritoneal  cavity,  with  the  patient  in  the  Trendelenburg  posture,  a 
considerable  length  of  small  intestine  was  seen  lying  free  at  the  pelvic 
brim  entirely  detached  from  its  mesentery.  On  following  up  this 
free  loop  it  was  ascertained  that  the  detachment  of  the  mesentery 
from  the  gut  reached  to  the  duodeno-jejunal  junction,  a  distance 
of  3  feet.  There  were  no  signs  of  peritonitis  or  of  free  blood  in  the 
peritoneal  cavity.  A  rapid  resection  of  3  feet  of  the  jejunum  was 
made,  and  a  side-to-side  anastomosis  was  done  by  the  suture  method. 
Examination  of  the  uterus  disclosed  a  longitudinal  laceration  in  the 
lower  segment  on  its  posterior  surface  which  extended  to  the  cervix 
at  the  vaginal  junction.  This  was  sutured  with  interrupted  chromic- 
gut  sutures.  The  abdomen  was  closed  in  layers.  The  patient 
left  the  operating  room  in  fair  condition.  During  the  first 
twenty-four  hours  following  the  operation  there  was  no  vomiting, 
pain  or  abdominal  distention.  The  temperature  was  101°  F.,  and 
the  pulse  140  to  150.    Later  in  the  evening  the  temperature  rose 
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to  io6°  F.,  there  was  an  increase  in  pulse  rate  and  the  patient  died 
a  few  hours  later. 

This  case  is  worthy  of  notice  in  that  a  complete  rupture  of  the 
uterus  occurred  during  an  operative  delivery  causing  practically  no 
shock  or  hemorrhage,  and  a  period  of  forty-eight  hours  elapsed  before 
prolapse  of  the  intestines  occurred.  This  was  undoubtedly  due  to 
the  administration  of  the  cathartic,  which  produced  active  peristalsis, 
and  at  the  same  time  the  use  of  the  voluntary  muscles  of  evacuation 
so  increased  the  abdominal  pressure  that  prolapse  of  the  intestines 
occurred  through  the  uterine  rupture.  The  uterus  then  contracting, 
grasped  the  prolapsed  intestines  and  held  them  in  a  fixed  position, 
and,  simultaneously,  active  peristalsis  taking  place,  the  intestine 
was  separated  from  the  mesentery. 

GAS  BACILLUS  INFECTION  FOLLOWING  FUTILE  ATTEMPTS  AT 
INDUCTION  OF  LABOR. 

This  patient  was  a  negress,  thirty  years  of  age,  a  para-iv.  She 
had  had  one  full-term  baby  and  two  stillbirths  at  term.  When 
admitted  to  the  Harlem  Hospital  for  observation,  August  5,  19 14, 
she  had  felt  no  fetal  movements  for  two  weeks.  Examination 
showed  the  fundus  of  the  uterus  corresponding  to  a  seven  and  one- 
half  months'  pregnancy.  No  fetal  heart  could  be  heard  and  ballotte- 
ment  w^as  not  obtained,  nor  could  the  small  parts  of  the  fetus  be 
felt.  The  patient  was  kept  under  observation  for  two  weeks.  At 
the  end  of  this  time  it  was  decided  to  empty  the  uterus,  as  there 
seemed  to  be  no  inclination  on  the  part  of  nature  to  evacuate  its 
contents  spontaneously. 

The  patient  was  prepared  for  this  procedure  by  the  introduction 
of  a  modified  de  Ribes  bag,  a  prehminary  low  enema,  washing  with 
green  soap  and  2  per  cent,  lysol.  The  external  genitals,  lower 
abdomen,  upper  third  of  the  thighs  and  buttocks,  and  the  region  of 
the  anus  were  scrubbed  with  green  soap  solution  followed  by 
scrubbing  with  lysol  and  then  with  bichloride  1-2000.  A  vaginal 
douche  of  i  per  cent,  lysol  was  also  given.  The  patient  was  then 
draped  in  sterile  leggings  and  towels.  As  the  cervix  was  hard  and 
rigid  owing  to  its  sclerosed  condition  from  previous  lacerations, 
instrumental  dilatation  was  necessary  for  the  introduction  of  the  de 
Ribes  bag.  A  No.  3  bag  was  introduced  through  the  cervix  into  the 
lower  uterine  segment.  Twenty-four  hours  later  no  labor  pains  had 
been  produced,  neither  was  there  any  softening  or  dilatation  of  the 
cervix.  The  first  bag  was  then  removed  and  the  patient  prepared 
as  before  and  a  No.  4  bag  introduced  without  anesthesia.  She  was 
then  placed  in  bed  and  a  4-pound  weight  was  attached  running  over 
the  foot  of  the  bed.  During  the  next  sixteen  hours  no  labor  pain 
ensued,  and  no  softening  or  dilatation  of  the  cervix  occurred.  The 
patient  then  complained  of  nausea  and  chill,  and  an  elevation  of 
temperature  was  noted.  After  an  attack  of  severe  nausea  with 
vomiting  she  suddenly  expired.  Her  death  occurred  forty-eight 
hours  after  the  introduction  of  the  first  bag.     Twelve  hours  post- 
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mortem  her  body  had  increased  to  about  three  times  its  normal 
size.  A  partial  autopsy  was  performed  which  revealed  a  dead  fetus 
in  utero.  Smears  from  the  uterus  revealed  t}'pical  bacilli  aerogenes 
capsulatus.  While  infection  seldom  follows  the  induction  of  labor 
where  an  aseptic  technic  is  carried  out,  it  is  worth  noting  that  certain 
virulent  bacteria  may  be  introduced  into  the  uterus  with  disastrous 
results  even  if  the  technic  is  carried  out  in  as  aseptic  a  manner  as 
we  know  how.  If  I  encountered  such  a  condition  again  I  would 
perform  a  vaginal  Cesarean  section,  as  this  procedure  has  proved 
the  most  rapid  and  certain  mode  of  emptying  the  uterus  after  the 
third  month  of  gestation. 

DISCUSSION. 

Dr.  James  A.  Harrar. — I  am  quite  interested  in  the  cases  of 
Dr.  Cherry's.  They  are  all  reported  in  a  straightforward  manner 
and  with  proper  attention  to  detail.  At  the  Lying-in  Hospital  when 
we  have  a  case  of  ruptured  uterus  sent  in  to  us  we  prefer  to  do  a  rapid 
hysterectomy  rather  than  attempt  to  suture  the  rent  in  the  uterus, 
especially  when  so  extensive  as  the  one  described.  We  usually  make 
no  attempt  to  close  the  peritoneum  over  the  opening  in  the  vaginal 
vault.  It  has  been  noteworthy  that  the  women  with  ruptured  uteri 
who  were  admitted  in  desperate  condition,  and  in  which  a  hasty 
operation  with  drainage  was  done  with  no  attempt  at  the  niceties, 
recovered  more  frequently  than  those  who,  being  in  better  shape, 
encouraged  the  operator  to  take  pains  in  closing  the  peritoneum 
over  the  stumps  of  the  tubes  and  amputated  cervix. 

In  connection  -unth  the  second  case  I  would  like  to  briefly  mention  a 
similar  one  I  had  last  summer  also  with  prolapse  of  the  intestine 
through  a  rupture  in  the  uterus.  A  physician  had  attempted  to 
produce  an  abortion  on  the  woman,  who  was  three  or  four  months' 
pregnant  and  who  had  a  retroverted  uterus.  He  tore  through  the 
uterus  at  the  junction  of  the  body  with  the  isthmus  and  drew  down 
a  loop  of  ileum.  This  he  had  apparently  hacked  at  with  his  curet 
before  recognizing  it.  The  patient  was  brought  to  the  hospital 
eight  hours  later  in  collapse.  She  was  given  morphine  after  which 
she  rallied.  A  laparotomy  was  then  done,  the  loop  of  ileum,  also 
torn  free  from  its  mesentery,  was  drawn  up  through  the  rent  in  the 
uterus  and  9  inches  resected  with  a  lateral  anastomosis.  During 
the  maneuvering  of  the  uterus  which  still  contained  the  products  of 
conception,  in  order  to  suture  the  inch-long  rent  in  the  uterine  wall, 
the  fetus  and  placenta  were  squeezed  into  the  vagina  and  recovered 
some  hours  after  the  operation.  Fortunately  the  man  who  had 
interfered  to  terminate  the  pregnancy  had  been  at  least  aseptic  in 
his  work  and  the  patient  escaped  irifection.  She  made  a  smooth 
recovery,  being  accidentally  discovered  sitting  up  in  bed  on  the  third 
day  writing  a  letter  to  her  husband. 

Dr.  E.  D.  Truesdell  presented  and  described  x-ray  pictures  of 

DISLOCATION  OF  THE  LOWER  EPIPHYSIS  AS  A  BIRTH  INJURY.* 
*See  original  article,  page  1065. 
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Dr.  J.  A.  H.\RRAR  read  a  paper  on 


POSTMORTEM  CESAREAN  SECTION. 


DISCUSSION. 


Mr.  Geo.  W.  Whiteside,  Counsel  to  the  N.  Y.  County  Medical 
Society,  opened  the  discussion,  f 

Dr.  John  Van  Doren  Young. — I  have  Hstened  closely  and  vnih 
much  interest  to  Dr.  Harrar's  paper  and  to  Mr.  Whiteside's  dis- 
cussion and  would  like  to  ask  for  information  on  one  point.  I  would 
like  to  know  whether  the  physician  or  surgeon  who  performs  a 
postmortem  Cesarean  section  performs  an  autopsy  without  consent 
and  whether  he  is  liable  under  the  law  forbidding  the  performance 
of  an  autopsy  without  the  consent  of  the  family  of  the  deceased. 
The  legal  status  of  the  baby  born  by  postmortem  Cesarean  section 
has  been  very  thoroughly  cleared  up,  but  we  have  not  been  told 
whether  the  doctor  might  not  be  criminally  hable  who  performs  a 
posmortem  operation  without  the  consent  of  the  husband  or  relatives. 

Dr.  Thompson  T.  Sweeny. — It  seems  that  the  success  of  a  post- 
mortem Cesarean  section  depends  on  the  time  that  elapses  between 
the  death  of  the  mother  and  the  extraction  of  the  child — on  the 
rapidity  with  which  the  operation  is  performed  after  the  death  of 
the  mother.  It  seems  to  me  that  one  should  spend  four  or  five 
minutes  trying  to  resuscitate  the  mother.  I  feel  that  I  would  hate 
to  perform  a  Cesarean  section  without  doing  this,  and  yet  if  the 
operation  is  to  be  successful  it  must  be  done  rapidly. 

Dr.  Harrar,  in  closing. — I  have  been  very  much  interested 
indeed  in  Mr.  Whiteside's  presentation  of  the  legal  aspects  of  the 
matter.  There  is  one  point  which  I  expect  is  of  more  importance  to 
us  as  doctors  than  to  him  as  a  law}^er,  and  that  is  whether  it  is  neces- 
sary to  get  the  permission  of  the  family  before  performing  a  post- 
mortem Cesarean  section,  or  whether  the  doctor  has  the  right  to  go 
ahead  and  operate  even  if  such  permission  is  refused,  viewing  the 
question  from  the  standpoint  that  in  performing  such  a  postmortem 
Cesarean  section  he  is  simply  removing  dead  inert  matter  that  is 
endangering  the  existence  of  a  living  human  being.  Mr.  Whiteside 
has  called  attention  to  the  law  in  reference  to  the  property  rights  of 
the  child;  we  would  like  to  hear  more  of  it  from  the  viewpoint  of  the 
obstetrician.  We  want  to  know  what  is  the  legal  duty  of  the  physician 
with  reference  to  performing  a  Cesarean  section  postmortem  where 
there  is  a  possibility  of  getting  a  living  child  by  this  procedure. 

As  to  what  has  been  said  with  reference  to  operating  within  a  few 
minutes  after  death.  It  must  be  admitted  that  there  is  an  occasional 
case  in  which  it  is  difficult  to  determine  the  moment  of  death. 
But  it  seems  to  me  that  one  can  usually  make  a  safe  decision, 
especially  in  a  woman  dying  under  observation,  with  a  working 
diagnosis  of  the  cause  of  her  death.     In  such  a  case  when  the  pulse  and 

*  See  original  article,  page  1046. 
t  See  original  article,  page  1051. 
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respiration  cease  the  simple  tests  should  enable  us  to  assure  the  family 
that  the  mother  is  dead  and  that  an  attempt  to  save  the  life  of  the 
child  is  necessary. 

]\1r.  George  W.  Whiteside. — The  statutes  to  which  I  have 
referred  dispose  of  what  a  posthumous  child  is,  irrespective  of  the 
philological  definition  of  the  word  posthumous.  A  posthumous  child, 
as  I  have  said,  is  one  born  after  the  death  of  the  father  and  within 
the  usual  period  of  gestation.  As  I  have  said,  a  child  in  ventre  sa 
mere  is  considered  in  esse,  and  the  period  of  gestation  seems  to  be 
entirely  annihilated  by  the  legal  interpretation  of  the  term.  I  have 
also  shown  that  this  term  applies  to  the  child  of  a  woman  born  by 
postmortem  Cesarean  section. 

Should  a  surgeon  get  the  permission  of  the  husband  before  per- 
forming a  postmorten  Cesarean  section?  This  question  cannot  be 
definitely  answered  until  the  Court  of  Appeals  gives  a  decision.  It 
seems  to  me  that  when  the  physician  is  given  charge  of  the  expectant 
mother  he  is  given  charge  of  the  lives  of  two  human  beings,  mother 
and  child,  and  he  is  thereby  given  implied  authority  to  do  all  that 
science  makes  possible  to  conserve  the  two  lives  committed  to  his  care. 
If  the  mother  dies,  his  responsibility  so  far  as  her  life  is  conerned 
is  at  an  end,  and  any  cutting  operation  on  her  body  is  in  the  nature 
of  an  autopsy;  but  the  surgeon  still  has  the  legal  responsibility  of 
doing  all  that  science  can  enable  him  to  do  for  the  preservation  of  the 
life  of  the  child,  and  this  duty  he  owes  by  the  implied  agreement  when 
he  was  put  in  charge  of  the  case.  It  carries  with  it  the  authority  to 
perform  a  postmortem  Cesarean  section  without  the  consent  of  the 
husband,  in  my  judgment.  Of  course  this  operation  is  in  the  nature 
of  an  autopsy  and  cannot  be  performed  without  the  consent  of  the 
husband  or  family,  but  this  consent  has  been  given  when  the  life 
of  the  child  was  committed  to  the  physician  when  he  took  the  case. 
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Reference  Handbook  of  the  Medical  Sciences;  Embracing 
the  entire  range  of  Scientific  and  Practical  Medicine  and  Allied 
Sciences.  By  various  writers.  Third  edition,  Completely  Re- 
vised and  Rewritten.  Edited  by  Thomas  Lathrop  Stedman, 
A.  M.,  M.  D.  Complete  in  eight  imperial  quarto  volumes. 
Volume  VI,  967,  6  double  column  pages,  illustrated  by  489  en- 
gravings and  7  full-page  plates  in  black  and  colors.  Wm.  Wood 
&  Co.,  New  York. 

The  scope  of  this  handbook  is  so  well  known  that  it  is  only 
necessary  to  inform  our  readers  that  the  sixth  of  the  eight  volumes 
has  appeared.  The  subjects  run  from  "Ligation  of  Arteries"  to 
"Ozaena."  Of  interest  to  the  obstetrician  and  gynecologist  are 
the  articles  on  menorrhagia  and  metrorrhagia,  menstruation, 
metritis,  myoma,  sexual  neuroses,  the  history  of  obstetrics,  osteo- 
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malacia  and  the  ovaries.  The  pediatric  subjects  in  this  volume 
deal  with  marasmus,  mastoid  operations,  otitis  media,  measles, 
melena,  meningitis,  milk  and  nanism.  Other  extensive  papers  are 
those  relating  to  the  liver,  lungs,  lymphatic  system,  muscles,  nerves, 
nasal  cavities  and  neoplasms,  the  history  of  medicine,  naval  hy- 
giene, nephritis,  mental  diseases,  metabolism,  occupational  diseases, 
ophthalmology,  and  organotherapy.  Length  is  not  the  criterion 
of  importance  and  many  of  the  shorter  papers  are  concise  presenta- 
tions of  technical  subjects.  The  editor  is  to  be  congratulated  upon 
the  successful  and  rapid  progress  of  his  task. 

Obstetrics.  A  Practical  Text-book  for  Students  and  Practitioners. 
By  ED^\^N  Bradford  Cragin,  A.  B.,  A.  M.,  (Hon.)  M.  D.,  F.  R. 
C.  S. ;  Professor  of  Obstetrics  and  Gynecology,  College  of  Phy- 
sicians and  Surgeons,  Columbia  University,  New  York;  Attend- 
ing Obstetrician  and  Gynecologist  to  the  Sloane  Hospital  for 
Women;  Consulting  Obstetrician  to  the  City  Maternity  Hospital. 
Assisted  by  George  H.  Ryder,  A.  B.,  M.  D.,  Instructor  in  Gyne- 
cology, College  of  Physicians  and  Surgeons,  Columbia  University, 
New  York;  Assistant  Attending  Obstetrician,  Sloane  Hospital  for 
Women;  Associate  Surgeon,  Woman's  Hospital,  New  York. 
Octavo,  858  pages,  with  499  engravings  and  13  plates.  Cloth, 
$6.00  net. 

The  author  of  this  most  recent  accession  to  the  ranks  of  obstetric 
text-books  frankly  admits  that  he  has  enjoyed  exceptional  oppor- 
tunities for  observation  and  experience  in  this  branch  of  medicine 
and  has  been  prompted  by  a  growing  sense  of  duty  in  placing  before 
the  profession  and  students  of  medicine  methods  employed  at  the 
Sloane  Hospital  for  Women  with  which  he  has  been  long  and 
favorably  connected.  It  is  in  fact  incumbent  upon  an  institution 
in  which  as  many  as  1800  dehveries  occur  annually  and  which  is 
well  equipped  in  all  its  various  departments  to  properly  disseminate 
its  accumulated  store  of  experience  and  knowledge.  Dr.  Cragin 
in  this  work  bases  his  contentions  and  recommendations  largely 
on  the  statistical  results  obtained  in  his  institution  but  also  refers 
to  American  statistics  in  obstetrics.  The  author  may  be  said  to 
have  met  his  task  successfully  and  has  offered  to  the  profession  a 
text-book  which  is  not  too  large  for  the  undergraduate  student  and 
yet  covers  the  subject  concisely  but  completely. 

Dr.  Cragin  divides  his  book  into  six  parts,  taking  up  in  order 
anatomy  and  embryology,  physiological  pregnancy  and  its  manage- 
ment, pathological  pregnancy,  pathological  labor,  obstetric  surgery 
and  the  pathological  puerperium.  The  introductory  chapters  on 
anatomy,  embryology  and  physiology  present  in  satisfactory  form 
the  usual  accepted  information  with  particular  attention  to  the 
Sloane  statistics  on  these  subjects.  The  description  of  the  mechan- 
ism of  normal  labor  is  very  complete.  We  are  glad  to  note  that 
Dr.  Cragin  advocates  in  an  ordinary  vertex  delivery  that  the  pos- 
terior shoulder  be  held  back  and  the  anterior  one  allowed  to  be 
delivered  first.     This  teaching  should  be  generally  spread  as  with- 
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out  doubt  perineal  lacerations  in  ordinary  practice  are  more  often 
due  to  the  delivery  of  the  posterior  shoulder  than  the  head  itself. 
The  various  methods  of  treatment  of  the  malpositions  is  thoroughly 
gone  into  and  likewise  the  reasons  for  the  choice  in  each  procedure 
based  on  Sloane  experiences.     The  discussion  of  the  management 
of  normal  labor  includes  a  great  many  very  sensible  and  practical 
suggestions  for  the  practitioner.     As  regards  the  proper  anesthetic 
in  labor  one  must  be  governed  entirely  by  the  individual  case. 
Dr.  Cragin  makes  it  a  rule  in  all  cases  of  toxemia  to  employ  ether 
rather  than  chloroform  in  the  second  stage  but  thinks  that  other- 
wise chloroform  is  the  more  satisfactory  anesthetic.     The  so-called 
"twilight  sleep"  procedure  is  evidently  not  favored  by  the  author 
who  beheves  that  in  the  majority  of  cases  the  advantages  of  the 
method  are  insufficient  to  counterbalance  the  disadvantages,  the 
restrictions   upon  the   same   ha\dng   been  gradually  extended  by 
routine  experiences.     Nitrous  oxide-oxygen  is  dismissed  in  a  very 
few  words  but  later  editions  of  Dr.  Cragin's  book  will  undoubtedly 
note  the  progress  which  has  been  made  in  this  procedure.     The 
method  of  guarding  the  perineum  during  the  delivery  of  the  head 
by  surrounding  the  vulvar  orifice  with  the  thumb  and  index-fingers 
does  not  it  seems  to  the  reviewer  at  least,  to  constitute  as  satis- 
factory a  method  for  controlling  the  advance  as  counterpressure 
with  the  entire  hand,  for  the  fingers  are  very  apt  to  become  tired 
out   during   this  procedure.     The   maintenance   of  flexion   of   the 
head  until  the  occiput  appears  under  the  arch  could  also  be  more 
emphasized  with  advantage  as  too  early  extension  of  the  sinciput 
is    very    likely    to    produce    extensive    perineal    lacerations.     Dr. 
Cragin  wisely  calls  attention  to  the  fact  that  undue  delay  in  allow- 
ing dilatation  of  the  vulvar  orifice  may  result  in  an  asphyxia  of  the 
child  and  that  it  is  wiser  to  allow  the  perineum  to  tear  and  then 
repair  it  than  to  allow  it  to  become  overstretched  to  such  an  extent 
that  the  original  tone  of  the  tissues  is  never  regained.     Dr.  Cragin's 
experience  does  not  countenance  episiotomy  and  for  this  teaching 
he  is  to  be  commended  for  the  too  ready  resort  to  perineal  incision 
to  hasten  the  delivery  of  the  head  would  lead  to  unfortunate  conse- 
quences in  the  hands  of  many  practitioners.     In  ligating  the  cord 
the  method  employed  at  the  Sloane  Hospital  is  described.     A  20 
per  cent,  solution  of  argyrol  for  instillation  into  the  baby's  eyes  is 
now  used  at  the  Sloane,  after  extensive  trials  with  nitrate  of  silver 
and  protargol.     The  author  acknowledges  that  the  20  per  cent, 
argyrol  has  no  bacterial  power  over  the  ordinary  pus  organisms  but 
he  has  found  that  it  destroys  gonococcus  in  thirty  seconds.     The 
clinical  results  are  practically  as  good  as  with  the  2  per  cent,  nitrate 
of  silver  solution  and  there  is  no  irritation.     He  advises  the  repeti- 
tion of  the  instillation  on  the  third  day  of  the  puerperium.     Dr. 
Cragin's  method  of  resuscitating  the  child  in  asphyxia  after  birth 
is  described,  together  -with  the  procedures  usually  employed,  and 
the  mechanical  method  for  resuscitation  by  means  of  the  lung- 
motor  is  commended.     The  question  of  breast  nursing  and  substitute 
feeding  is  very  fully  gone  into.     The  author  advocates  a  top-milk 
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mixture  for  cases  requiring  artificial  feeding  and  the  so-called  Sloane 
maternity  milk  set  for  home  modification  is  described.  The  dis- 
cussion on  the  toxemia  of  pregnancy  constitutes  the  introduction 
to  that  section  of  the  book  devoted  to  pathological  pregnancy  and 
well  repays  the  attention  of  the  reader.  In  describing  the  form 
which  manifests  itself  as  the  pernicious  vomiting  of  early  pregnancy 
Dr.  Cragin  bases  the  final  treatment  of  the  case  on  the  proportions 
of  urea  nitrogen  and  ammonia  nitrogen.  If  the  percentage  of 
ammonia  nitrogen  increases  while  that  of  urea  nitrogen  decreases 
the  prognosis  is  made  worse  and  if  the  clinical  picture  is  unimproved 
the  induction  of  labor  is  advised.  The  use  of  alkahnes  by  mouth 
and  colonic  irrigations  are  employed  as  prophylactic  measures  and 
nutrient  enemas  given,  while  mouth  feeding  is  abandoned.  The  use 
of  peptonized  milk  for  this  purpose,  however,  does  not  seem  reason- 
able as  it  has  been  conclusively  shown  in  very  recent  investigations 
that  absorption  from  the  rectum  of  anything  except  water  and  the 
soluble  salts  does  not  take  place.  In  treating  the  toxemias  of  the 
later  months  of  pregnancy  Dr.  Cragin  believes  that  the  obstetrician 
should  be  guided  by  the  follo-^-ing  essential  requirements:  elimina- 
tion of  metabolic  waste  products,  reduction  of  high  blood  pressure, 
and  emptying  of  the  uterus  if  no  improvement  follows  conservative 
measures,  avoiding  any  method  of  treatment  which  will  either  re- 
duce the  resistance  of  the  patient  or  seriously  damage  any  of  her 
organs.  A  diet  free  from  proteid  materials  and  elimination  of 
waste  products  through  the  skin,  urinary  tract  and  intestines  should 
be  accompanied  by  attempts  to  reduce  blood  pressure  for  which 
at  the  Sloane  venesection  has  been  superseded  by  the  administra- 
tion of  viratrum^  viride,  nitroglycerin  and  chloral.  Viratrum  viride 
is  given  first  in  doses  of  5  minims  by  hypo  and  repeated  if  necessary 
until  the  pulse  is  reduced  to  100  or  less,  after  which  nitroglycerin 
is  given  to  control  the  tension.  The  extreme  palhative  treatment 
of  eclampsia  at  the  Sloane  Hospital  does  not  meet  with  favor.  In 
resorting  to  delivery  where  no  improvement  follows  the  other 
measures,  manual  dilatation  and  delivery  by  version  is  recom- 
mended where  the  cervix  is  soft  and  dilatable,  and  the  elastic  rubber 
bag  for  the  cases  with  long  and  rigid  cervices.  Dr.  Cragin  believes 
that  the  patient  is  better  off  even  if  delivered  several  hours  later 
than  to  be  relieved  of  the  products  of  conception  by  immediate 
accouchement  force  as  this  adds  the  problem  of  shock  and  lacera- 
tions to  the  original  condition.  The  toxic  effects  of  chloroform 
on  the  liver  and  kidneys  as  determined  by  Dr.  Cragin's  associates 
in  animal  experiments  has  lead  to  the  entire  abandonment  of  this 
agent  for  the  convulsions  or  operative  interference  and  ether  is  the 
anesthetic  of  choice.  In  cases  with  convulsions  no  anesthetic  to 
control  the  same  is  recommended.  The  Strogonoff  treatment  of 
eclampsia  is  evidently  not  favored  at  the  Sloane  as  no  mention  of  the 
same  is  made.  The  question  of  placenta  previa  is  very  fully  discussed. 
The  maternal  mortality  in  a  series  of  forty-nine  cases  out  of  5000 
consecutive  deliveries  in  which  elastic  dilating  bags  were  employed 
included  four  deaths,  only  two  of  which  were  uncomplicated  cases. 
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The  infant  mortality,  however,  in  this  series  was  51  per  cent.  Dr. 
Cragin  believes  that  the  two  problems  presenting  themselves  upon  de- 
livery are  the  control  of  hemorrhage  and  the  dilatation  of  the  cervix, 
both  of  which  are  solved  by  the  use  of  the  Voorhees  bag.  One  is 
inchned  to  have  some  doubt,  however,  whether  the  extraovular 
employment  of  the  bag  is  as  efficient  in  these  cases  as  the  insertion 
of  the  same  within  the  amniotic  sac  or  a  Braxton-Hicks  version. 
Packing  the  cervix  with  gauze  before  resorting  to  dilatation  is  not 
recommended  by  the  author  unless  the  Braxton-Hicks  procedure 
is  decided  on  and  no  other  methods  of  delivery  are  possible.  Dr. 
Cragin  does  not  beUeve  it  is  always  necessary  to  do  a  version  in 
placenta  previa  and  that  the  vertex  may  be  allowed  to  engage  if 
the  partial  variety  is  present.  Cesarean  section  by  the  abdominal 
route  is  not  favored.  Attention  is  called  to  the  frequency  of  acci- 
dental hemorrhage  by  the  statement  that  in  20,000  consecutive 
deliveries  at  the  Sloane  Hospital  212  cases  of  accidental  hemorrhage 
occurred.  The  maternal  mortality  in  this  series  was  5.7  per  cent, 
and  the  fetal  57.5  per  cent.  The  condition  of  the  cervix  determines 
the  method  of  delivery.  If  dilatable,  packing  with  gauze  is  advised, 
otherwise  the  elastic  bag  may  be  inserted  and  after  cervical  dilata- 
tion is  complete  the  fetus  may  be  delivered  by  version  or  forceps. 
The  abdominal  or  vaginal  Cesarean  section  is  stated  to  have  a 
limited  field,  but  if  the  proper  surroundings  can  be  had  it  would 
seem  as  if  the  abdominal  Cesarean  offered  a  better  chance  for  the 
patient,  especially  if  no  time  is  lost  in  trifling  with  other  procedures. 
The  question  of  dystocia  due  to  pelvic  anomalies  is  very  fully  dis- 
cussed and  likewise  the  subject  of  obstetric  operations.  The  ad- 
vantages of  the  solid  blade  or  so-called  Tucker- AIcLane  forceps  are 
dilated  upon.  Dr.  Cragin  believes  that  these  together  with  the 
Tarnier  instrument  are  suitable  for  any  variety  of  forceps  extrac- 
tion. In  describing  Cesarean  section  Dr.  Cragin  advises  an  incision 
whose  midpoint  is  opposite  the  umbilicus  and  details  the  advantages 
of  the  same.  The  uterus  is  not  delivered  from  the  abdomen  and 
plain  catgut  is  used  in  suturing  the  same.  The  extraperitoneal 
variety  of  Cesarean  as  compared  with  the  usual  Sanger  operation, 
is  not  considered  by  Dr.  Cragin  to  possess  any  advantages  in  clean 
cases  and  even  in  infected  cases  the  outcome  is  still  to  be  proved. 
Puerperal  infection  is  very  extensively  discussed.  Dr.  Cragin 
considers  that  the  use  of  rubber  gloves  has  reduced  the  morbidity 
in  the  puerperium  very  extensively  and  states  that  in  the  series 
of  20,000  deliveries  at  the  Sloane  already  referred  to,  there  were 
181  cases  of  bacteremia  (i.i  per  cent.)  and  1525  cases  of  sapremia 
(9.5  per  cent.)  in  16,000  cases  deHvered  without  gloves,  while  in  the 
4000  cases  deHvered  with  gloves  there  were  34  cases  of  bacteremia 
(0.35  per  cent.)  and  377  cases  of  sapremia  (9.4  per  cent.),  showing 
that  while  the  cases  of  bacteremia  was  greatly  reduced  those  of 
sapremia  remained  practically  unchanged.  The  conserv^ative 
treatment  of  puerperal  infection  is  favored  by  Dr.  Cragin.  Atten- 
tion to  the  nutrition  of  the  patient,  plenty  of  fresh  air,  thorough 
cleansing  of  the  bowels  and  aside  from  opening  up  localized  col- 
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lections  of  pus  Dr.  Cragin  does  not  believe  that  radical  operation  is 
indicated  in  bacteremia.  He  believes,  however,  that  a  hysterectomy 
may  save  the  patient's  life  if  the  focus  is  located  in  the  uterus  and 
can  be  diagnosed  sufficiently  early.  The  operation  of  Hgating  the 
thrombosed  pelvic  veins  is  believed  by  Dr.  Cragin  to  be  still  sub 
judice.  In  an  analysis  of  infant  mortality  at  the  Sloane  Hospital, 
which  concludes  the  book,  there  were  499  stillbirths  and  231  abor- 
tions out  of  a  total  of  10,000  consecutive  cases. 

The  book  is  well  arranged  and  the  subject  matter  classified  in  a 
manner  readily  adapted  for  quick  reference.  It  is  to  be  hoped, 
however,  that  later  editions  will  omit  some  of  the  hackneyed  illus- 
trations and  also  those  in  which  the  examiner  of  a  case  of  pregnancy 
is  going  through  the  procedure  of  examining  the  abdomen  without 
having  the  forearms  bared.  Every  student  should  be  impressed 
with  the  necessity  of  avoiding  the  carrying  of  infection,  and  even 
in  an  ordinary  antepartum  examination  a  better  impression  would 
have  been  obtained  in  the  pictures  referred  to  if  the  operator  had 
removed  his  coat  and  turned  up  his  shirt  sleeves  before  submitting 
these  parts  to  the  scrutiny  of  the  camera. 

Dr.  Cragin's  work  constitutes  a  very  valuable  addition  to  the 
text-book  literature  on  obstetrics  and  although  one  of  an  increasing 
number  of  similar  works  which  have  been  issued  within  recent  years, 
it  may  be  regarded  as  an  important  item  in  the  great  present-day 
effort  to  call  attention  to  the  necessity  of  better  obstetric  teaching. 
It  is  true  that  the  book  must  be  regarded  as  the  personal  expression 
of  the  author's  opinions  rather  than  as  a  compilation,  but  Dr.  Cragin's 
long  service  as  a  teacher  makes  it  certain  that  his  views  embody  the 
standards  of  the  day.  The  text  is  as  concise  and  clear  as  the  author's 
method  of  speaking  and  the  book  will  undoubtedly  meet  with  a 
favorable  reception. 

Laboratory  Methods  ^^^TH  Special  Reference  to  the  Needs 
OF  THE  General  Practitioner.  By  B.  G.  R.  Williams,  M.  D., 
Member  of  Illinois  State  Medical  Society,  etc.,  and  E.  G.  C. 
Williams,  M.  D.,  Formerly  Pathologist  of  Northern  Michigan 
Hospital  for  the  Insane,  Traverse  City,  Mich.,  with  an  Introduc- 
tion by  Victor  C.  Vaughan,  M.  D.,LL.  D.,  Professor  of  Hygiene 
and  Physiological  Chemistry  and  Dean  of  the  Department  of 
Medicine  and  Surgery,  University  of  Michigan,  Ann  Arbor, 
Michigan.  Third  Edition.  Illustrated  with  Forty-three  En- 
gravings. St.  Louis:  C.  V.  Mosby  Company,  1915.  Price, 
$2.50. 

This  book  is  intended  to  provide  the  general  practitioner  with 
brief  directions  for  laboratory  equipment  and  procedure.  The 
authors  have  taken  up  the  examination  of  the  urine,  blood,  and  the 
stools,  as  well  as  the  methods  for  blood  diagnosis,  the  commoner 
bacteriological  tests  and  a  description  for  carrying  out  private  post- 
mortem examinations.  There  are  many  excellent  features  con- 
nected with  the  book  which  have  appealed  to  Dr.  Vaughan 
to  such  an  extent  that  he  has  written  an  introductory  chapter. 
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The  table  of  contents  presents  some  rather  starthng  headings  which 
are  hardly  in  accord  with  the  dignity  of  a  scientific  work,  and  the 
text  likewise  contains  occasional  attempts  at  humor  that  have  the 
same  objection.  Thus  the  chapter  on  blood  analysis  is  referred  to 
under  the  heading  of  "vascular  dramas"  and  the  ease  of  the  bacterio- 
logical examination  of  syphilis  is  referred  to  by  the  caption  that 
the  treponema  can  be  found  according  to  the  method  recommended 
in  the  brief  period  of  six  minutes.  The  authors  express  a  decided 
preference  for  the  Diazo  reaction  in  typhoid,  claiming  that  the 
former  occurs  in  a  much  higher  proportion  in  all  cases  than  does  the 
agglutination  test.  This,  however,  is  a  statement  that  must  be 
accepted  with  question.  The  writers  believe  that  aside  from  the 
microscope,  $5.00  would  cover  the  cost  of  an  ordinary  physician's 
bacteriological  laboratory  and  they  also  describe  the  manner  of  fitting 
up  the  same.  The  book  is  illustrated  fairly  well  although  some 
of  the  pictures,  such  as  that  showing  the  development  of  the  blood 
cells  are  far  from  satisfactory  in  meeting  the  requirements  as  an  aid 
to  diagnosis. 

Manual  of  Obstetrics.  By  Edward  P.  Davis,  A.  M.,  M.  D., 
Professor  of  Obstetrics  in  the  Jefferson  Medical  College,  Phila- 
delphia. With  171  Illustrations.  W.  B.  Saunders  Company, 
Philadelphia  and  London,  1914. 
This  work  presents  in  a  compact  form  a  review  of  modern  obstet- 
rics with  particular  reference  to  the  clinical  standpoint  and  the 
question  of  treatment.  Prof.  Davis  has  divided  his  subject  into  the 
following  sections,  discussing  in  turn  anatomy  and  physiology,  preg- 
nancy, labor,  the  normal  puerperal  period,  obstetric  operations  and 
the  fetus.  The  diagnosis  of  pregnancy  and  hkewise  the  pathology  of 
this  period  is  very  adequately  presented.  The  toxemias  of  preg- 
nancy are  considered  together  and  a  conservative  attitude  is  main- 
tained in  their  treatment,  a  feature  to  be  commended.  The  prophy- 
laxis and  the  necessity  of  promptly  recognizing  and  treating  the  early 
symptoms  is  impressed  on  the  reader.  Labor  and  its  complications 
receives  extended  treatment.  Dr.  Davis  calls  attention  to  the  fre- 
quency of  parietal  bone  presentations,  which  are  more  commonly 
called  transverse  presentations.  The  author  believes  that  the  con- 
dition is  extremely  serious  unless  interference  is  resorted  to.  It  is 
quite  generally  beheved,  however,  that  rotation  of  the  long  axis  of 
the  head  from  the  transverse  to  one  of  the  oblique  diameters  usually 
results  before  any  further  advance  of  the  head  takes  place.  Placenta 
previa  is  regarded  by  Dr.  Davis  as  a  variety  of  ectopic  gestation  and 
he  believes  moreover  that  the  hemorrhage  is  less  dangerous  as  a  fac- 
tor in  the  mortahty  of  this  condition  than  the  predisposition  to  infec- 
tion. In  the  incomplete  cases  rupture  of  the  membranes  is  advised 
with  a  later  resort  to  forceps  or  breech  extraction,  but  where  the  cer- 
vix is  insufficiently  dilated  and  the  membranes  cannot  be  ruptured, 
immediate  resort  to  abdominal  Cesarean  section  is  indicated.  The 
Braxton-Hicks  procedure  is  advised  for  cases  conducted  in  the  home 
although  hospital  treatment  should  be  resorted  to  if  possible.     Pro- 
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fessor  Davis'  extensive  work  and  writings  on  the  subject  of  operative 
obstetrics  makes  the  section  devoted  to  this  topic  authoritative  in 
character.  The  scope  of  the  Cesarean  operation  is  acknowledged 
and  the  author  describes  a  procedure  by  which  the  uterus  is  lifted 
out  of  the  abdomen  before  incision.  The  employment  of  Cesarean 
section  in  septic  cases  is  only  considered  advisable  if  followed  by 
hysterectomy  with  suture  of  the  stump  in  the  abdominal  wall.  The 
operation  is  not  advocated  in  eclampsia  until  conservative  methods 
have  been  employed  and  the  cervix  cannot  be  dilated.  In  a  conclud- 
ing chapter  the  legal  responsibility  of  the  physician  in  obstetric 
practice  is  considered.  Dr.  Davis  says  that  it  is  incumbent  upon 
every  practitioner  to  repair  perineal  lacerations  and  if  no  effort  to  do 
so  is  made  he  may  be  held  liable  for  damages.  The  questions  of 
sterilization,  therapeutic  and  criminal  abortion  and  infanticide  are 
fully  taken  up  in  the  concluding  chapter.  Dr.  Davis'  book  may  be 
summarized  as  a  very  valuable  addition  to  text-book  literature  for 
students  and  general  practitioners. 

Emergency  Surgery.  By  John  W.  Sluss,  A.  M.,  M.  D.  Associate 
Professor  of  Surgery,  Indiana  University  School  of  Medicine,  etc. 
Third  Edition,  revised  and  enlarged,  with  685  illustrations,  some 
of  which  are  printed  in  colors.  P.  Blakiston's  Son  &  Co.,  Phila- 
delphia. 

One  of  the  many  works  on  "emergency  surgery"  addressed  to  the 
general  practitioner  for  use  in  his  daily  routine,  the  present  revision 
of  Dr.  Sluss'  book  aims  to  present  the  general  principles  concisely 
and  practical  details  amply.  The  chapter  on  fractures  has  been 
greatly  increased  and  likewise  that  on  military  surgery  to  conform 
with  recent  experiences.  The  duties  and  responsibilities  of  the 
general  practitioner  as  an  emergency  surgeon  are  very  satisfactorily 
discussed  in  an  introductory  chapter  in  which  attention  is  called  to 
the  necessity  for  every  physician  to  familiarize  himself  with  the 
technic  of  intervention  by  surgical  procedures  where  indicated.  An 
excellent  chapter  details  the  preparation  for  an  operation  in  the 
home.  The  book  is  well  printed  but  the  illustrations  are  not  to  be 
commended  for  their  clearness  or  novelty.  The  classical  work  of 
Lejars  on  a  similar  subject  is  extensively  referred  to  and  with  ad- 
vantage. The  flexible  covers  add  to  the  convenience  in  using  the 
book  but  a  great  deal  would  have  been  gained  by  the  use  of  lighter 
paper  for  printing,  so  that  the  book  might  have  been  carried  with 
more  convenience  in  the  pocket  or  the  doctor's  bag. 

Painless  Childbirth.  Eutocia  and  Nitrous  Oxid-oxygen 
Analgesia.  By  Carl  Henry  Davis,  A.  B.,  M.  D.  Associate 
in  Obstetrics  and  Gynecology,  Rush  Medical  College  in  affiliation 
with  the  University  of  Chicago,  Assistant  Attending  Obstetrician 
and  Gynecologist  to  the  Presbyterian  Hospital,  Chicago.  Forbes 
&  Company,  Chicago,  1916. 
A  great  deal  of  attention  has  been  directed  within  the  last  few 

years  to  the  subject  of  rehef  for  the  pains  of  labor  and  the  unfortu- 
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nate  developments  of  the  so-called  "twilight  sleep"  movement  have 
resulted  in  a  possible  tendency  to  exaggerate  the  needs  for  anesthetic 
or  similar  procedures.  If  we  assume  the  process  of  labor  to  repre- 
sent a  natural  physiological  function,  the  painful  sensations  asso- 
ciated with  the  same  ought  to  be  borne  with  equanimity,  but  un- 
fortunately the  majority  of  labors  depart  from  this  ideal  condition 
and  the  aim  of  the  conscientious  obstetrician  should  be  to  diminish 
the  painful  effects  as  much  as  possible.  Nature  has  provided  a 
certain  degree  of  postpartum  amnesia  which  is  a  matter  of  common 
observation,  the  mother  usually  forgetting  within  a  period  of  twenty- 
four  hours  her  previous  sufferings.  A  feeling  of  hysteria  has,  however, 
seized  womankind  as  the  result  of  the  exaggerated  propaganda  as- 
sociated with  twilight  sleep  so  that  some  form  of  alleviation  from 
the  pangs  of  labor  is  frequently  demanded.  The  favorable  attitude 
assumed  by  the  followers  of  "twilight  sleep"  has  failed  to  be  con- 
firmed by  later  developments  and  other  means  must  be  sought  to 
accomplish  the  desired  ends.  A  search  for  other  remedial  measures 
has  attracted  attention  to  the  use  of  nitrous  oxid  gas  and  oxygen, 
and  the  method  has  been  quite  extensively  employed  in  this  country 
with  apparently  very  good  results.  The  most  recent  contribution 
on  the  subject  is  the  little  book  of  Dr.  Davis,  which  may  be  com- 
mended for  its  rational  attitude  and  the  acknowledgment  that  no 
matter  what  type  of  anesthesia  is  employed  thorough  and  clean 
obstetrics  is  essential.  The  author  wisely  presents  a  number  of  defi- 
nitions at  the  very  beginning  of  his  book  in  which  the  differences  in 
eutocia,  analgesia  and  amnesia  are  set  down.  Discussing  the  various 
methods  of  obstetrical  anesthesia  hitherto  in  use  and  the  effects  of 
the  same  on  the  patient,  the  author  takes  the  advantages  of  the 
nitrous  oxid-oxygen  procedure.  He  believes  that  it  is  safer  because 
it  can  be  administered  by  any  physician  at  home  or  in  the  hospital 
and  that  the  after-effects  are  very  much  less  than  with  any  other 
method.  Dr.  Davis'  book  is  based  on  his  observations  of  104  con- 
secutive cases  at  the  Presbyterian  Hospital  in  Chicago,  the  technic 
being  described.  He  believes  that  a  suitable  apparatus  for  adminis- 
tering gas  should  be  provided  with  an  automatic  regulator  to  main- 
tain a  relative  constant  pressure  and  that  the  mixture  of  the  gases 
should  be  controlled  by  a  single  valve.  For  the  details  of  the  ad- 
ministration reference  must  be  had  to  the  original,  but  as  a  general 
thing  the  inhalation  is  not  begun  until  the  cervix  is  fairly  well  dilated. 
The  patient  is  allowed  to  bear  down  during  the  second-stage  pains 
and  the  nitrous  oxid  is  increased  during  the  deUvery  of  the  head, 
care  being  taken  not  to  produce  a  complete  anesthesia.  In  opera- 
tive cases  the  procedure  has  also  been  used  with  success  in  the  same 
institution  and  Cesarean  section  has  been  done  in  cases  where  the 
nitrous  oxid-oxygen  analgesia  is  combined  with  the  local  infiltration 
of  the  abdominal  wall  with  novocain.  The  tenor  of  Dr.  Davis'  book 
is  one  of  enthusiasm  and  it  is  to  be  sincerely  hoped  that  whatever 
good  results  may  be  obtained  from  the  method  which  he  and  a  few 
others  have  advocated  that  it  will  not  suffer  from  unreasonable 
exploitation  of  the  kind  which  we  have  only  recently  become  familiar 
with  in  respect  to  another  procedure. 
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Essays  on  Abdominal  Surgery  Including  Operations  on  the 
Intestines,  Uterus,  Ovaries,  Kidneys,  Ureters,  Stomach, 
Liver,  Colon,  Etc.,  a  selected  list  of  papers  by  eminent  American 
surgeons.  William  Wood  &  Company,  New  York,  1915. 
This  book  contains  a  selected  list  of  papers  which  have  appeared 
within  recent  years  in  the  American  Journal  of  Obstetrics,  a.vari- 
ety  of  titles  in  abdominal  surgery  and  gynecology  being  included. 
Attention  may  be  directed  to  some  of  the  leading  articles  without, 
however,  detracting  from  the  remainder.  B.  M.  Anspach  describes 
his  experience  with  spinal  analgesia  in  pelvic  surgery;  G.  W.  Crile 
the  kinetic  system  and  the  treatment  of  peritonitis;  J.  F.  Erdmann 
in  a  paper  on  biliary  surgery  considers  the  question  of  the  two-step 
operative  procedure  and  the  causes  of  death  in  a  series  of  270  per- 
sonal cases  with  a  mortality  of  forty-seven;  J.  H.  Jacobson  describes 
a  method  of  anastomosing  the  gall-bladder  to  the  stomach  and  also 
discusses  the  question  of  repair  and  reconstruction  of  the  bile  ducts ;  A. 
B.  Keyes  extensively  describes  the  subject  of  abdominal  wall  hernia; 
H.  O.  Pantzer  discusses  the  subject  of  appendicitis  as  a  cause  of 
cecal  statis;  Riesman  considers  the  limits  of  safety  in  blood  pressure 
changes  especially  as  these  apply  to  projected  operations;  H.  N. 
Vineberg  presents  a  preliminary  report  of  a  new  operation  for  gen- 
eral enteroptosis.  In  the  section  devoted  to  g>'necological  papers 
J.  G.  Clark  takes  up  the  pathology  and  treatment  of  gonorrheal 
cervicitis  and  endometritis;  Goldspohn  points  to  the  advantages  of 
careful  resection  of  ovaries;  J.  A.  McGlinn  calls  attention  to  the 
prevalence  of  puerperal  sepsis  in  certain  Philadelphia  hospitals  and 
emphasizes  the  fact  that  there  were  as  many  deaths  from  puerperal 
infection  as  from  cancer;  Peterson  presents  a  critical  review  of  500 
cases  of  abdominal  Cesarean  section  for  eclampsia;  J.  C.  Rubin  dis- 
cusses the  value  of  radiation  treatment  in  carcinoma  of  the  uterus 
as  determined  by  pathological  examination;  H.  D.  Furniss  presents 
his  personal  experience  based  on  a  series  of  thirty-two  cases  of  renal 
damage  from  calculi;  Hadden  discusses  bacteriological  findings  in 
the  urine  in  cases  of  kidney  ptosis;  H.  A.  Wade  presents  a  report 
on  the  end  results  of  109  cases  of  operation  for  uterine  displacement; 
B.  P.  Watson  describes  several  primary  malignant  tumors  of  the 
female  urethra,  and  Wiener  discusses  the  clinical  mahgnancy  of 
pseudomucinous  cystadenoma  of  the  ovary. 
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WOMAN'S  MEDICAL  COLLEGE  FELLOWSHIP. 

The  Woman's  Medical  College  of  Pennsylvania  has  established 
a  fellowship  amounting  to  $i,ooo  to  be  awarded  annually  to  any 
medical  woman  of  special  ability  who,  following  the  undergraduate 
course,  has  completed  at  least  one  year  of  hospital  service,  including 
work  in  maternity  wards,  and  one  year  of  further  practice.  The 
amount  is  to  cover  twelve  months  of  special  work  as  Fellow  in  Ob- 
stetrics, with  the  condition  that  the  holder  of  the  fellowship  shall 
thereafter  continue  the  practice  of  obstetrics. 

THE  STUDY  OF  THE  INTERNAL  SECRETIONS 

The  increasing  appreciation  of  the  importance  of  the  glands  of 
internal  secretion  and  their  influence  upon  the  etiology  as  well  as  the 
treatment  of  many  disorders,  has  made  the  subject  of  unusual  inter- 
est to  many  physicians.  It  has  been  suggested  recently  by  several 
American  physicians  that  it  might  be  advantageous  to  form  an 
Association  for  the  Study  of  the  Internal  Secretions;  and  it  is  desired 
to  know  whether  there  is  sufficient  interest  in  this  matter  to  warrant 
its  further  consideration. 

A  few  of  the  prospective  advantages  of  such  an  association  would 
be:  (i)  The  assembling  of  those  with  a  mutual  fellowship  of  interest 
in  this  subject.  (2)  Facilitating  the  exchange  of  ideas,  inquiries  and 
reprints  on  the  internal  secretions.  (3)  Enabling  those  who  are 
interested,  but  do  not  have  the  facilities,  to  be  kept  in  touch  with  the 
articles  that  are  appearing  on  this  subject  so  frequently,  but  in  such 
scattered  and  inaccessible  periodicals — perhaps  a  monthly  list  of 
these  articles  with  a  brief  resume  of  their  contents  eventually  might 
be  prepared.  (4)  Facilitating  concerted  clinical  study  of  various 
phases  of  the  subject  and  also  the  measures  being  brought  forward  in 
organotherapy. 

No  effort  has  yet  been  made  to  form  such  an  association;  but  any 
physicians  who  are  interested  and  would  welcome  the  establishment 
of  a  community  of  interest  embracing  some  or  all  of  the  points  just 
mentioned,  as  well  as  others  which  cannot  be  ennumerated  for  lack 
of  space,  are  requested  to  send  their  names  and  addresses  (on  a  postal 
card  preferably)  to  the  undersigned  at  715-19  Baker-Detwiler  Bldg., 
Los  Angeles,  California.  Henry  R.  Harrower,  M.  D. 
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OBSTETRICS. 


The  Role  of  Glycogen  in  the  Normal  Uterine  Mucosa. — L.  F. 

Driessen  (Arch.  mens,  d'obst.  et  de  gyn.,  Nov.,  1915)  reminds  us  that 
fifty  years  ago  Claude  Bernard  discovered  glycogen  in  the  placenta 
of  the  rabbit,  and  demonstrated  the  importance  of  this  substance  in 
the  nutrition  of  the  fetus.  He  states  that  the  placenta  appears, 
during  the  first  months  of  pregnancy  to  assume  the  glycogenic  func- 
tion of  the  liver.  But  this  conception  was  lost  sight  of  until  recently. 
In  1914  Schottlaender  stated  that  the  decidua  of  pregnancy  is  a  gland 
of  internal  secretion,  and  produces  products  necessary  to  the  develop- 
ment and  nutrition  of  the  fetus.  At  this  time  the  liver  of  the  fetus 
contains  no  glycogen.  Many  authors  have  shown  that  in  animals  the 
placenta  contains  much  glycogen  in  early  pregnancy,  and  the  author 
has  shown  this  to  be  the  case  in  women  also.  The  placenta  accumu- 
lates glycogen  and  it  is  also  found  in  the  limitrophic  cells  of  the  mater- 
nal and  fetal  tissues.  The  caduca  contains  in  its  decidual  cells  and 
glands  an  enormous  amount  of  glycogen.  An  identical  vital  action 
goes  on  in  the  cells  of  the  liver  and  the  decidua.  Death  causes  the 
glycogen  to  disappear  from  the  cells,  hence  only  living  tissues  are 
useful  for  experiment  as  to  glycogen  content.  The  author  made  use 
of  the  decidua  from  artificially  induced  abortions  and  from  opera- 
tions for  cancer  in  pregnant  women.  The  glands  and  the  chorion, 
the  trophoblastic  layer  at  the  periphery  of  the  villi  contain  glycogen. 
The  syncytium  does  not  contain  glycogen,  but  it  appears  to  have  the 
biological  properties  of  epithelial  cells  of  the  gastrointestinal  mucosa 
which  decompose  into  simpler  substances  the  albumins,  fats,  and 
starches.  The  layer  of  Langhans  does  not  contain  glycogen  but 
the  mesoderm  shows  it  in  the  fusiform  cells  of  the  connective  tissues, 
from  which  it  is  transported  to  the  fetal  tissues.  Glycogenization  is 
shown  in  the  early  part  of  pregnancy,  but  after  the  first  months  the 
trophoblast  disappears  and  with  it  the  glycogen.  The  fetal  placenta 
contains  little  glycogen,  but  the  cells  of  the  maternal  placenta  con- 
tain glycogen  until  the  end  of  pregnancy.  The  glycogenization  of 
the  decidual  cells  is  to  be  considered  not  as  a  form  of  degeneration 
but  as  a  physiological  process  ordinarily  accompanying  the  prolifera- 
tion and  development  of  the  tissues.  As  soon  as  we  admit  that  the 
morphological  changes  in  the  uterine  mucosa  have  their  explanation 
in  the  secretory  function  of  the  corpus  luteum  it  is  natural  to  attri- 
bute also  to  them  the  biochemical  processes  which  accompany  that 
metamorphosis.  The  normal  nongravid  mucosa  was  studied  by  the 
author  in  500  specimens  of  mucosa  which  were  removed  by  curettage 
or  hysterectomy.  In  menstruation  there  is,  besides  hyperemia,  a 
characteristic  change  in  the  mucosa,  which  in  a  morphological  and 
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biochemical  sense  corresponds  to  the  decidual  reaction  of  pregnancy. 
The  corpus  luteum  has  great  importance  in  fixing  the  ovum  in  the 
uterus.  If  it  be  destroyed  pregnancy  will  not  take  place,  the  ovum 
not  finding  a  suitable  soil  for  its  development.  There  is  an  intimate 
connection  between  the  corpus  luteum  and  the  menstrual  cycle. 
The  corpus  luteum  is  never  found  in  a  young  condition  in  the  post- 
menstrual  period.  Admitting  that  the  secretion  of  glycogen  and  the 
evolution  of  the  corpus  luteum  correspond  exactly,  there  is  no 
difiiculty  in  supposing  that  the  glycogenization  depends  on  the  sub- 
stances secreted  by  the  corpus  luteum.  The  constant  presence  of 
glycogen  in  the  proliferating  premenstrual  mucosa  is  a  very  impor- 
tant contribution  to  the  explanation  of  the  menstrual  cycle.  The 
unfecundated  egg  expelled  by  the  Graafian  follicle  causes  in  ovary 
and  uterus  a  reaction  identical  with  that  which  takes  place  when  the 
ovum  is  fecundated.  Its  products  of  assimilation  cause  the  forma- 
tion of  the  corpus  luteum,  which  by  secretion  of  its  hormones  induces 
the  production  of  a  large  amount  of  glycogen  in  the  caduca.  If  the 
ovum  dies  unfecundated  the  glandular  secretion  in  the  ovary  ceases, 
and  the  mucosa  is  destroyed.  If  the  fecundated  ovum  arrives  in  the 
hypertrophied  uterine  mucosa  it  finds  there  nutritive  materials  of 
which  it  has  need  for  development,  produced  at  the  expense  of  the 
decidual  cells.  The  trophoblast  develops  and  nourishes  itself  on  the 
glycogen  of  the  villi  transported  to  the  ovum.  A  rapid  increase  of 
the  corpus  luteum  and  an  abundant  formation  of  glycogen  go  hand  in 
hand  in  the  early  months  of  pregnancy  until  the  corpus  luteum 
degenerates  and  the  function  of  the  mucosa  is  over.  The  tropho- 
blast disappears  and  the  assimilation  of  materials  necessary  to  the 
fetus  takes  place  only  in  the  syncytium,  which  carries  it  on  until  the 
end  of  pregnancy. 

Application  of  the  French  Law  for  Assistance  of  Women  in  Labor. 
— G.  Lepage  (Ann.  de  gyn.  et  d'obst.,  Jan.-Feb.,  1916)  says  that 
the  law  of  191 3,  which  gives  aid  to  pregnant  mothers  for  eight  weeks, 
four  before  and  four  after  labor,  has  met  with  some  difiiculties  in 
application.  The  first  is  the  difficulty  of  estimating  correctly  the 
beginning  of  the  pregnancy,  so  as  to  ascertain  the  beginning  of  the 
fourth  week  before  labor.  We  have  no  very  definite  data  on  which  to 
rely  unless  the  patient  comes  to  us  very  early,  or  knows  that  there 
has  been  but  one  coitus  from  which  to  estimate,  as  in  the  case  of  a 
soldier  gone  to  the  war.  The  best  assistance  is  the  knowledge  of  the 
date  of  the  end  of  the  last  menstrual  period,  which  often  is  not  known. 
Ribemont-Dissaigne  has  stated  that  we  cannot  give  the  exact  date  of 
labor  within  twenty-five  to  thirty  days.  Even  if  we  know  the  exact 
date  of  fecundation  we  do  not  know  that  of  labor,  for  some  women  are 
over  and  some  under  the  conventional  280  days.  The  author  believes 
that  in  70  per  cent,  of  all  cases  w^e  can  give  a  correct  date  provided  the 
patient  is  examined  early.  A  complete  obstetrical  examination  with 
the  dates  that  the  woman  can  furnish  will  give  a  nearly  correct  date 
for  the  labor.  The  movements  of  the  fetus  give  no  accurate  data,  but 
the  size  of  the  uterus  and  the  distance  of  the  fundus  above  the  sym- 
physis pubis  are  valuable.     But  many  women  who  desire  assistance 
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do  not  come  for  examination  until  the  last  two  months  of  pregnancy, 
and  then  the  examination  gives  less  valuable  information.  The 
administration  of  the  Bureau  of  Assistance  has  published  a  pam- 
phlet which  is  given  to  each  woman  telling  her  of  the  necessity  of 
an  early  examination  to  ascertain  the  period  of  pregnancy.  A  second 
point  of  difficulty  deals  with  the  sort  of  certificate  that  the  physician 
must  give  to  the  patient  when  she  is  examined,  for  which  he  is  not 
paid.  This  certificate  must  state  that  there  is  danger  for  the  mother 
and  child,  unless  she  has  more  rest.  Now  there  is  danger  to  the 
mother  and  child  only  in  abnormal  cases,  and  yet  every  woman 
should  have  this  rest. 

Kintsi-Malone  Urinary  Test  for  Pregnancy. — A  study  by  I.  S. 
Cutter  and  M.  Morse  {Jour.  A.  M.  A.,  1916,  Ixvi,  559)  of  the  method 
for  the  determination  of  pregnancy  by  utilizing  the  urinary  enzyme 
called  forth  by  the  development  of  the  placenta  as  outlined  by 
Malone,  has  led  to  the  conclusion  that  there  are  many  objections  to 
the  method  from  the  theoretical  aspect.  Their  experiments,  while 
showing  acceptable  results  in  66  per  cent,  of  the  cases  examined, 
leave  a  high  degree  of  uncertainty  in  the  remaining  third.  The  ap- 
pearance of  positive  reactions  in  certain  cases  known  to  be  negative 
are  inexplicable,  except  as  involving  an  ever-present  error,  such  as 
the  factors  bacteria,  excreted  pepsinlike  enzymes,  etc.  The  writers 
show  that  when  autoclaved  urines  after  cooling  are  inoculated  with 
cultures  of  B.  coli  communis  and  B.  proteus,  and  left  in  contact  with 
the  substrate,  placenta,  a  strong  biuret  reaction  obtained  according 
to  the  method  of  Malone.  The  test,  as  at  present  conducted,  cannot 
safely  be  depended  on  as  a  diagnosis  of  pregnancy,  o\ving  to:  (a) 
The  nonspecificity  of  the  reaction,     {b)  The  frequency  of  errors. 

Corpus  Luteum  Extract  in  Nausea  of  Pregnancy. — On  the  pre- 
sumption that  there  is  more  than  a  coincidence  between  the  forma- 
tion and  disappearance  of  the  corpus  luteum  of  pregnancy  and  the 
cessation  of  the  nausea,  J.  C.  Hirst  {Jour.  A.  M.  A.,  1916,  Ixvi,  645) 
had  administered  intramuscularly,  corpus  luteum  extract  in  doses 
of  I  c.c.  (20  mg.)  daily.  This  dose  is  in  all  probability  too  small, 
and  will  have  to  be  increased  materially.  Results  were  successful 
in  four  of  five  cases. 

Systolic  Blood  Pressure  in  Pregnancy. — F.  C.  Irving's  {Jour. 
A.  M.  A.,  1916,  Ixvi,  935)  paper  is  based  on  blood  pressure  observa- 
tions in  5000  consecutive  cases  at  the  pregnancy  clinic  of  the  Boston 
Lying-in  Hospital.  He  finds  that  in  80  per  cent,  of  pregnant  women, 
the  blood  pressure  ranges  from  100  to  130.  In  9  per  cent,  the  blood 
pressure  may  be  below  100  once  or  more.  A  blood  pressure  below 
90  does  not  mean  that  the  patient  will  have  shock  unaccompanied 
by  hemorrhage  at  the  time  of  confinement.  In  11  per  cent,  of  cases, 
the  blood  pressure  may  be  above  130  once  or  more.  Age,  nationality 
and  parity  seem  to  have  some  influence  on  blood  pressure.  High 
blood  pressure  in  the  young  is  more  frequently  a  sign  of  toxemia  than 
in  those  over  thirty.  Elevated  blood  pressure  is  more  commonly  an 
index  of  toxemia  than  is  albuminuria,  and  it  is  apt  to  be  an  earlier 
sign.     The  degree  of  elevation  points  more  surely  to  the  likelihood 
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of  toxemia  than  does  the  degree  of  albuminuria.  Both,  however, 
are  of  the  utmost  importance.  Isolated  cases  of  elevated  blood  pres- 
sure unaccompanied  by  albuminuria  or  evidences  of  toxemia  occur 
not  infrequently.  Usually  they  respond  to  free  catharsis.  Some 
pressures  remain  elevated  in  spite  of  treatment,  and  apparently  are 
normal,  during  pregnancy  at  least,  for  the  patients  who  exhibit  them. 
A  progressively  rising  blood  pressure,  often  from  a  low  level,  even 
though  it  never  reaches  the  arbitrary  danger  point,  should  be  re- 
garded with  apprehension  as  a  most  valuable  sign  of  approaching 
toxemia.  Toxemia  is  much  more  common  with  a  blood  pressure 
above  150  than  it  is  below  that  point.  Most  cases  of  eclampsia 
occur  with  a  pressure  of  160  or  more.  Eclampsia  may,  however, 
occur  with  a  pressure  of  only  moderate  elevation. 

All  toxemics  develop  both  albuminuria  and  elevated  blood  pressure. 
While  the  incidence  of  eclampsia  in  this  series  is  about  the  same  as  the 
figures  usually  given,  it  is  significant  that  two-thirds  of  the  patients 
who  developed  convulsions  absolutely  neglected  advice  and  refused 
to  return  to  the  clinic. 

Postpartum  Care  of  the  Perineum. — In  order  to  demonstrate 
whether  routine  antiseptic  treatment  of  the  perineum  after  delivery 
has  any  distinctly  beneficial  effect  upon  the  course  of  the  puerperium 
or  upon  the  healing  of  primary  perineal  repairs,  the  following  clinical 
experiment  was  conducted.  For  nine  months  all  patients  in  the 
obstetrical  service  of  the  Johns  Hopkins  Hospital  were  divided  into 
two  groups  after  delivery  (every  alternate  patient  being  placed  in 
group  A),  and  treated  as  follows:  Those  in  group  A  were  given  the 
routine  perineal  care  and  those  in  group  B  were  given  no  special 
attention.  The  routine  care  consisted  in  bathing  the  vulva  and 
perineum  with  cotton  pledgets  soaked  in  i  :  2000  bichloride  of  mer- 
cury solution  every  four  hours,  as  well  as  after  each  defecation  and 
urination  during  the  nine  days  the  patient  remained  in  bed,  The 
patients  in  group  B  were  merely  kept  macroscopically  clean  with 
warm  tap-water  and  soap  and  a  wash  cloth.  No  attention  was  paid 
to  voiding  or  bowel  movements,  unless,  as  sometimes  happened  after 
the  initial  dose  of  cathartic,  the  need  of  cleansing  the  parts  was  ap- 
parent. The  bloody  lochia  were  removed  whenever  necessary. 
Unless  the  patient  was  very  ill,  she  was  expected  to  keep  herself 
clean.  Every  effort  was  made  to  eliminate  any  factors  which  might 
invalidate  conclusions. 

E.  D.  Plass  {Johns  Hopk.  Hosp.  Bull.,  1916,  xxvi,  107)  says  that 
the  two  series  were  quite  comparable  as  regards  operative  deliveries 
and  the  frequency  of  vaginal  examinations.  The  total  morbidity 
(temperature  over  100.4°  F.,  taken  every  four  hours)  approximately 
the  same  (group  A,  39.5  per  cent.;  group  B,  36  per  cent.);  nor  is 
there  any  striking  difference  in  the  incidence  of  elevation  of  tempera- 
ture attributable  to  uterine  infection,  as  determined  by  uterine  cul- 
tures or  by  the  clinical  course  of  the  puerperium  (group  A,  15  per 
cent.;  group  B,  14.5  per  cent.).  The  soap  and  water  method  of 
treatment  was  so  successful  that  on  August  t,  1915,  the  old  routine 
was    entirely    abandoned.     Since    that  time  57  primary  perineor- 
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rha  phies  have  been  done  as  follows :  first  degree,  3  2 ;  second  degree,  1 7 ; 
and  episiotomies,  8,  with  only  three  bad  results  (5.25  percent.),  and 
these  were  confined  to  the  first  degree  tears.  The  episiotomies  were 
all  lateral,  single  or  double,  and  the  wound  healed  per  primam.  To 
date  108  repairs  have  been  treated  in  this  manner,  with  five  failures, 
or  4.6  per  cent.  The  use  of  antiseptic  solutions  in  the  care  of  the 
perineum  during  the  puerperium  or  in  the  after-care  of  primary 
perineorrhaphies  is  of  no  value.  Macroscopic  cleanliness  alone  gives 
better  results  and  effects  a  considerable  saving  of  time  of  the  nurses. 

Anesthesia  in  Obstetrics. — A.  Brant  (Bost.  Med.  and  Surg.  Jour., 
1916,  clxxiv,  458)  says  that  no  method  of  anesthesia  is  safe  through 
the  whole  of  labor.  The  varying  indications  and  contraindications 
must  be  followed  carefully  and  closely,  with  the  safety  of  both  mother 
and  child  in  mind.  For  long,  primiparous  labors  the  following  se- 
quence would  seem  to  be  best:  The  proper  use  of  bromides,  chloral, 
or  morphiascopolamine  in  the  first  stage;  the  administration  of  these 
drugs  to  be  stopped  in  time  so  that  their  effects  shall  have  worn  off 
by  the  time  of  expected  delivery;  nitrous  oxide  administration  during 
pains,  with  or  without  the  change  to  obstetrical  ether  for  delivery; 
or,  in  the  hands  of  the  trained  obstetrician,  the  substitution  of  for- 
ceps for  the  second  stage,  under  sufficient  ether  anesthesia. 

Nitrous  Oxide  in  Obstetrics. — F.  C.  Irving  (Bost.  Med.  and  Surg. 
Jour.,  1 916,  clxxiv,  462)  has  employed  this  method  of  analgesia  in 
34  cases;  24  were  primiparae  and  10  multiparae.  Seven  received  it 
for  less  than  i  hour,  9  for  more  than  i  hour,  13  for  more  than  2 
hours,  4  for  more  than  3  hours  and  i  for  more  than  5  hours.  Thirty- 
two  patients  had  complete  relief  from  pain  from  the  moment  the 
gas  was  started.  They  all  stated  that  they  could  feel  the  uterine 
contractions,  but  that  they  were  painless.  Two  patients  had  im- 
perfect analgesia  toward  the  end  of  labor.  Probably  the  gas  was  not 
started  at  the  very  beginning  of  the  uterine  contractions  or  it  was 
not  given  in  sufficient  concentration.  There  was  no  undue  post- 
partum bleeding  or  untoward  effect  of  any  kind  upon  either  mothers 
or  infants.  Three  babies  were  born  dead;  two  of  them  were  macer- 
ated fetuses  and  one  was  a  monster  stillborn  at  seven  months.  All 
others  cried  promptly  at  birth  and  none  required  resuscitation. 
Nitrous  oxide  and  oxygen  is  the  most  successful  analgesic  known 
for  the  relief  of  the  pains  of  labor.  It  is  the  safest  anesthetic  there 
is.  It  has  no  untoward  effects,  immediate  or  remote,  upon  either 
mother  or  baby.  It  does  not  delay  labor  or  in  any  w^ay  impair  the 
efficacy  of  the  uterine  contractions.  It  is  pleasant  to  take,  and  re- 
covery from  it  is  extremely  rapid  and  usually  featureless.  It  should 
not  be  given  to  the  very  old,  the  very  young,  or  the  debilitated. 
Patients  with  arteriosclerosis,  valvular  disease  of  the  heart  or  a  high 
blood  pressure  should  take  some  other  anesthetic.  By  the  extensive 
employment  of  rebreathing,  the  cost  does  not  exceed  seventy-five 
cents  an  hour. 

Cesarean  Section. — C.  M.  Green  {Bost.  Med.  and  Surg.  Jour.,  1916, 
clxxiv,  441)  says  that  except  under  emergency  conditions  Cesarean 
section  should  be  deferred  until  the  advent  of  labor  and  until  labor 
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has  progressed  under  observation  for  a  reasonable  number  of  hours — 
this  not  only  in  border-Hne  cases,  in  which  a  test  of  labor  is  desired, 
but  also  when  the  indication  for  section  is  absolute.  Vaginal  exami- 
nations should  be  avoided,  and  progress  of  labor  noted  by  external 
and  rectal  palpation.  The  vagina  should  be  prepared  before 
Cesarean  section,  whenever  possible,  the  same  as  for  any  surgical 
procedure  in  or  through  the  vagina,  with  gentleness  so  as  not  to 
traumatize  the  mucosa.  Except  when  easy  access  to  the  pelvis  is 
necessary,  the  supraumbilical  incision  is  preferable.  There  is  no 
reason  for  eventration  of  the  undelivered  uterus.  The  uterine  wall 
should  be  painstakingly  sponged  clean  of  membranes  and  clot  before 
its  closure:  this  can  readily  be  done  by  sight  by  inverting  the  uterus, 
half  at  a  time,  through  the  uterine  incision.  When  the  membranes 
have  more  or  less  descended  into  the  vagina,  it  is  safer  to  push  the  pla- 
centa and  remaining  membranes  down  and  deliver  them  from  below, 
than  to  remove  them  through  the  uterine  incision.  The  uterine  wall, 
thickened  by  some  hours  of  muscular  retraction,  should  be  carefully 
closed  with  deep  and  seroserous  absorbable  sutures.  Time  should  be 
taken  for  a  triple-layer  suture  of  the  abdominal  wall,  especial  care 
being  used  with  the  fascia,  which  is  best  closed  with  overlapping 
and  mattress  stitch.  The  uterus  was  created  a  movable  organ: 
it  should  be  allowed  to  remain  so,  in  married  women,  until  after  the 
climacteric. 

J.  T.  Williams'  (ibid.  450)  position  in  regard  to  the  management 
of  labor  in  contracted  pelves  is  as  follows:  In  marked  cases  of  pelvic 
contraction  and  cases  of  marked  disproportion  between  the  head  and 
the  pelvic  brim,  Cesarean  section  should  be  done  before  the  onset  of 
labor.  All  primiparse  where  the  head  is  high  at  the  end  of  pregnancy, 
whether  or  not  there  seems  to  be  any  disproportion  between  the  head 
and  the  brim,  and  even  if  the  pelvic  measurements  are  normal, 
should  be  regarded  as  possible  candidates  for  Cesarean  section  until 
a  few  hours  of  labor  have  demonstrated  whether  the  uterus  can 
drive  the  head  through  the  brim.  The  extraperitoneal  Cesarean 
section  of  the  transperitoneal  type  offers  a  possible  advance  in  our 
methods  of  handling  late  and  infected  cases.  Two  other  indications 
for  Cesarean  section  are:  high  abnormal  presentations  in  the  primi- 
para,  late  primiparity. 

GYNECOLOGY   AND   ABDOMINi\L   SURGERY 

Secretions  of  the  Mammae,  a  Factor  in  the  Cause  of  Eclampsia. — 

W.  E.  Gary  (Kentucky  Med.  Jour.,  1916,  xiv,  7)  the  leukocyte  is  a 
normal  constituent  of  milk  heretofore  not  recognized  as  such  and  is 
the  vital  portion  of  milk.  The  leukocytes  are  either  manufactured 
in  the  gland  or  are  used  to  carry  the  secretion  of  the  gland  to  the 
fetus  or  to  the  infant.  That  they  are  manufactured  in  the  gland 
itself  is  indicated  by  the  fact  that  leukocytosis  disappears  in  the 
mother  shortly  after  parturition  but  leukocytes  are  found  in  the 
milk  throughout  the  period  of  lactation,  also  by  the  fact  that  they  are 
found  in  such  large  quantities  in  the  mammary  gland  of  a  pregnant 
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COW  giving  no  external  secretion.  That  the  leukocytes  in  the 
external  secretion  of  the  gland  after  parturition  and  those  escaping 
through  the  kidney  before  parturition  have  the  same  characteristics 
indicate  there  is  an  internal  secretion  of  these  cells  by  the  gland 
giving  rise  to  a  leukocytosis  in  the  mother.  When  the  leukocytes 
accumulate  in  the  blood  of  the  mother  in  excess  of  12,500  or  13,000 
they  become  toxic  and  albuminuria  occurs,  which  can  be  caused  to 
disappear  in  uncomplicated  cases  by  inducing  the  external  secretion 
of  leukocytes  from  the  gland.  This  secretion  does  not  affect  labor 
in  any  w^ay  unless  the  accumulation  is  sufficient  to  become  toxic. 
Withdrawal  of  the  secretion  of  the  gland  before  parturition  and  the 
elimination  of  the  toxemia  does  not  prevent  or  hinder  the  onset  of 
labor  and  birth  of  the  infant.  From  experiments  on  cows  the  writer 
concludes  that  milk  fever  is  a  toxemia  arising  from  the  accumulation 
of  the  leukocytes  in  the  body  due  to  the  suppression  of  the  secretion 
of  the  mammary  glands  and  that  air  pumped  into  the  mammary 
gland  relieves  this  suppression  and  thereby  effects  a  cure.  Since 
experiments  have  shown  the  secretion  of  leukocytes  in  the  human 
to  be  similar  to  that  in  the  cow  and  since  albuminuria  of  pregnancy 
can  be  relieved  by  elimination  through  the  mammary  gland  it  is  not 
unreasonable  to  conclude  that  milk  fever  and  eclampsia  are  the  same 
thing  and  should  be  relieved  by  the  same  treatment.  Eclampsia  is 
a  toxemia  resulting  either  from  the  accumulation  of  the  internal 
secretion  of  the  mammary  gland  greater  than  is  needed  by  the  fetus, 
and  greater  than  can  be  eliminated  through  kidneys  or  bowel  before 
birth  of  the  infant  or  to  the  suppression  of  the  secretions  of  these 
glands  after  parturition.  Where  albuminuria  of  pregnancy  exists 
the  patient  should  be  put  on  a  diet,  habits  should  be  regulated,  and 
elimination  through  the  mammary  glands  instituted.  A  leukocyte 
count  of  the  blood  should  be  made  and  care  exercised  not  to  eliminate 
more  than  is  necessary  so  as  not  to  interfere  with  the  nourishment 
of  the  child.  In  case  of  failure  to  do  this,  the  uterus  should  be  emp- 
tied of  its  contents  and  the  glands  inflated  to  the  fullest  extent  with 
air,  to  establish  quickly  full  secretion;  together  with  elimination  by 
purgation.  In  postpartum  eclampsia  inflation  of  the  glands  and 
purgation  should  be  employed. 

Influence  of  Pituitary  Feeding  upon  Growth  and  Sexual  Develop- 
ment.— In  an  experimental  study  by  E.  Goetsch  (Bull.  Johns  Tlopk. 
Hosp.,  191 6,  xxvii,  29)  young  rats  of  pure  breed  and  of  known  pedi- 
gree were  used.  The  dried  powdered  extract  of  the  pituitary  gland 
(whole  gland,  anterior  and  posterior  lobes)  and  ovarian  (corpus 
luteum)  extract  were  fed  to  the  rats.  The  sex  glands  were  examined 
in  gross  and  histologically  after  varying  periods  of  feeding.  Obser- 
vations were  also  made  upon  growth,  weight,  genital  development, 
breeding  and  parturition  of  the  rats,  and  upon  the  size  and  weight 
of  the  litters,  as  a  result  of  the  pituitary  feeding.  His  observations 
show  that  pituitary  extract  (anterior  lobe),  when  fed  to  young  rats, 
has  a  stimulating  effect  upon  the  growth  of  the  animal  and  upon  its 
sexual  development  and  activity.  Posterior-lobe  extract,  when  thus 
given,  has  a  retarding  influence.     Ovarian  extract  (corpus  luteum) 
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has  a  stimulating  influence  upon  the  female,  and  a  retarding  influence 
upon  the  male,  sexual  development. 

Retrodisplacements  of  the  Uterus.- — The  following  operation  sug- 
gested by  Howard  Kelly  and  modified  by  J.  C.  Neel  (Surg.,  Gyn. 
and  ObsL,  1916,  xxii,  233),  has  been  performed  in  over  one  hundred 
cases  and  the  results  have  been  most  satisfactory:  Through  a  mid- 
line incision  the  pelvic  viscera  are  exposed  in  the  usual  manner  and 
the  fundus  brought  forward  to  its  normal  position.  The  fascia  of 
the  rectus  muscle  is  then  dissected  free  just  above  the  symphysis 
pubes  to  allow  the  permanent  silk  suture  to  be  anchored  to  the  under- 
surface  about  4  cm.  from  the  midline  incision.  This  suture 
is  then  carried  through  the  underlying  rectus  muscle  and 
peritoneum  immediately  above  the  vesical  reflection  on  the  abdom- 
inal wall;  the  parietal  peritoneum  is  next  taken  up  at  about  i- 
cm.  intervals  down  to  the  internal  inguinal  ring;  the  suture  is 
then  carried  along  the  course  of  the  round  ligament  to  a  point  within 
I  or  2  cm.  of  the  uterine  cornu  where  the  ligament  is  pierced 
and  the  suture  is  brought  out  through  the  abdominal  wall 
near  the  point  where  it  entered.  The  same  procedure  is  followed  on 
the  opposite  side.  Both  sutures  are  then  drawn  tightly  and  tied, 
the  knots  being  buried  under  the  rectus  fascia.  The  results  ob- 
tained by  the  introduction  of  these  sutures  are:  (a)  The  broad  and 
round  ligaments  are  utilized  and  given  a  broad  attachment  to  the 
abdominal  wall,  (b)  The  lateral  openings  are  closed  by  the  purse- 
string  action  of  the  suture  and  thus  prevent  the  incarceration  of  the 
bowel,  (c)  The  fundus  is  loosely  poised  in  the  pelvis  with  the  slight- 
est possible  mutilation.  In  order  to  bring  the  cervix  into  its  proper 
position  a  running  purse-string  suture  of  silk  is  taken  in  the  cervix 
where  it  is  joined  by  the  uterosacral  ligament  on  either  side  and  car- 
ried along  the  course  of  the  ligament  to  the  pelvic  brim.  In  placing 
these  sutures  the  ureter  which  usually  lies  outside  the  ligament  must 
be  avoided.  When  these  sutures  are  tied,  the  cervix  is  drawn  high 
in  the  vaginal  vault  and  a  shelf  is  made  on  either  side  for  the  support 
of  the  tube  and  ovary. 

After-treatment  of  Suppurative  Appendicitis. — G.  C.  Boughton 
(Amer.  Jour.  Surg.,  1916,  xxx,  45)  insists  that  the  cardinal  points  in 
the  treatment  of  septic  cases  of  appendicitis  are:  as  little  handling  of 
the  bowels  as  possible,  free  drainage,  true  Fowler  position  following 
operation,  supervision  of  the  first  four  or  five  dressings,  morphine 
if  needed,  and  the  use  of  the  stomach  tube  for  dilatation. 

Care  after  Laparotomy. — Emile  Forgue  (Ann.  de  gyn.  el  d'obsi., 
Jan.-Feb.,  1916)  gives  minute  directions  for  the  care  of  the  patient 
in  the  first  and  second  days  of  convalescence.  The  position  im- 
mediately after  operation  should  be  absolutely  flat,  without  pillows, 
until  recovery  from  the  narcosis  is  complete.  If  there  is  any  sign 
of  heart  failure  this  position  should  be  maintained  longer,  but  if  the 
heart  acts  well  the  head  may  be  raised  by  pillows  after  recovery 
from  the  anesthetic.  Nausea  and  vomiting  are  best  guarded  against 
by  keeping  the  stomach  empty,  and  rinsing  the  mouth  with  weak 
lemonade  to  quench  thirst.     Small  doses  of  morphine  allay  any  pain 
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that  may  be  present  and  quiet  the  nervous  system.  If  there  are 
pallor,  sweating,  and  frequent  and  low  tension  pulse  one  may  think 
of  shock  or  hemorrhage.  Shock  will  soon  be  recovered  from,  but 
the  symptoms  will  increase  if  hemorrhage  is  present.  A  sudden 
pain  indicates  hemorrhage;  an  important  sign  is  restlessness.  Not 
much  importance  should  be  attached  to  the  presence  of  blood  in 
the  lower  pelvis,  which  may  not  be  abnormal,  and  may  be  evacuated 
from  the  Douglas'  culdesac.  If  there  are  progressive  pulse  failure, 
sighing  respiration,  and  collapse  the  abdomen  should  be  opened  at 
once  to  seek  the  source  of  the  hemorrhage.  This  reopening  is  not 
dangerous  if  done  within  a  few  hours  of  the  operation.  Peritoneal 
hyperlekuocytosis  accounts  for  this  lack  of  danger.  Persistent  vom- 
iting may  be  treated  by  mustard  to  the  pit  of  the  stomach.  Chloro- 
form intoxication  is  shown  by  icterus,  albuminuria,  and  failure  of 
secretion  of  urine:  large  doses  of  bicarbonate  of  soda,  and  inhalations 
of  oxygen  are  the  remedy.  Catheterization  should  be  done  if  urine  is 
not  passed  soon  after  the  operation.  On  the  second  day  a  liquid  diet 
may  be  begun  with  weak  lemonade  or  cafe  au  lait.  Liquids  increase 
diuresis,  slake  thirst,  and  raise  blood  pressure.  iVt  the  first  sign  of 
intolerance  by  the  stomach  they  must  be  stopped.  After  twenty- 
four  hours  of  horizontal  position  the  patient  may  be  changed  to  a 
partially  sitting  position  maintained  by  pillows  under  the  head  and 
chest,  and  flexing  the  knees  over  cushions.  This  increases  the  ampli- 
tude of  the  respirations,  and  the  pulmonary  ventilation,  and  lessens 
the  pressure  of  the  viscera  against  the  diaphragm.  It  lessens  nausea, 
distends  the  walls  of  the  abdomen  and  lessens  the  pain  and  tension. 
It  also  favors  the  descent  of  the  fluids  into  the  pelvis  where  the  dress- 
ings will  absorb  them.  The  author  now  uses  bed  gymnastics.  The 
patient  flexes  and  extends  the  legs  and  arms,  inhales  deeply,  and  may 
move  from  one  side  of  the  bed  to  the  other.  The  care  of  the  mouth 
prevents  infection  of  the  lungs.  An  antiseptic  mouth  wash  should 
be  used  and  the  teeth  cleaned  carefully.  Gas  should  be  passed  on 
the  second  morning,  and  a  tube  introduced  into  the  rectum  will 
facilitate  this.  Calomel  or  an  enema  may  be  used  to  cause  an  early 
evacuation.  This  is  preferable  to  the  old-fashioned  method  of  bind- 
ing up  the  bowels  wdth  opium.  The  pulse  is  more  important  than 
the  temperature.  Moderate  fever  and  rise  in  pulse  frequency  are 
usual,  but  a  very  rapid  pulse  is  a  bad  sign.  If  the  abdomen  becomes 
distended  with  gas,  respiration  accelerated,  and  the  patient  is  rest- 
less, passes  no  gas,  and  has  malaise,  peritonitis  is  to  be  feared.  An 
ice-bag  should  be  placed  on  the  epigastrium,  the  temperature  low- 
ered with  cold  applications  to  the  arms  and  legs,  camphorated  oil 
given  by  injection  to  support  the  heart,  and  serum  injected  by  rec- 
tum or  subcutaneously.  A  simple  acceleration  due  to  hypotension  of 
the  vessels  should  not  be  mistaken  for  a  toxi-infectional  increase  of 
pulse.  The  lungs  should  always  be  auscultated  when  pulse  is  rapifl 
lest  we  should  have  a  hypostatic  congestion  or  a  beginning  broncho- 
pneumonia overlooked. 
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FIBRO-ADENO-RHABDOMYOMATOUS      MESOTHELIOMA 
OF  THE  KIDNEY.* 

BY 
ROBERT  A.  KEILTY,  M.  D., 

Philadelphia,  Pa. 
(With  seven  illustrations.) 

The  following  report  is  a  clinicopathological  study  of  a  very  un- 
usual type  of  tumor.  The  case  occurred  in  the  private  practice  of 
Dr.  George  H.  Denny  to  whom  I  am  indebted  for  the  privilege  of 
reporting  it. 

The  patient  was  a  male  child  three  years  old.  The  first  complaint 
was  shortness  of  breath,  or  more  an  interference  with  respiration. 
At  the  first  examination,  eight  months  before  death,  a  tumor  was 
palpable  in  the  left  kidney  region.  This  grew  rapidly,  enlarging 
the  abdomen,  was  painless  and  gave  no  urinary  findings.  At  an 
exploratory  operation  it  was  decided  not  to  remove  the  mass.  At 
the  autopsy  this  large  tumor  was  a  part  of  the  kidney,  displaced  the 
abdominal  viscera,  the  other  kidney  was  normal  and  there  were  no 
metastatic  nodules. 

The  gross  specimen  consists  of  a  large,  dense,  somewhat  spherical, 
whitish  (preserved  in  formalin)  mass  composed  of  two  parts,  weigh- 
ing 1 1 50  gm.,  and  about  the  size  of  the  adult  liver  (Fig.  i).  The 
smaller  portion  is  ovoid  in  shape,  firm  and  measures  14  by  9  cm. 
This  at  first  appears  to  be  a  large  kidney  with  a  fairly  firm  capsule. 
Upon  incision  definite  kidney  structure  is  seen  to  make  up  the  upper 
and  lower  poles  while  in  the  middle  portion  the  tissue  is  soft  and 
spongy  with  heavy  trabeculae.  This  character  runs  across  a  bridge 
of  tissue  to  the  larger  mass  forming  somewhat  of  a  pedicle.  Numer- 
ous small  cavities  are  found  in  this  mass  which  are  partly  filled  with 
a  pale,  thin,  gelatinous  material.  Upon  reaching  the  larger  mass 
the  spongy  character  fades  into  the  denser  structure.  This  larger 
portion  is  extremely  firm,  shows  large  engorged  vessels  upon  its 
surface,  is  globular  and  measures  23  cm.  in  diameter. 

*  From  the  McManes  Laboratory  of  Pathology,  University  of  Pennsylvania. 
Presented  before  the  Philadelphia  Pathological  Society,  Jan.  27,  1916. 
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Upon  section  the  surface  is  pale,  dense,  has  a  capsule  varying 
from  I  to  TO  cm.  in  thickness.  The  most  of  the  surface  is  made  up 
of  whorls  of  dense    tissue  not  unlike  the  appearance  of  a  uterine 


Fig.  I. 


"fibroid, "  which  it  closely  resembles.     There  is  a  fairly  large  area  of 
honey-combed  cavity  containing  a  thin,  watery  substance  lost  upon 


Fig.  2. 

section.     There  are  several  small,  firm,  raised,  yellow  areas  demark- 
ated  from  the  rest  of  the  tissue. 

Microscopically  both  frozen  and  paraffin  sections  were  studied 
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from  all  parts  of  both  masses.  It  is  desirable  to  describe  them  as  a 
group.  The  poles  of  the  kidney  show  the  normal  type  of  young 
kidney  with  a  generalized  intertubular  cellular  increase  and  some 
slight  thickening  of  the  capsules  of  Bowman.  The  middle  portion 
of  the  smaller  mass  sharply  defined  from  the  kidney  structure 
shows  no  attempt  at  extension  or  penetration.     This  includes  no 


Fig.  3. 

kidney  structure  and  is  made  up  of  a  grosser  fibrous  framework 
with  islets  of  cells  of  two  characters  (Figs.  2  and  3).  One  of  these 
is  a  loosely  arranged  embryonic  type  of  cell  many  of  which  are 
stellate  lying  in  a  fine  fibrillar  network.  The  other  is  a  connective- 
tissue  type,  closely  packed,  with  a  vesicular  nucleus  and  few  karyo- 
kinetic  figures.     This  has  a  scant  intercellular  substance. 


Fig.  4- 

Examination  of  the  larger  mass  shows  the  thickened  capsule  to 
be  a  fine  fibrillar  substance  of  young  connective  tissue  with  few 
round  cells  and  fibroblasts.  The  bulk  of  the  tissue  beneath  this 
shows  many  of  the  same  features  in  sections  taken  from  different 
positions.     This  is  a  loose  very  cellular  young  connective  tissue 
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with  small  islands  of  fatty  tissue  and  here  and  there  groups  of  cells 
not  unlike  the  cellular  elements  in  the  middle  portion  of  the  kidney 
(Fig.  4).  Some  of  these  are  so  arranged  that  structures  very  closely 
resembling  tubules  are  formed  (Fig.  5).  These  are  seen  both  in 
cross  and  longitudinal  section.     Tubules  of  the  secreting  type  are 
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suggested  and  in  one  place  the  infolding  of  a  glomerulus  as  seen  in 
early  embryonic  kidney  may  be  made  out.  Several  structures  like 
fully  developed  glomeruli  are  encountered  (Fig.  6).     These  have  a 
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capsule  similar  to  that  of  Bowman,  made  up  of  spindle  cells  and  a 
space  containing  groups  of  cells  like  a  capillary  tuft  but  devoid  of 
red  blood  cells. 

In  some  of  these  sections  voluntary  muscle  is  scattered  in  thin 
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strands  (Fig.  7).     These  show  the  course  arrangement  of  the  trans- 
verse striae  suggestive  of  the  embryonic  type. 

Conclusions  as  to  the  nature  of  the  tumor.  When  the  early 
pronephron  differentiating  beside  the  primary  excretory  duct  pushes 
into  the  mesoderm  it  divides  into  three  primary  buds.  These  later 
become  the  calices  of  the  pelvis  and  the  collecting  tubules  develop- 
ing the  upper,  middle  and  lower  poles  of  the  kidney.  In  our  case 
the  upper  and  lower  poles  formed  but  the  middle  failed.  Here  the 
mesothelial  cells  continued  to  proliferate,  the  metanephron  instead 
of  closing  over  the  mesonephron  continued  to  proliferate  as  cells 
in  masses  or  islands  with  the  irregular  development  here  and  there 
of  a  tubule.  This  constitutes  the  cellular  portion  of  the  present 
structure.  This  portion  of  the  growth  started  in  intrauterine  life 
and  continued  slowly  for  two  years.  The  tumor  then  grew  more 
rapidly  over  a  period  of  eight  months  and  the  larger  mass  developed. 


Fig.  7. 

The  entire  tumor  was  thus  of  mesothelial  origin.  Some  of  the  cells 
which  would  have  differentiated  into  voluntary  muscle  grew  as  such 
retaining  the  embryonic  type.  An  interesting  feature  is  the  growth 
of  some  of  the  metanephron  in  the  larger  mass  into  tubules  and  even 
possibly  into  glomerules.  Some  function  was  carried  on  by  these 
forms  as  evidenced  by  the  cavities  and  collections  of  fluid. 

This  tumor  offers  strong  evidence  of  atypical  growth  without  any 
thought  of  embryonic  rests  from  mesothelial  cells  which  failed  to 
differentiate.  This  would  be,  therefore,  more  of  a  teratoma  than 
a  tumor.  The  name  fibro-adeno-rhabdomyomatous  mesothelioma 
is  merely  a  combination  of  the  constituent  elements.  In  itself  the 
tumor  is  not  malignant,  that  is,  it  does  not  infiltrate  and  does  not 
form  metastases.  If  removed  early  it  should  not  be  detrimental 
to  life.  Its  tendency  to  reach  such  enormous  dimensions,  however, 
makes  it  a  very  formidable  type. 

School  of  Medicine,  Uni\ersity  of  Pennsylvania. 
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TRANSACTIONS  OF  THE  NEW  YORK  ACADEMY 
OF  MEDICINE. 


SECTION    OX   PEDIATRICS. 

Meeting  of  February  lo,  191 6. 
Royal  Storrs  Haynes,  M.  D.,  in  the  Chair. 

COMPLETE   CRETINISM   WITH   NORMAL   MENTALITY. 

Dr.  Ward  B.  Hoag  presented  this  patient.  The  title  of  the  pre- 
sentation had  been  given  as  ''absolute  cretinism  with  normal  men- 
tality;" it  would  have  been  more  nearly  correct  to  say  "normal 
mentaUty  as  the  result  of  thyroid  therapy."  The  patient  was  a 
girl  five  and  one-half  years  of  age,  whom  he  had  first  seen  when  she 
was  three  and  one-half  months  old.  At  that  time  she  had  the 
typical  characteristics  of  cretinism.  Her  extremities  were  the  short- 
est he  had  ever  seen;  her  legs  were  like  those  of  a  tadpole,  merely 
stubs.  Her  arms  were  equally  short  and  her  hands  were  short  and 
stubby.  Her  head  was  covered  with  a  thick  mass  of  coarse  flaxen 
hair,  her  nose  showed  no  development,  her  tongue  protruded;  her 
skin  was  dry  and  the  flesh  showed  no  resiliency;  the  abdomen  was 
also  large.  The  child  showed  no  animation,  even  hunger  seemed  to 
form  no  part  of  her  desires.  At  the  present  time  she  stands  40 
inches  in  her  shoes  and  weighed  43  pounds  five  weeks  ago,  which  is 
more  than  the  normal  weight  and  height  of  the  average  child  of  her 
age.  The  mother  has  three  older  and  two  younger  children,  all  of 
whom  were  normal  and  she  states  that  this  child  shows  nothing  ab- 
normal in  her  present  condition;  she  talks  and  plays  just  as  any 
other  normal  child.  The  labor  was  normal  except  that  it  was  rather 
precipitate  so  that  the  absence  of  the  thyroid  could  not  be  attributed 
to  trauma.  Thyroid  medication  had  been  begun  at  the  time  he 
had  first  seen  the  child,  with  one-quarter  of  a  grain  of  Parke-Davis 
thyroid  extract  twice  daily.  This  amount  was  gradually  increased 
until  for  a  time  when  she  was  about  four  years  of  age  the  child  took 
5  grains  daily.  At  this  time  the  mother  was  quick  to  observe 
a  change  in  the  child.  She  showed  restlessness,  loss  of  appetite  and 
the  typical  signs  of  excess  of  thyroid.  She  has  now  been  getting 
3  grains  daily  for  some  months.  She  eats  well,  plays  well  and 
is  normally  active.  Her  eyes  are  somewhat  prominent  but  the 
mother's  are  also  and  they  can  scarcely  be  considered  abnormal. 
Very  soon  after  beginning  the  thyroid  treatment  the  hair  came  out 
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in  great  masses  and  the  skin  came  off  in  sheets,  2  or  3  inches  of 
skin  coming  off  in  a  piece,  and  the  child  was  practically  made  over  in 
a  few  weeks.  Dr.  Hoag  thought  she  was  worth  while  presenting 
as  demonstrating  the  result  of  thyroid  medication  together  with 
persistent  careful  attention  on  the  part  of  the  mother.  The  case 
showed  that  if  one  took  a  child  100  per  cent,  cretin  early  and  admin- 
istered the  amount  of  thyroid  that  nature  intended  the  child  to 
have,  one  could  get  a  perfectly  normal  child,  that  is,  if  the  child 
had  no  other  defect  in  any  other  ductless  gland  secretion. 

Dr.  Thomas  S.  Southworth  in  this  case  would  put  the  stress  a 
little  differently  from  where  Dr.  Hoag  placed  it.  He  would  say  the 
case  showed  what  could  be  done  if  one  got  these  cases  early  enough. 
They  had  all  seen  cases  coming  to  treatment  later  in  which  a  con- 
siderable degree  of  improvement  was  obtained,  but  the  success  ob- 
I  tained  in  this  case  was  due  to  the  early  age  at  which  treatment  was 

begun.  The  important  point  lay  in  getting  these  patients  before 
the  mental  damage  was  done. 


DEATH  FOLLO^^^NG  INGESTION  OF  I  DRAM  OF  CAMPHORATED  OIL. 

Dr.  Sidney  V.  Haas  said  that  the  almost  universal  use  of  cam- 
phorated oil  as  a  household  remedy  made  a  knowledge  of  the  danger 
attending  its  internal  administration  important.  Camphorated  oil 
was  a  preparation  containing  80  per  cent,  cotton-seed  oil  and  20 
per  cent,  camphor.  The  literature  abounded  in  reports  of  deaths 
due  to  swallowing  this  preparation.  Death  had  resulted  from  the 
ingestion  of  yj^  grains,  and  on  the  other  hand  an  instance  was  re- 
ported of  an  eighteen  months'  old  child  who  had  taken  a  teaspoonful 
upon  a  iuW  stomach  and  was  then  given  a  teaspoonful  of  castor  oil 
and  all  went  well.  The  case  which  he  wished  to  report  occurred  in 
a  baby  three  weeks  old.  Three-quarters  of  an  hour  before  the  child 
was  brought  to  the  hospital  a  teaspoonful  of  camphorated  oil  had 
been  given,  being  mistaken  for  castor  oil.  The  baby  had  had  a 
slight  bronchitis  and  the  castor  oil  had  been  prescribed  for  internal 
use  and  the  camphorated  oil  for  external  application.  The  child 
was  cyanotic  and  looked  very  ill.  The  stomach  was  washed  out  and 
the  house  physician  who  did  it  thought  he  obtained  more  than  a 
teaspoonful  of  camphorated  oil.  The  child  was  then  put  into  the 
ward  and  did  not  appear  very  sick.  The  maximum  temperature 
was  100.6°  F.  and  the  child  only  showed  signs  of  bronchitis,  which 
had  been  diagnosed  before  the  camphorated  oil  was  administered. 
After  forty-three  hours  the  child  died  very  suddenly  in  a  cyanotic 
attack.  This  was  in  accord  with  observations  previously  made  that 
death  usually  occurred  within  forty-eight  hours.  The  urine  in  this 
instance  showed  a  trace  of  albumin.  C.  Happich,  who  experimented 
on  rabbits  and  guinea-pigs,  found  that  the  degree  of  tolerance  for 
camphor  depended  upon  the  presence  of  glycuronic  acid  which  was 
produced  in  the  pulmonary  circulation  by  the  combination  of  sugar 
and  oxygen.  In  states  of  inanition  this  substance  was  much  re- 
duced, and  the  individual  became  more  susceptible  to  the  toxic 
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action  of  the  drug.     This  might  account  for  the  toxicity  of  camphor 
in  young  infants  and  weakened  children. 

DIFFERENTIAL  DIAGNOSIS   OF  THORACIC  CONDITIONS  BY 
RONTGENOGRAM. 

Dr.  Leon  T.  LeWald  gave  a  lantern-slide  demonstration  of  the 
findings  shown  by  the  rontgenogram  in  pneumonia  and  pointed 
out  the  possibility  of  confusing  these  with  old  tuberculous  bronchial 
lymph  nodes.  Another  picture  showed  a  condition  that  suggested 
miliary  tuberculosis  but  was  probably  a  tumor,  possibly  a  sarcoma, 
of  slow  growth,  for  the  condition  had  been  present  for  at  least  two 
years.  Such  a  picture  was  instructive  in  emphasizing  the  importance 
of  taking  into  consideration  the  clinical  history  of  the  case  and  the 
possibility  of  making  a  mistaken  diagnosis  from  the  radiograph 
alone.  Still  other  pictures  were  shown  of  anomalous  ribs,  cervical 
ribs  and  transposition  of  viscera.  Dr.  LeWald  stated  that  he  had 
observed  fifteen  cases  of  transposition  of  viscera.  Other  slides 
showed  foreign  bodies  revealed  by  the  rontgenogram.  In  one  case 
the  foreign  body  had  been  lodged  in  the  bronchus  for  seven  years 
and  the  patient  had  been  operated  on  for  empyema.  In  another 
case  a  child  was  operated  on  for  an  encysted  empyema  and  the  con- 
dition was  found  to  be  due  to  an  upholsterer's  tack  which  had  been 
swallowed  two  years  previously.  If  one  could  not  get  a  condition 
of  this  kind  to  heal  it  was  advisable  to  subject  the  patient  to  a  ront- 
genological  examination.  He  had  also  found  that  when  a  patient 
claimed  to  have  swallowed  a  foreign  body  it  was  well  to  take  his 
word  and  if  one  could  not  locate  it  by  other  means  to  make  a  ront- 
genological  examination.  In  making  the  radiograph  in  looking  for 
foreign  bodies  it  was  a  help  to  take  plates  in  the  lateral  or  oblique 
positions.  Dr.  LeWald  called  attention  to  the  possibihty  of  mis- 
taking a  beginning  pneumonia  for  an  acute  appendicitis  and  related 
an  additional  case  together  with  the  case  described  before  the  Joint 
Meeting  of  the  New  England  Pediatric  Society,  the  Pediatric  Section 
of  the  New  York  Academy  of  Medicine  and  the  Philadelphia  Pedi- 
atric Society.  (See  American  Journal  Obstetrics  and  Diseases  of 
Children,  January,  1916,  also  Archives,  January,  1916.)  Both  of 
these  cases  were  under  the  care  of  Dr.  J.  F.  Bell  of  Englewood,  N.  J., 
and  to  him  belongs  the  credit  for  the  suggestion  of  making  the  differ- 
ential diagnosis  by  means  of  the  Rontgen  ray. 

recurrent  hilus  infiltration:  an  unusual  form  of  tubercu- 
losis in  children. 

Dr.  Murray  H.  Bass  and  Dr.  Harry  Wessler  presented  this 
communication.  They  stated  that  our  knowledge  of  the  patho- 
genesis and  the  anatomical  varieties  of  tuberculosis  in  childhood 
had  undergone  considerable  change  during  the  past  decade  and  at 
present  it  was  recognized  that  the  clinical  types  of  pulmonary 
tuberculosis  in  the  first  few  years  of  life  were  quite  distinct  from  those 
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of  adults.  The  typical  apical  lesions  commonly  found  in  adults 
were  not  seen  until  late  in  childhood  while  affections  of  the  bronchial 
lymph  nodes  were  the  rule.  There  were,  however,  forms  of  tuber- 
culosis whose  localization  in  the  lungs  of  children  was  just  as  typical 
as  that  in  adults,  the  area  of  lung  involved  being  determined  by  the 
presence  of  the  diseased  bronchial  nodes.  The  authors  reviewed 
briefly  the  generally  accepted  conception  of  the  origin  and  distri- 
bution of  tuberculosis  in  the  infant  and  child,  based  on  the  work  of 
Hamburger,  Gohn  and  Albrect,  and  then  proceeded  to  describe  the 
lesion  which  he  was  especially  considering,  namely,  recurrent  hilus 
infiltration.  This  form  of  tuberculosis  was  an  extension  from  the 
lymph  nodes  and  occurred  frequently  enough  to  warrant  its  incor- 
poration as  a  clinical  entity  in  the  great  group  of  tuberculous  infec- 
tions of  the  lung.  Sluka  had  encountered  it  thirty-eight  times  -^-ithin 
a  few  years  and  Eisler  had  also  reported  an  identical  clinical  picture. 
For  a  knowledge  of  the  morphology  of  this  lesion  they  were  indebted 
to  the  Rontgen  ray.  This  lesion  occurred  in  the  vast  majority  of 
instances  on  the  right  side  and  its  point  of  predilection  was  the  lung 
in  the  immediate  vicinity  of  the  fissure  between  the  upper  and  middle 
lobe.  Beginning  with  its  base  at  the  hilus,  where  a  dark  shadow  of 
tuberculous  nodes  was  visible,  a  fairly  opaque  shadow  of  homogenous 
density  extended  outward  into  the  lung  for  a  considerable  distance, 
gradually  fading  into  the  normal  lung  tissue.  The  resulting  infil- 
tration was  triangular  in  shape,  its  apex  being  near  the  axilla.  Its 
lower  margin  was  sharply  defined  by  the  interlobar  fissure.  The  lat- 
ter was  evidently  thickened  and  the  seat  of  a  pleurisy  as  it  could 
usually  be  seen  extending  quite  into  the  axilla  beyond  the  limit  of 
the  infiltrated  area.  Various  interpretations  had  been  applied  to 
these  shadows.  Sluka  believed  that  it  represented  a  direct  in- 
fection of  the  pulmonary  tissue  from  the  caseated  lymph  nodes  at 
the  hilus  -u-ith  a  resulting  tuberculous  infiltration  of  the  lung.  This 
seemed  likely  since  the  primary  lesion  of  Gohn  was  commonest  in 
the  first  year  of  life,  and  if  it  was  responsible  for  this  form  of  tuber- 
culosis we  would  encounter  it  at  an  early  age.  It  was  therefore 
remarkable  that  Sluka  in  his  series  never  found  it  before  the  age  of 
two  years  and  their  experience  had  been  similar  to  the  Rontgen 
examination  of  children.  The  infiltration  did  not  remain  constant 
in  size  or  appearance,  and  this  was  perhaps  the  most  remarkable 
fact  in  regard  to  these  cases.  The  process  suffered  striking  varia- 
tions in  its  extent  at  different  times.  The  Rontgen  examinations 
made  at  intervals  of  one  month  might  show  at  first  a  wide  area  of 
infiltration  and  at  the  later  examination  nothing  might  be  left  but 
the  thickened  interlobar  fissure.  The  latter  usually  persisted  for 
a  long  time  as  a  thin  sharp  fine  running  horizontally  across  the  upper 
part  of  the  right  lung  from  the  inner  end  of  the  fourth  costo-sternal 
junction  to  the  axilla.  Such  a  sequence  of  infiltrated  and  normal 
lung  might  be  repeated  several  times  and  justified  the  appellation 
"recurring  hilus  infiltration,"  this  sequence  had  its  correspondence 
in  the  signs  and  symptoms  of  the  patient.  Children  in  whom  this 
typical  hilus  involvement  had  been  found  were  usually  brought  to 
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the  physician  on  account  of  general  debility,  loss  of  weight,  slight 
cough,  or  night  sweats.  The  condition  was  found  in  children  be- 
tween the  ages  of  two  and  eight  years,  but  did  not  occur  in  infancy. 
Physical  examination  of  the  chest  was  usually  negative  unless  the 
process  had  involved  a  considerable  mass  of  lung  tissue.  This 
point  was  of  the  greatest  importance  since  it  emphasized  that  in 
such  debilitated  children  with  positive  von  Pirquet  test  .r-ray  exami- 
nation was  imperative.  This  was  all  the  more  necessary  since  it 
had  been  shown  that  this  particular  lesion  was  in  many  cases  a 
curable  one,  provided  appropriate  treatment  was  followed.  In 
favorable  cases — and  the  majority  seemed  to  be  of  this  t^^pe — there 
was  a  distinct  regression,  the  symptoms  all  becoming  milder,  and 
the  .T-ray  coincidently  showing  a  diminution  in  the  amount  of  lung 
involvement. 

The  essayists  reported  two  cases  illustrative  from  a  number  that 
had  come  under  their  observation. 

In  closing  they  stated  that  the  exact  pathogenesis  of  these  lesions 
was  rather  obscure  for  corroboration  by  autopsy  was  impossible 
since  the  majority  of  the  children  recovered  and  those  that  went  on 
to  a  fatal  termination  presented  the  picture  of  a  general  caseous 
involvement  of  the  lung.  The  histories  of  many  of  the  cases  had 
shown  that  before  the  onset  of  the  condition  the  child  had  had  either 
measles  or  pertussis,  and  the  theory  had  been  advanced  that  possibly 
there  was  at  this  time  not  only  a  lowering  of  the  resistance  to  tuber- 
culosis but  also  that  local  conditions  in  the  bronchial  glands  might 
be  at  fault.  The  fact  that  regressions  take  place  needs  explanation. 
It  is  difficult  to  conceive  of  a  true  tuberculous  infiltration  coming 
and  going  in  this  fashion  and  the  most  plausible  theory  seems  to  be 
that  the  underlying  pathological  process  was  one  of  an  inflammatory 
exudate  about  the  tuberculous  hilus.  Such  exudative  processes 
have  been  described  by  Fraenkel  who  ascribed  them  to  toxin  action 
and  showed  that  they  might  resolve  leaving  very  few  traces  behind 
them.     This  paper  was  illustrated  by  lantern  slides. 


SOME    FACTORS    .AJFECTING    THE    INCIDENCE    AND    CASE    MORTALITY 
RATE   OF   MEASLES. 

Dr.  J.  G.  Wilson,  Assistant  Surgeon,  United  States  Public 
Health  Service,  called  attention  to  the  great  difference  of  opinion 
of  different  authors  in  reference  to  the  mortality  of  measles,  and 
stated  that  a  study  of  the  vital  statistics  of  the  various  cities  and 
states  showed  that  at  the  present  time  the  general  mortality  was 
not  nearly  so  high  as  it  was  when  Holt  placed  the  general  mortality 
from  measles  at  4  to  6  per  cent,  and  that  of  institutions  at  10  to 
35  per  cent.  In  1913,  in  New  York  City,  the  fatality  rate  per  100 
cases  was  only  2.15,  and  even  this  was  higher  than  that  of  any  other 
city  with  a  population  of  500,000  or  over.  In  1914  there  were 
170,004  cases  of  measles  reported  to  the  health  authorities  in  28 
states  and  territories;  2905  of  these  died,  giving  a  case  mortality 
of  1.73  per  cent.     It  would  seem  that  we  were  well  within  the  limits 
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of  conservatism  if  we  placed  the  present  case  mortality  of  measles 
throughout  the  United  States  at  less  than  2  per  cent.  However, 
we  were  now  at  the  low  water  mark  of  measles  mortality.  Frederick 
S.  Crum,  the  assistant  statistician  of  the  Prudential  Life  Insurance 
Company,  said  "The  most  reliable  international  mortaUty  statistics 
showed  that  on  an  average,  in  the  countries  of  the  temperate  zone, 
more  than  i  per  cent,  of  all  deaths  are  caused  by  measles.  In  the 
registration  area  of  the  United  States  the  percentage  which  measles 
contributed  to  the  total  mortality  during  1906  to  1910  was  0.71. 
The  mortality  was  almost  uniformly  higher  in  institutions  than  in 
private  practice. 

Dr.  Wilson  said  he  could  not  imagine  any  more  unfavorable  con- 
ditions for  recovery  from  measles  than  to  be  taken  sick  in  the  steer- 
age in  transit  to  the  United  States,  and  then  either  in  the  height  of 
the  disease  or  before  convalescence  was  well  established,  to  be  trans- 
ported over  crowded  barges  from  New  York  City  docks  to  the 
Immigration  Station  at  Ellis  Island.  Besides  the  unsanitary  condi- 
tions incident  to  this  procedure  the  patient  was  almost  invariably 
exposed  to  cross-infection.  Notwithstanding  these  facts  the  case 
mortahty  of  measles  at  the  Contagious  Hospital  at  EUis  Island  had 
averaged  less  than  10  per  cent,  from  the  time  the  hospital  was  opened 
in  191 1  until  the  outbreak  of  the  European  war.  Since  that  time 
measles  had  practically  ceased  until  recently  when  the  steerage  from 
Rotterdam  had  been  bringing  the  disease  again.  In  123--^  per  cent, 
of  the  cases  it  had  been  complicated  by  some  cross-infection  before 
admission  to  the  hospital.  In  spite  of  these  unfavorable  conditions 
the  mortahty  was  the  lowest  they  had  ever  had,  8.5  per  cent.  A 
few  statistical  facts  showed  why  authorities  differed  so  widely  in 
their  statements  as  to  the  average  mortality  of  measles.  It  was 
quite  e\'ident  that  the  disease  had  no  fixed  mortality  rate.  There 
was  probably  some  as  yet  undetermined  factor,  entirely  apart  from 
age  and  unfavorable  surroundings  which  entered  into  the  situation 
and  made  the  disease  now  a  mild  one  with  easy  recovery  and  again 
a  virulent  one  with  a  high  incidence  of  complications  and  death. 
Dr.  Wilson  exhibited  charts  showing  the  regularity  of  the  recurrence  of 
the  epidemics  in  this  country  and  in  fifteen  American  cities.  In  New 
York  City  the  periodicity  had  been  marked  but  the  time  interval  had 
been  less  than  in  most  other  cities.  From  1873  to  1903  measles  had 
recurred  in  regular  two-year  waves.  There  were  only  two  excep- 
tions to  this  biannual  periodicity  in  the  whole  thirty  years.  Various 
explanations  had  been  advanced  to  account  for  this  regular  periodical 
recurrence  of  measles  epidemics  in  the  same  community.  Miiller 
and  Crum  believe  that  a  measles  outbreak  in  a  community  either 
actually  attacks  or  immunizes  the  whole  susceptible  population  and 
that  the  off  years  following  an  epidemic  simply  represent  the  time 
required  for  a  new  susceptible  generation  to  come  into  existence. 
If  this  theory  were  correct,  it  would  seem  that  in  a  continuously 
susceptible  population,  the  yearly  morbidity  from  measles  would  re- 
main practically  constant.  Although  it  was  obviously  impossible 
to  say  with  certainty  that  the  immigrant  population  passing  through 
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Ellis  Island  was  continuously  susceptible  to  measles  it  would  seem 
probable  that  such  was  the  case  since  they  represent  large  handsful 
of  children  of  all  ages  picked  up  more  or  less  at  random  from  widely 
separated  communities  of  Europe.  Notwithstanding  this  constancy 
of  the  proportion  of  susceptible  persons  passing  through  Ellis  Island 
the  morbidity  from  measles  had  varied  from  0.56  to  1.67  per  1000 
immigrants  for  the  last  fifteen  years.  This  variation  was  not  de- 
pendent upon  the  varjdng  proportion  of  children  to  the  total  number 
of  immigrants.  A  study  of  all  the  available  data  simply  established 
the  fact  that  measles  epidemics  showed  a  periodicity  of  recurrence, 
and  that  this  periodicity  seemed  to  vary  in  different  places.  In  the 
opinion  of  the  writer  the  underlying  reason  of  this  phenomenon  had 
not  yet  been  solved.  There  was  only  one  factor  that  seemed  to 
bear  a  causal  relation  and  even  this  was  incapable  of  explanation 
in  its  entirety.  This  factor  was  overcrowding.  Williams  had  shown 
very  clearly  that  this  factor  influenced  the  situation  at  Ellis  Island 
in  the  Detention  Rooms  for  Immigrants  and  the  same  problem  had 
been  worked  out  by  the  health  authorities  in  Glasgow  where  both 
the  incidence  and  the  fatality  of  the  disease  was  shown  to  bear  a 
direct  relation  to  the  number  of  rooms  occupied  by  the  family. 

Dr.  Wilson  then  considered  the  three  most  important  complicating 
conditions  which  influenced  the  course  and  termination  of  the  indi- 
vidual case.  These  conditions  were  suppurative  otitis  media, 
bronchopneumonia,  and  cross-infection.  The  statements  made  rela- 
tive to  these  conditions  were  based  on  his  personal  observation  of 
the  patients  and  an  examination  of  the  histories  of  over  2000  measles 
cases  in  the  Contagious  Disease  Hospital  at  Ellis  Island.  At  Ellis 
Island  it  appeared  that  measles  was  four  times  as  frequent  as  all 
other  contagious  diseases  of  children  combined.  Owing  to  the  fact 
that  many  of  their  admissions  had  been  exposed  to  more  than  one 
contagious  disease  on  board  ship  and  in  the  transfer  barges  there 
were  a  certain  number  of  unavoidable  cross-infections,  about  4.7 
per  cent,  of  the  measles  cases  being  complicated  by  some  other  con- 
tagious disease.  This  fact  added  materially  to  the  measles  mortality. 
In  this  series  the  mortality  was  9.5  per  cent.  Twenty  of  the  thirty- 
six  cases  contracting  diphtheria  died,  a  mortality  of  66.6  per  cent. 
Thirteen  of  twenty-eight  cases  which  contracted  scarlet  fever  died, 
a  mortality  of  46.4  per  cent.  Cross-infection  with  other  diseases 
showed  a  much  lower  mortality  than  the  measles  diphtheria  or 
measles  scarlet  fever  cases.  Altogether  there  were  thirty-nine 
deaths  among  the  measles  which  developed  other  contagious  dis- 
eases, making  a  total  case  fatality  rate  among  this  class  of  patients 
of  39.8  per  cent. 

Among  the  complications  of  measles,  suppurative  otitis  was  the 
most  frequent,  and  bronchopneumonia  the  most  fatal.  The  former 
occurred  in  18  per  cent,  of  the  cases.  Otitis  media  did  not  seem  to 
bear  much  relation  to  the  case  fatality  in  measles  patients.  It  had 
so  happened  that  not  a  single  death  in  the  whole  series  could  be 
reasonably  attributed  directly  or  indirectly  to  any  ear  complication. 
Neither  could  it  be  objected  that  these  patients  had  passed  from 
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observation  too  soon  to  warrant  this  statement.  It  was  commonly 
stated  that  the  incidence  of  bronchopneumonia  was  largely  deter- 
mined by  exposure  to  inclement  weather.  A  study  of  this  series  of 
cases  ought  to  be  particularly  valuable  in  determining  the  influence 
of  this  feature,  yet  they  had  found  that  the  incidence  of  broncho- 
pneumonia bore  only  an  indifferent  relationship  to  the  cold  and  dis- 
agreeable months  of  the  year.  A  greater  influence  would  seem  to 
be  exerted  by  some  unknown  factor  which  determined  the  general 
severity  of  the  epidemic.  It  was  further  noted  that  the  fatality 
from  bronchopneumonia  was  not  nearly  so  constant  as  the  incidence 
of  the  complication  itself.  It  seemed  that  the  prevalence  of  broncho- 
pneumonia was  an  index  to  the  severity  of  an  epidemic  and  the  con- 
ditions which  made  good  soil  for  bronchopneumonia  also  predisposed 
to  an  unusual  number  of  cross-infections  and  fatal  complications  of 
measles  other  than  bronchopneumonia.  The  problem  in  the  treat- 
ment of  measles  is  not  so  much  in  the  treatment  of  bronchopneu- 
monia as  it  is  in  the  determination  of  the  reason  why  different 
epidemics  varied  in  virulence. 


CKLOROMA,      A   REPORT   OF   TWO    CASES,  TOGETHER  WLTB.  THE  RONT- 
GENOLOGIC  FINDINGS. 

Dr.  Everett  W.  Gould  and  Dr.  Leon  T.  LeWald  stated  that 
although  this  disease  had  been  described  since  the  beginning  of  the 
nineteenth  century  under  the  names,  chloroma,  chlorolymphoma, 
and  green  cancer,  only  a  comparatively  few  cases  had  been  reported; 
they  therefore  thought  it  advisable  to  record  the  following  two  cases 
which  appeared  in  the  Pediatric  Service  of  St.  Luke's  Hospital.  It 
seems  fairly  weU  proven  by  Dock  and  Warthin  that  the  condition 
arises  from  a  hyperplasia  of  the  parent  cells  of  the  leukocytes, 
especially  in  the  red  marrow  bones,  and  that  it  also  occurs  in  any 
of  the  leukoblastic  tissues  of  the  body,  and  that  therefore  neoplasm- 
like formations  are  found  in  the  spleen,  Hver,  lymphatic  glands,  and 
in  fact  in  almost  all  the  tissues  of  the  body.  An  analysis  of  the 
cases  reported  tends  to  show  that  chloroma  occurs  much  more  fre- 
quently in  children  and  particularly  in  males.  The  chief  clinical 
features  which  characterize  the  disease  are  exophthalmos  which  is 
produced  by  a  retrobulbar  lymphoma;  swellings  of  the  temporal  and 
occipital  regions,  due  to  the  involvement  of  the  cranial  bones; 
enlargement  of  the  spleen  and  lymphatic  glands  throughout  the  body, 
but  especially  in  the  cervical  region;  and  a  severe  and  progressive 
anemia,  causing  weakness,  fever,  and  emaciation.  Hyperplasia  of 
the  bones  of  the  skuU  undoubtedly  begins  in  the  marrow  of  the 
cranial  bones  but  soon  involves  the  periosteum  and  the  dura  mater, 
forces  the  sutures  apart,  fiUs  up  various  foramina  of  the  skull,  and 
by  pressure  upon  nerves  which  emerge  from  the  brain  through  these 
openings  may  cause  bhndness,  deafness,  pain,  or  other  symptoms 
referable  to  the  nerves  involved.  Hayden  states  that  exophthalmos  is 
the  first  symptom  noted  in  a  majority  of  the  fourteen  cases  which  he 
reviewed;  it  was  also  an  early  symptom  in  most  of  Dock's  cases. 
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However,  in  some  cases  there  has  been  no  exophthalmos.  The 
involvement  of  the  cranial  bones  causes  swellings  which  may  be  so 
rapid  in  development  and  so  soft  that  they  simulate  a  cystic  condi- 
tion. The  pain  and  swelHng  in  various  joints  of  the  body  which  have 
been  frequently  described  and  which  have  led  to  an  early  diagnosis  of 
rheumatism  in  several  instances,  have  been  proven  by  postmortem 
examination  to  be  due  to  this  same  hyperplasia  of  the  marrow  cells 
in  the  adjacent  long  bones.  In  the  various  reports  nearly  all  the 
bones  of  the  body  have  been  cited  as  being  the  seat  of  this  change. 
The  blood  picture  of  chloroma  varies  greatly  in  the  reported  cases. 
The  anemia  is  believed  to  be  due  to  the  rapid  proliferation  in  the 
bone  marrow  of  the  leukoblastic  tissues  resulting  in  the  crowding  out 
of  the  elements  from  which  the  red  blood  cells  are  derived.  The  ane- 
mia therefore  depends  upon  the  deficient  production  of  red  cells 
rather  than  upon  any  toxic  destruction  of  them.  The  hyperplasia  of 
the  leukoblastic  elements  leads  to  the  frequent  appearance  in  the 
blood  stream  of  large  numbers  of  white  blood  cells  of  various  types, 
and  has  led  to  its  classification  as  a  form  of  leukemia.  In  most  of 
the  reported  cases  this  characteristic  leukemic  picture  has  been 
found  at  some  time  during  the  course  of  the  disease,  especially  during 
the  later  stages.  The  predominating  type  may  be  any  one  of  the 
normal  or  leukemic  t\'pes  of  the  leukocytes,  or  the  hyperplasia  of  the 
parent  cells  may  reach  such  a  stage  that  the  new  forms  do  not  reach 
the  blood  stream  in  such  number  as  to  give  the  picture  of  a  leukemia. 
During  the  time  that  the  cases  herein  reported  were  under  observa- 
tion the  blood  picture  was  never  that  of  leukemia,  but  the  time  during 
whcih  the  blood  was  watched  represented  only  a  small  part  of  the 
duration  of  the  disease.  The  name  "chloroma"  was  given  to  the 
disease  because  of  the  peculiar  green  color  frequently  seen  in 
the  tumors  removed  from  the  body,  and  which  may  also  be  found  in 
any  of  the  new  growths  or  even  in  a  blood  clot  within  the  heart, 
though  it  is  a  more  prominent  characteristic  of  the  hyperplasias  of  the 
bone  marrow.  The  nature  of  this  coloring  matter  is  still  unknown. 
In  regard  to  the  histological  characteristics  of  this  disease  observa- 
tions recently  made  by  pathologists  show  that  it  does  not  belong  to 
the  lymphomata,  carcinomata,  or  lymphosarcomata.  Guembel 
emphasizes  the  difference  between  chloroma  and  sarcoma.  He 
points  out  the  fact  that  in  chloroma  it  is  impossible  to  find  the  pri- 
mary growth,  that  there  is  an  absence  of  giant  cells,  there  is  no  bone 
formation,  and  circumscribed  metastases  in  internal  organs  are 
wanting.  Klein  and  Steinhaus  perhaps  first  observed  that  the 
tumors  of  chloroma  were  largely  composed  of  cells  of  leukoblastic 
origin.  They  found  that  neutrophile  cells,  specially  myelocytes, 
constituted  a  large  part  of  the  tumor  mass.  Large  and  small  lym- 
phocytes with  eosinophile  granules  were  frequently  predominant, 
and  they  therefore  classified  the  disease  with  the  leukemias.  War- 
thin  shows  that  in  his  cases  at  least  the  tumors  which  involved  the 
vertebrae  and  the  prevertebral  tissues  were  primary  in  the  bone 
marrow  spaces,  that  they  infiltrate  or  grow  through  the  lymphatics 
and  blood-vessels,  or  break  through  the  bone  and  secondarily  involve 
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periosteum  and  surrounding  tissues.  Section  shows  that  the  normal 
marrow  tissues  are  almost  entirely  replaced  by  cells  of  the  large 
lymphocyte  type,  most  of  them  sho\\dng  eosinophile  granulation. 
Transition  forms  of  various  kinds  are  numerous,  but  the  whole  ver- 
tebral tumor  is  made  up  of  cells  of  leukoblastic  origin  with  a  scanty 
and  delicate  tissue  reticulum,  and  with  little  evidence  of  new  blood- 
vessel formation.  Nodules  of  similar  histological  structure  were 
found  in  various  organs  of  the  body  arising  from  intravascular  pro- 
liferation and  seeming  to  have  little  influence  on  surrounding  tissues 
except  by  pressure  and  atrophy.  There  is  little  manifestation  by 
the  organ  involved  of  a  reaction  in  the  nature  of  a  resisting  prolifera- 
tion of  the  tissue  cells,  or  the  development  of  a  reticulum  and  blood- 
vessels. 

Of  the  two  cases  coming  under  the  observations  of  the  authors,  the 
first  was  a  female  child,  three  and  one-half  years  of  age  and  the  second 
a  male  child,  five  years  of  age.  In  neither  instance  was  an  autopsy 
obtained  but  the  Rontgen  ray  findings  appear  to  be  fairly  charac- 
teristic, especially  in  regard  to  the  proliferation  of  bone  tissue  in  the 
skull  producing  a  separation  of  suture  fines.  In  the  second  case 
there  were  characteristic  changes  in  the  long  bones.  The  process 
seemed  to  be  essentially  a  rarefaction  and  proHferation  in  the  medul- 
lary cavities  combined  with  a  subperiosteal  change  lifting  the  perios- 
teum over  a  variable  distance  from  the  surface  of  the  shaft.  The 
absence  of  epiphyseal  changes  distinguishes  the  condition  from 
infantile  scorbutus  and  rachitis.  The  combination  of  the  periosteal 
changes  with  the  changes  in  the  medullary  cavity  distinguishes  the 
condition  as  a  myelomatous  lesion.  The  extent  of  the  process  dis- 
tinguishes the  condition  from  sarcoma.  The  changes  in  the  medul- 
lary portion  of  the  bone  appeared  to  be  distinctly  different  from  those 
of  syphifis.  The  gross  pathological  changes  in  these  cases  were  in 
exact  accord  with  those  described  by  Warthin.  As  far  as  the  writers 
have  been  able  to  ascertain  these  are  the  first  cases  in  which  the 
Rontgen  ray  findings  have  been  recorded. 

Dr.  Leon  T.  LeWald  exhibited  lantern  slides  of  the  radiographs. 
He  said  the  radiograph  of  the  first  patient  made  Jan.  29,  191 3, 
showed  marked  enlargement  of  the  mediastinal  lymph  nodes  with 
slight  displacement  of  the  trachea  to  the  right.  Another  radio- 
graph taken  three  days  later  confirmed  the  finding  of  enlargement 
of  the  mediastinal  lymph  nodes.  Examination  of  the  skull  on 
February  5,  showed  a  distinct  separation  of  the  coronal  sutures 
producing  a  wedge-shaped  gap  measuring  i  cm.  at  the  vault. 
Radiographic  examination  of  the  head  on  February  12  confirmed 
the  previous  finding  of  separation  of  the  coronal  suture  and  also 
showed  a  separation  of  the  parietal  sutures.  Stereoscopic  examina- 
tion confirmed  the  findings  of  separation  of  the  suture  lines  of  the 
skull  including  the  occipito-parietal  regions. 

The  first  radiographic  examination  of  the  second  patient,  the  boy 
of  five  years  made  October  22,  19 13,  showed  a  distinct  separation 
of  the  suture  lines  especially  marked  in  the  region  of  the  coronal 
suture  and  the  parietal  sutures.     The  separation  of  the  frontal  su- 
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ture  measured  about  2  cm.  at  the  vertex.  Examination  of  the  chest 
showed  an  extensive  involvement  of  the  mediastinal  lymph  nodes. 
The  diaphragm  was  pushed  upward  on  both  sides  indicating  a 
distinct  enlargement  of  the  liver  and  spleen.  The  bones  of  the  upper 
extremities  showed  marked  changes  of  a  very  peculiar  tj-pe.  The 
medullary  portion  of  the  long  bones  showed  a  peculiar  mottling 
due  to  rarefied  areas.  The  periosteum  was  distinctly  raised  from 
the  surface  of  the  bone  over  the  greater  portion  of  the  shaft.  The 
peculiar  combined  involvement  of  the  medullary  ca\dty  and  the 
periosteum  has  not  been  observed  in  other  bone  lesions,  and  as  the 
gross  and  pathological  findings  agree  with  those  found  in  chloroma, 
a  diagnosis  of  chloroma  seems  justified  when  these  are  taken  in 
conjunction  with  the  history  of  the  case.  Radiological  examination 
of  the  lower  extremities  showed  an  involvement  of  the  long  bones 
exactly  like  that  observed  in  the  upper  extremities. 


THE    DIAGNOSIS    OF    CONGENITAL    PYLORIC    STENOSIS    OF  INTANCY   BY 

RONTGENOGRAMS . 

Dr.  Leon  T.  LeWald  said  that  Dr.  Downes  had  operated  upon 
seventy-seven  cases  of  pyloric  stenosis  in  infants.  Forty-seven  of  the 
cases  were  in  the  recent  series  in  which  he  performed  the  Ramstedt 
operation.  Thirty  cases  were  in  the  earlier  series  in  which  a  gastro- 
enterostomy was  performed.  In  age  the  children  ranged  from 
fifteen  days  to  four  months.  One  case  operated  on  by  another  sur- 
geon was  only  ten  days  old.  In  Dr.  Downes'  series  there  were  four 
males  to  one  female.  These  children  were  usually  normal  at  birth 
and  very  greedy  feeders.  Projectile  vomiting  occurred  suddenly 
with  a  rapid  loss  of  weight.  These  signs  should  at  once  suggest  the 
possibihty  of  pyloric  stenosis.  Careful  palpation  and  inspection  reveal 
a  tumor  in  the  pyloric  region  and  visible  peristalsis.  If,  in  addition  to 
this,  retention  of  the  stomach  contents  can  be  proven  by  means  of  the 
stomach  tube,  diagnosis  may  be  made.  In  doubtful  cases  the  Ront- 
gen  ray  is  of  the  greatest  assistance  in  determining  whether  obstruc- 
tion is  complete  or  incomplete  and  may  turn  the  evidence  for'or 
against  operation. 

As  to  the  choice  of  operation,  it  has  been  Dr.  LeWald's  observa- 
tion that  the  Ramstedt  operation  of  simply  sphtting  the  hyper- 
trophied  muscle  allows  the  stomach  to  empty  itself  in  a  more 
physiological  manner,  while  the  performance  of  the  gastroenterostomy 
is  apt  to  produce  too  rapid  emptying  of  the  stomach  and  intestinal 
disturbance;  this,  according  to  Dr.  Downes'  statement,  has  been 
observed  in  50  per  cent,  of  the  cases  in  which  the  latter  procedure 
was  employed. 

In  speaking  of  the  various  degrees  of  pyloric  obstruction  and  the 
then  ingenious  theories  which  have  been  advanced  to  account  for  its 
origin.  Dr.  LeWald  said  one  was  forced  to  the  conclusion  that,  after 
all,  little  had  been  gained  by  these  controversial  theories  and  that 
they  did  not  tend  to  assist  very  materially  in  an  elaboration  of  the 
diagnosis,  nor  to  establish  a  definite  form  of  treatment,  which  was 
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after  all  the  important  and  practical  end  which  was  sought.  Cer- 
tain cases  which  exhibit  the  classical  symptoms,  namely,  projectile 
vomiting,  steady  wasting,  constipation,  excessive  stomach  peris- 
talsis, in  addition  to  a  palpable  nodular  tumor  in  the  pyloric  region, 
we  must  regard  as  cases  of  true  pyloric  stenosis.  Enough  cases  have 
been  reported  with  marked  hypertrophy  of  the  circular  fibers  of  the 
pylorus,  and  a  corresponding  diminution  in  the  lumen  of  the  viscus 
at  this  point  that  it  would  seem  irrational  to  deny  the  existence  of 
this  type,  which  may  be  termed  surgical.  On  the  other  hand  cases 
are  reported  without  any  palpable  tumor,  but  otherwise  having  all 
the  usual  symptoms  in  varying  degrees  of  severity.  It  is  perhaps  in 
these  that  the  greatest  difficulty  arises  to  determine  the  best  method 
of  procedure  and  in  how  far  they  may  be  surgical.  The  suggestion 
is  given  by  the  majority  of  writers  that  this  group  should  be  treated 
medically  until  the  time  when  they  resist  medical  management,  as 
evidenced  by  stationary  or  falling  weight.  They  may  then  be  sub- 
jected to  laparotomy  with  its  high  degree  of  hazard,  the  operator 
being  necessarily  uncertain  as  to  his  method  of  procedure  until  he  has 
satisfactorily  explored  the  stomach.  If  a  hitherto  undiscovered 
tumor  is  found  at  the  operation,  the  infant  must  be  able  to  withstand 
a  considerable  degree  of  shock  incident  to  the  performance  of  a  pos- 
terior gastrojejunostomy.  If  no  tumor  is  found  little  is  gained  and 
possibly  much  lost  by  subjecting  the  impoverished  infant  to  a  loss  of 
blood  and  further  depletion  of  its  natural  resistance.  If,  therefore,  by 
the  use  of  modern  methods  we  can  so  complete  our  diagnostic  means 
that  we  can,  with  a  degree  of  positiveness,  determine  whether  or  not 
a  given  case  shall  be  operated  upon,  we  shall  be  making  an  advance 
worth  while.  Notable  achievements  have  recently  been  made  in 
Rontgenology,  especially  in  the  use  of  bismuth  in  the  alimentary 
tract.  Modern  apparatus,  with  the  intensifying  sheets,  enables  the 
radiologist  to  make  instantaneous  exposures,  thus  securing  with  the 
minimum  of  effort  negatives  of  value.  Whether  the  stomach  in 
early  infancy  is  simply  a  dilated  pouch  intended  for  the  accumulation 
of  a  quantity  of  food,  which  is  quickly  acted  upon  by  the  gastric 
juice  and  immediately  allowed  to  pass  out  through  the  pylorus,  or 
whether  it  performs  its  share  of  the  preparation  of  foods  for  the 
higher  and  more  complex  process  of  digestion  in  the  duodenum  is  a 
question  for  future  study.  The  fact  that  we  may  observe  the  exit 
of  food  into  the  duodenum  within  a  minute  or  two  after  its  intake 
tends  to  show  that  we  have  been  overvaluing  this  portion  of  the 
aUmentary  tract.  That  liquid  foods  begin  to  be  expelled  normally 
in  a  very  short  time  after  they  are  taken  into  the  stomach  is  very 
helpful  in  our  diagnosis  of  conditions  deahng  with  some  forms  of 
pyloric  obstruction,  for  if  it  can  be  demonstrated  with  a  degree  of 
exactness,  by  a  series  of  radiographs,  that  the  milk  is  retained  for  a 
greater  length  of  time  than  in  the  normal  stomach,  as  is  shown  by  the 
bismuth  shadows,  we  can  determine  with  a  fair  degree  of  certainty 
with  what  type  of  obstruction  we  are  deahng.  Since  such  striking 
results  can  be  obtained  by  this  means,  it  seems  manifestly  unfair 
not  to  early  obtain  a  series  of  radiographic  pictures  in  every  sus- 
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pected  case,  so  that  an  infant  suffering  from  a  true  tumor  and  with  a 
lumen  so  small  as  to  practically  occlude  the  passage  of  food  into  the 
duodenum  may  be  early  given  over  to  the  surgeon  while  its  phys- 
ical condition  is  stiU  good.  On  the  other  hand  cases  of  pyloric 
spasm,  even  of  marked  degree  but  without  tumor  formation,  can  be 
differentiated,  since  the  time  and  the  amount  of  the  food  passing 
through  the  pylorus  can  be  seen,  and  thus  the  diagnosis  and  even  the 
prognosis  can  be  fairly  well  fixed.  The  findings  have  been  so  illu- 
minating that  the  prophecy  may  be  made  that  in  the  future  every 
suspected  case  of  pyloric  obstruction  will  be  subjected  to  radiographic 
study  before  a  plan  of  treatment  is  determined  upon,  just  as  to-day  no 
surgeon  would  think  of  putting  up  a  fracture  without  the  use  of  the 
.T-rays. 
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PEDIATRICS 


X-ray  Treatment  of  Ringworm  of  the  Scalp. — G.  M.  IMackee  and 
J.  Remer  {Med.  Rec,  Aug.  7,  1915)  favors  the  massive  or  intensive 
dose  method  of  treating  ringworm  of  the  scalp.  The  essential 
points  in  the  technic  are  briefly  as  follows:  Cut  the  hair  short. 
Indicate  five  points  on  the  scalp  with  a  skin  pencil,  the  points  exactly 
5  inches  apart,  and  draw  lines  between  the  various  points  as  indi- 
cated in  the  illustrations  and  described  in  detail  by  the  writer. 
Apply  an  epilating  dose  (H  i  at  skin  distance,  B  9  or  10)  to  each  of 
the  five  points.  Apply  protection  only  to  the  face,  ears,  and  neck. 
The  vertical  rays  are  aimed  directly  at  the  point  under  treatment 
and  each  exposure  must  be  at  right  angles  to  the  other  exposures. 
Measure  the  quantity  accurately  with  a  reliable  radiometer.  The 
quality  must  be  estimated  by  means  of  some  reliable  penetrometer, 
such  as  the  Benoist  instrument,  together  with  indirect  methods  such 
as  the  milliamperemeter,  ammeter,  etc.  The  head  must  not  move 
very  much  during  the  exposure.  Absolute  immobility  is  desirable. 
The  hair  falls  out  at  the  end  of  about  three  weeks  and  starts  to 
regrow  in  about  three  months.  It  is  essential  that  no  irritating 
applications  be  applied  to  the  scalp  for  two  weeks  prior  to  the  treat- 
ment. As  a  matter  of  fact,  if  chrysarobin,  tar,  or  iodine  has  been 
apphed,  it  is  better  to  await  the  lapse  of  four  weeks.  Subsequent 
to  the  treatment  such  chemicals  as  iodine,  tar,  and  chrysarobin  are 
prohibited.  It  is  preferable  to  allow  no  application  for  about  a 
month,  at  which  time  a  5  per  cent,  ointment  of  sulphur  or  ammoni- 
ated  mercury  or  some  other  mild  antiparasitic  agent  may  be  employed. 
While  the  hair  is  falling  the  child  should  wear  a  linen  cap  which, 
with  the  fallen  hair,  can  be  destroyed,  so  as  to  protect  other  chil- 
dren. Relapses  occur  occasionally,  making  it  necessary  to  depilate 
a  second  time.     In  such  instances  it  is  usual  to  allow  a  period  of 
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from  six  to  twelve  months  to  elapse.  It  is  doubtful,  however,  if 
this  long  interval  is  essential. 

Occurrence  of  Diphtheria  Bacilli  in  Normal  Throats. — On  ac- 
count of  the  frequency  with  which  positive  cultures  of  Klebs-Loeffler 
bacilli  in  apparently  healthy  throats  have  been  reported.  R.  A. 
Keilty  (Med.  Rec,  Aug.  21,  1915)  took  cultures  from  both  tonsils 
of  ninety-seven  students  known  to  be  free  from  exposure,  to  have 
sanitary  housing  conditions,  and  to  be  generally  in  good  physical 
condition.  Ninety-seven  cases  were  examined  over  a  period  of  two 
years,  fifty  in  one  class  and  forty-seven  in  another.  Of  these  twenty- 
one  cases  had  suspicious  rods  which  morphologically  resembled  the 
Klebs-Loefiler  bacillus.  In  no  cases  were  they  perfectly  typical 
and  in  no  case  did  they  occur  in  more  than  a  few  colonies.  Of  these, 
four  cases  were  replated  and  recultured.  But  one  of  these  was 
considered  likely  and  this  was  injected  into  a  750-gram  guinea-pig. 
A  slight  local  reaction  resulted  and  the  pig  was  alive  at  the  end  of 
five  days.  This  was  considered  a  negative  result  and  the  type  a 
pseudodiphtheria  bacillus.  The  writer's  conclusions  are  that  the 
percentage  of  occurrence  of  Klebs-Loefiler  bacilli  in  healthy  normal 
adult  throats  under  hygienic  conditions  is  low  or  nihil.  A  positive 
culture  with  suspicious  membrane  in  this  class  of  cases  should  have 
a  great  deal  of  weight.  Granting  this  positive  evidence  of  value, 
cultures  play  together  too  large  a  part  in  the  routine  handling  of 
diphtheria. 

Birth  Fractures  of  the  Humerus. — Study  by  E.  D.  Truesdell 
{Arch.  FediaL,  191 5,  xxxii,  669)  of  a  series  of  twenty-four  fractures 
in  twenty-one  infants  shows  that  in  a  case  of  birth  fracture  of  the 
humerus  a  temporary  paralysis  of  the  musculospiral  nerve  is  usual, 
that  displacement  of  the  fragments  always  occurs,  the  variety  of 
degree  of  deformity  being  known  only  by  means  of  radiographs,  and 
that  while  every  effort  should  be  made  to  combat  this  deformity, 
Nature  will  so  supplement  the  treatment  of  these  cases  as  to  ensure 
satisfactory  results,  ehminating  deformities  during  the  first  two 
years  of  Hfe  that  would  be  both  permanent  and  disfiguring  in  adults. 

Schick  Test. — H.  Linenthal  and  S.  H.  Rubin  (Bost.  Med.  Surg. 
Jotir.,  1915,  ckxiii,  427)  report  that  126  children,  ranging  in  age  from 
five  to  sixteen  years,  thirty-six  were  found  susceptible  to  diphtheria 
and  ninety  were  found  immune.  Antitoxin  of  750  units  administered 
to  the  nonimmune  produced  an  immunity  which  did  not  last  over  four 
weeks  in  50  per  cent.,  in  several  as  long  as  eight  weeks,  and  in  six 
children  the  immunity  conferred  by  the  antitoxin  persisted  after  five 
months.  With  the  exception  of  the  six  children  with  the  persistent 
antitoxin  immunity  and  one  child  who  gave  negative  reaction  the 
first  time  and  a  positive  the  second  time,  the  results  of  two  tests,  five 
months  apart,  were  uniform.  The  test  is  of  great  value  in  determining 
susceptibility  to  the  disease  and  thus  serves  as  a  guide  to  determine 
in  the  event  of  exposure  to  diphtheria,  who  should  and  who  should 
not  receive  prophylactic  doses  of  antitoxin. 

The  conclusions  of  R.  D.  Moffett  and  A.  C.  Conrad  (Jour. 
A.  M.  A.,  1915,  Ixv,  loio)  from  a  study  of  455  cases  are  that  the 
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Schick  reaction  differentiates  doubtful  membranes  of  the  throat; 
tests  the  efficiency  of  antitoxin  immunization  power;  and  is  of  great 
value  in  institutional  epidemics,  in  which  it  lessens  the  amount  of 
antitoxin  used  one-half.  It  differentiates  susceptible  from  non- 
susceptible  cases.  It  shows  a  striking  similarity  in  reaction  in 
families,  and  indicates  that  immunity  is  a  family  condition.  It 
lessens  the  great  yearly  expenditure  for  unnecessary  antitoxin. 

CaCises  of  Death. — A  preliminary  announcement  with  reference 
to  mortality  in  1914  (Bureau  of  the  Census,  Department  of  Com- 
merce) states  that  the  principal  epidemic  maladies  of  childhood — 
whooping-cough,  measles,  and  scarlet  fever^ — were  together  re- 
sponsible for  no  fewer  than  15,617  deaths  of  both  adults  and  children, 
or  23.7  per  100,000,  in  the  registration  area  in  1914,  the  rates  for 
the  three  diseases  separately  being  10.3,  6.8,  and  6.6,  respectively. 
In  1 9 13  measles  caused  a  greater  mortality  than  either  of  the  other 
diseases,  but  in  1914  whooping-cough  had  first  place.  In  every  year 
since  and  including  1910,  as  well  as  in  several  preceding  years, 
measles  has  caused  a  greater  number  of  deaths  than  the  much  more 
dreaded  scarlet  fever.  The  mortality  rates  for  all  three  of  these 
diseases  fluctuate  greatly  from  year  to  year.  The  rates  for  measles 
and  scarlet  fever  in  1914  were  the  lowest  in  fifteen  years,  while 
that  for  whooping-cough  was  considerably  above  the  lowest  re- 
corded rate  for  this  disease,  6.5  in  1904,  although  far  below  the  high- 
est, 15,8  in  1903. 

Dermatitis  Exfoliativa  of  the  New-bom.- — ]Marie  Kaufmann-Wolf 
(JaJirbucIi.  f.  Kinderheil.,  Oct.,  1915)  has  observed  three  cases  of 
dermatitis  exfoliativa  in  the  new-born.  This  uncommon  disease 
occurred  in  297  cases  in  ten  years,  at  the  Findelanstalt  in  Prague,  and 
was  reported  by  Rittershain.  By  him  it  was  considered  to  be  a 
noncontagious  disease  of  early  life,  sharply  differentiated  from 
pemphigus  neonatorum.  At  the  present  day  most  authors  believe 
it  to  be  contagious  and  simply  a  varying  degree  of  the  same  process 
which  produces  pemphigus.  Its  contagiousness  is  a  logical  postulate 
for  those  observers  who  believe  it  to  be  an  exogenous  affection  due  to 
streptococci  or  staphylococci.  The  author  saw  three  classic  cases 
between  the  9th  and  2 2d  of  April,  191 5.  All  three  cases  were  fatal. 
In  one  there  was  an  exactly  similar  affection  of  the  mother's 
breast  below  the  nipple  at  the  portion  of  the  breast  where  the 
child's  face  touches  it  in  nursing.  The  child  was  born  normal, 
of  a  healthy  mother  who  showed  no  specific  disease.  The  blebs 
appeared  on  the  fourth  day  after  birth,  A  few  days  after  the  death 
of  her  child  the  mother  had  blebs  on  the  chin  and  forearm.  Ten 
days  after  the  child  died  the  breast  became  painful  and  an  eruption 
appeared  on  it,  exactly  similar  to  that  of  the  child.  She  also  had 
some  nodules  of  hardened  milk  glands  in  the  same  breast.  After 
eight  days'  treatment  it  was  entirely  healed.  The  clinical  picture 
was  exactly  that  of  dermatitis  exfoliativa  as  seen  in  infants.  It 
would  appear  that  there  was  a  direct  contagion  from  child  to  mother. 
The  breast  had  no  visible  cracks  which  could  have  been  inoculated. 


BRIEF    OF    CURRENT    LITERATURE  1167 

The  incubation  period  was  ten  days.  Perhaps  the  lesions  on  chin 
and  arm  were  the  same  as  that  on  the  breast. 

Bacterial  Affections  of  the  Kidneys  in  Children. — H.  L.  Kowitz 
{JahrhucJi.  f.  Kinderheil.,  Oct.,  1915)  says  that  pyelocystitis  is 
frequent  in  infants,  but  is  seldom  recognized,  the  fever  being  referred 
to  other  conditions,  so  that  the  condition  goes  on  and  becomes 
chronic.  Formerly  it  was  supposed  to  ascend  from  the  bladder,  but 
at  the  present  day  it  is  supposed  to  come  by  way  of  the  blood-vessels. 
In  the  largest  number  of  cases  the  cause  is  the  bacihus  coli  communis. 
In  the  Clinic  at  JNIagdeburg  the  author  observed  forty  cases  in 
children  under  two  years  of  age.  In  all  febrile  diseases,  especially 
in  gastrointestinal  diseases  chemical,  bacteriological,  and  micro- 
scopical examination  of  the  urine  should  be  made.  In  all  the 
author's  cases  intestinal  disturbances  accompanied  the  pyelocystitis. 
The  kidney  trouble  appeared  from  three  to  nine  weeks  after  the 
beginning  of  the  intestinal  condition.  The  largest  number  occurred 
in  July  and  August,  in  hot  weather,  the  smallest  number  in  the 
winter,  when  gastrointestinal  diseases  are  least  frequent.  If  the 
disease  ascended  from  the  bladder  it  should  begin  with  a  cystitis 
which  is  not  the  case.  The  urine  was  obtained  by  the  author  under 
aseptic  precautions,  centrifuged,  and  cultivated  in  agar  and  gelatine. 
Out  of  the  forty  cases  there  were  thirty-seven  of  pure  colon  bacillus 
and  three  of  mixed  infections  with  staphylococci  and  streptococci. 
In  these  three  mixed  cases  a  furunculosis  was  present.  The  germs 
were  also  found  in  the  blood  stream.  The  anatomopathological 
examination  showed  that  the  infection  was  hematogenous.  There 
were  small  abscesses  in  the  kidneys  and  hemorrhagic  zones,  leuko- 
cytes and  lymphocytes  were  found  in  the  tissues.  The  canaliculi 
were  dilated,  there  were  increase  in  the  connective  tissue,  fat  in  the 
canals  and  glomeruli,  and  scars  of  old  abscesses.  In  the  pelvis  were 
increase  of  connective  tissue  and  cell  infiltration,  and  changes  in  the 
epithehum.  In  the  bladder  were  hyperemia  and  thickening  of  the 
mucosa.  It  would  seem  that  pyelitis  is  a  phase  of  a  general  disease, 
not  primarily  a  local  phenomenon.  The  blood  picture  shows 
leukocytosis,  and  eosinophiha.  In  the  urine  albumin  is  found  with  a 
bacteriuria  added.  Pus  cells,  epithelia,  and  casts  are  found,  with 
red  blood  cells.  The  author  concludes  that  we  have  an  infection  of 
hematogenous  origin,  which  we  should  call  a  bacterial  nephritis,  or  a 
colinephritis  rather  than  a  cystitis. 

Fate  of  Free  Bone  Transplants. — In  their  experiments  upon  dogs, 
W.  L.  Brown  and  C.  P.  Brown  {Jour.  A.  M.  A.,  1915,  Ixv,  1007) 
found  that  all  free  transplants,  either  with  or  without  periosteum, 
into  the  muscle,  subcutaneous  tissue  or  omentum,  were  uniformly 
absorbed  if  sufficient  time  were  allowed.  This  occurred  regardless  of 
the  size  or  age  of  the  transplant,  the  sizes  ranging  from  3^^  grain  to  an 
entire  ulna.  All  scapular  spines  completely  covered  with  periosteum 
were  invariably  absorbed.  A  review  of  the  earlier  clinical  cases  of 
McWilliams,  reported  to  disprove  Murphy's  theory  that  transplants 
in  contact  with  living  osteogenetic  bone  always  become  united,  indi- 
cates  that   the    operations   were   performed   by  faulty  technic  as 
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compared  with  present  standards.  The  same  also  applies  to  his 
experiments  cited  under  the  same  head.  They  did  not  have  suffi- 
cient contact  and  immobilization  to  secure  primary  union.  In 
experiments  with  free  transplants,  those  covered  with  periosteum 
seemed  to  be  absorbed  about  as  rapidly  as  those  without,  though 
experiments  of  McWilliams,  Phemister,  and  Davis  and  Hunnicutt 
indicate  that  the  periosteum  is  a  protection  from  absorption  to  both 
free  grafts  and  contact  grafts.  The  periosteum  is  evidently  a  pro- 
tection to  the  process  of  regeneration  and  union  between  the  graft  and 
parent  bone,  preventing  the  ingrowth  of  fibrous  tissue.  The  authors 
do  not  believe  that  the  same  interpretation  should  be  placed  on 
the  behavior  of  the  single  free  transplant,  and  multiple  transplants 
in  contact  with  one  another.  The  latter  seem  to  have  an  influence 
on  the  life  and  reproductive  capacity  of  the  grafts.  They  do  not 
believe  it  has  been  proved  that  the  periosteum  is  an  important 
factor  in  the  restoration  of  circulation  in  the  graft.  On  the  other 
hand,  the  indications  are  that  it  is  a  protection  to  the  free  graft  from 
the  circulation  and  absorption,  and  performs  the  same  function  for 
the  contact  graft,  while  circulation  is  being  established  from  the 
living  bone,  its  regular  source  of  blood  supply.  As  the  periosteum 
has  slight  vascular  connection  with  the  bone,  it  is  hard  to  understand 
how  it  assumes  this  particular  function  in  the  transplant.  They  do 
not  believe  that  a  free  transplant  should  be  considered  as  permanent 
except  after  several  years,  or  that  it  lives  as  long  as  its  host.  Other- 
wise, it  would  be  of  no  clinical  value. 

Tonsillar  Manifestations  in  the  Early  Diagnosis  of  Measles. — 
Quoting  three  authors  who  have  mentioned  tonsillar  spots  as  an 
early  manifestation  of  measles,  C.  Herrman  (Amer.  Jour.  Dis. 
Child.,  1915,  X,  274)  records  his  notes  on  eighty-eight  cases  seen  in  the 
early  stage;  that  is,  at  the  beginning  of  the  invasion.  In  eighty 
cases  (90  per  cent.)  Koplik's  spots  were  observed,  in  thirty-five 
cases  (40  per  cent.)  the  tonsillar  manifestations  were  present.  The 
tonsillar  spots  vary  in  number,  size,  shape,  and  color.  There  may  be 
only  two  or  three,  or  there  may  be  twenty  or  thirty;  they  vary  in  size 
from  the  point  to  the  head  of  a  pin;  they  occur  as  round  spots,  as 
very  small  regular  or  larger  irregular  streaks.  The  color  seems  to 
depend  on  the  thickness,  and  varies  from  a  bluish  gray  to  white. 
They  are  seen  only  in  the  very  early  stage'^of  the  disease,  and  are 
visible  one  or  two,  occasionally  three  days.  They  are  more  fre- 
quently seen  on  enlarged  and  succulent  tonsils.  In  two-thirds  of  the 
patients  the  temperature  was  not  over  T01.5  at  the  time  when  the 
spots  were  first  observed.  This  fact  serves  as  a  valuable  point  in 
differentiating  the  spots  from  those  of  follicular  tonsillitis.  In  the 
latter  the  temperature  is  usually  higher,  the  prostration  is  more 
marked,  and  there  is  usually  an  absence  of  catarrhal  symptoms.  In 
this  disease  also  as  the  spots  disappear  the  temperature  falls;  in 
measles,  on  the  other  hand,  after  the  tonsillar  spots  disappear  the 
temperature  rises.  The  tonsillar  spots  are  much  less  valuable  in 
the  early  diagnosis  of  measles  than  the  Koplik's  spots,  first  because 
they  are  present  in  only  about  40  per  cent,  of  the  cases,  and  secondly 
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because  their  appearance  is  not  always  so  characteristic  that  they 
can  be  easily  diflferentiated  from  those  of  follicular  tonsillitis;  but  in 
families,  classes,  hospital  wards,  asylums  in  which  other  cases  have 
occurred,  or  in  which  the  disease  is  epidemic,  it  may  be  a  very 
valuable  aid  in  isolating  the  patients  early.  These  spots  are  fre- 
quently present  when  the  child  has  no  other  objective  symptom 
except  a  slight  rise  of  temperature. 

Subcutaneous  Administration  of  Fluid  in  Acute  and  Subacute 
Conditions  in  Infancy. — R.  P.  Smith  {Can.  Med.  Assoc.  Jour.,  1915, 
V,  894)  records  the  use  of  normal  saline  solution,  with  or  without  4 
per  cent,  of  dextrose,  by  hypodermoclysis  in  seventy-two  infants. 
Sixty-five  of  these  were  grouped  as  intestinal,  including  marasmus 
or  decomposition,  acute  intestinal  intoxication  and  fermentative 
diarrhea.  In  fifty-seven  of  the  seventy-two  cases  there  was  need  of 
saline  administration  on  admission.  Of  the  remainder  all  developed 
a  decomposition  while  in  the  hospital  necessitating  the  injection  of 
saline.  The  intervals  were  three,  viz.,  twice  a  day;  three  times  a  day 
and  every  three  hours,  all  depending  upon  the  indications.  The 
average  amount  varied  from  275  to  350  c.c.  daily.  This  again 
depended  upon  the  condition  of  the  child.  The  largest  administra- 
tion was  750  c.c.  and  the  smallest  50  c.c.  There  was  a  thermal 
rise  in  sLx  cases,  five  of  which  were  apparently  due  to  distilled  water, 
the  other  to  an  overdose — 750  c.c.  Sixty-two  out  of  the  seventy-two 
cases  exhibited  a  rise  in  the  weight  curve.  The  remaining  ten  were 
classified  moribund  on  admission.  In  three  cases  there  was  ob- 
tained a  slight  local  reaction  and  in  none  of  these,  as  far  as  anyone 
could  judge,  did  this  have  any  deleterious  effect  on  the  progress 
of  the  case.  The  subcutaneous  injection  of  fluid  is  without  danger 
and  in  71  per  cent,  of  the  cases  there  were  observed  a  decided 
beneficial  result.  The  general  indications  for  the  injection  of  fluid 
are  evidenced  by  loss  of  tissue  turgor  and  presence  of  dehydration, 
which  exists  in  all  infants  suffering  from  diseases  which  produce 
rapid  fluid  losses  from  the  body.  The  immediate  results  are 
evidenced  by  increase  in  weight,  thus  overcoming  the  rapid  and 
frequently  fatal  initial  loss;  by  improvement  in  tissue  turgor; 
by  improvement  in  the  child's  general  condition.  It  is  essential 
that  the  fluid  for  injection  should  be  prepared  from  freshly  distilled 
water. 

Intestinal  Parasites  in  Children. — Examining  665  children  in 
Alabama,  eighty  of  whom  were  negroes,  and  all  under  twelve  years 
of  age.  G.  J.  Greil  {Amer.  Jour.  Dis.  Child.,  1915,  x,  363)  finds  that 
parasitic  infections  in  children  are  far  more  common  than  has  hereto- 
fore been  thought.  While  hookworm  infection  is  the  most  often 
found,  'Hymenolepis  nana  and  Trichocephalus  dispar  are  by  no  means 
rare.  Less  than  10  per  cent,  of  the  cases  infected  complain  of  symp- 
toms referable  to  the  infection.  By  routine  examinations,  many 
cases  will  be  found  otherwise  unsuspected  and  by  thorough  treatment 
their  general  condition  A^dll  be  greatly  improved. 

Juvenile  Deforming  Osteochondritis  of  the  Hip. — G.  J.  McChes- 
ney  (Jour.  A.  M.  A.,  1915,  Ixv,    1637)  records  three  cases  of  juvenile 
13 
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deforming  osteochondritis  of  the  hip,  the  name  given  by  Perthes  of 
Tubingen  to  a  progressive  destruction  and  crushing,  principally  of 
the  upper  femoral  epiphysis,  characterized  by  a  slight  limp,  mild 
subjective  symptoms,  a  fairly  constant  limitation  of  abduction,  and 
a  benign  course  with  complete  recovery  under  Httle  or  no  treatment. 
There  is  a  delay  in  ossification  of  the  cartilage  of  the  epiphj-sis,  and 
to  a  lesser  extent  also  in  the  juxtaepiphyseal  cartilage  of  the  neck 
and  isolated  areas  in  the  acetabulum.  This  forms  what  Parthes 
calls  "cartilaginous  isles,"  or  defects  in  ossification.  He  also  notes 
calcareous  nodules  or  dark  spots  on  the  ossific  nucleus  of  the  epiphy- 
sis. As  a  result  we  have  flattening  or  crushing  of  the  epiphysis, 
because  cartilage  persists  in  places  where  bone  is  needed  to  bear  the 
increasing  weight  of  the  growing  child  and  withstand  the  traumat- 
isms of  a  boy's  rough  play.  Delitala  asserts  that  a  Rontgen 
examination  alone  is  sufficient  for  the  diagnosis.  The  flattening  or 
crushing  of  the  epiphysis  is  the  saHent  feature.  This  is  progressive, 
being  slight  at  first,  and  increasing  till  the  epiphysis,  instead  of  being 
a  rounded  outline,  is  reduced  to  a  flattened  plate  or  disc,  often 
divided  into  two  or  three  parts.  Later  these  appear  to  fuse,  and  the 
whole  finally  unites  to  the  diaphysis.  To  distinguish  it  from  tuber- 
culosis we  can  place  considerable  reliance  in  the  von  Pirquet  test,  in 
the  clinical  examination  showing  the  principal  limitation  of  motion 
in  abduction,  a  little  in  internal  rotation  and  none  in  other  directions, 
as  opposed  to  tuberculosis,  which  usually  shows  some  limitation  in 
all  directions.  The  lack  of  pain  or  joint  spasm  is  another  point,  while 
the  rontgenogram,  showing  none  of  the  general  rarefaction  of 
tuberculosis  in  the  early  stages,  in  the  later  offers  conclusive  differ- 
ences in  the  shape  of  the  epiphysis.  Juvenile  deforming  arthritis  is 
accompanied  usually  by  joint  crepitation,  the  pain  is  quite  severe, 
and  there  is  considerable  stiffness  and  marked  limp.  The  ront- 
genogram sometimes  resembles  Perthes'  disease  closely  as  to  the 
crushing  of  the  epiphysis,  but  often  shows  osteophytes  or  spurs, 
which  osteochondritis  does  not.  Furthermore,  the  joint  cartilage  is 
intact.  In  coxa  vara  the  rontgenogram  and  the  von  Pirquet  test  are 
our  only  means  of  differentiation;  but  they  should  be  quite  sufficient. 
In  acute  articular  arthritis  we  have  acute  onset,  much  pain  and  dis- 
ability, limitation  of  motion  in  all  directions,  fever,  etc.  The  ront- 
genogram would  show  no  change.  In  chronic  or  healed  osteomye- 
litis, reliance  should  be  placed  on  the  history  and  Rontgen  findings. 
The  child  should  be  protected  from  weight  bearing  in  the  acute  stage, 
but  in  the  later  stages  allowed  to  run  about,  as  all  cases  run  a  benign 
course  and  tend  to  spontaneous  recovery. 

Soy  Bean  and  Condensed  Milk  in  Infant  Feeding. — The  class  of 
cases  and  circumstances  under  which  this  mixture  is  advised  by  J. 
Ruhrah  {Amer.  Jour.  Med.  Sci.,  191 5,  cl,  502)  may  be  outlined  as 
follows:  When  fresh  milk  cannot  be  obtained,  or  when  the  milk  sup- 
ply is  very  questionable;  in  summer,  when  there  is  some  question 
concerning  the  milk  supply  and  in  instances  where  the  infant  is 
found  to  be  incapable  of  digesting  cow's  milk.  It  wall  also  be  found 
useful  in  certain  cases  of  intestinal  indigestion  in  infants  who,  under 


BRIEF    OF    CURRENT    LITER.ATURE  1171 

ordinary  circumstances,  can  digest  cow's  milk,  but  who  have  had 
their  intestinal  functions  temporarily  deranged.  It  may  also  be  of 
service  in  cases  of  chronic  vomiting,  and  particularly  useful  as  a 
food  after  summer  diarrhea.  Without  the  condensed  milk  the 
gruel  may  be  used  as  a  food  in  many  diarrheal  conditions  with  con- 
siderable advantage,  but  there  are  many  instances  in  which  it  will  not 
agree  with  the  child.  The  use  of  soy-bean  gruels  alone  without  bar- 
ley or  some  other  cereal  may  be  recommended  under  very  excep- 
tional circumstances.  This  method  of  feeding  can  be  used  without 
any  danger.  It  will  not  produce  rickets,  and  with  a  very  small 
amount  of  some  antiscorbutic  food,  will  not  produce  scurvy.  It 
permits  a  perfectly  normal  development  as  far  as  bones  are  con- 
cerned, and  in  successful  feeding  the  infants  present  the  appearance 
of  breast-fed  babies.  The  best  method  to  begin  feeding  mixtures  of 
soy  bean  and  condensed  milk  is  to  make  a  gruel  composed  of  one  level 
tablespoonful  of  soy  flour,  two  level  tablespoonfuls  of  barley  flour, 
a  pinch  of  salt,  and  i  quart  of  water.  This  should  be  boiled  for 
twenty  minutes,  or  even  longer,  and  the  water  lost  in  the  cooking 
should  be  replaced.  To  this  is  added  condensed  milk,  varying  from 
I  to  1 6  to  I  to  8,  according  to  the  age  of  the  child  and  other  cir- 
cumstances. This  may  be  used  in  quantities  varying  from  2  to  8 
ounces  at  a  feeding.  The  feeding  interval  may  be  two,  two  and  a 
half,  or  three  hours,  usually  three  hours,  and  occasionally,  in  difficult 
cases,  this  may  be  lengthened  to  three  and  a  half  or  even  four  hours. 
The  amounts  of  condensed  milk  and  the  strength  of  the  gruel  may  be 
varied  according  to  circumstances,  using  weaker  mixtures  if  there  is 
vomiting,  or  if  there  are  symptoms  of  indigestion,  or  if  the  stools, 
after  a  number  of  days,  do  not  appear  to  be  more  or  less  normal. 
The  stools  of  babies  fed  with  soy-bean  mixtures  are  slightly  brownish 
in  color,,  should  be  perfectly  well  digested  and  smooth,  not  unlike 
in  appearance  those  of  babies  that  have  been  fed  upon  malted  milk. 
In  children  who  are  not  gaining,  and  yet  who  seem  to  be  taking  the 
gruel  well,  the  amount  of  condensed  milk  may  be  increased  to  i  ounce 
of  condensed  milk,  with  enough  gruel  to  make  8  ounces,  and  in 
exceptional  cases,  even  to  i  to  6.  The  gruels  may  vary  in  composi- 
tion, and  in  older  children  they  may  be  increased  to  double  the 
strength  advised  above,  that  is,  two  level  tablespoonfuls  of  soy  flour 
and  four  of  barley,  and  occasionally  this  may  be  increased  still  further. 
If  the  soy  bean  is  used  too  strong,  or  if  it  is  used  without  a  sufficient 
amount  of  carbohydrate  with  it,  as  in  perfectly  plain  gruels  without 
either  cereal  flours  or  condensed  milk,  it  is  liable  to  cause  thin,  dark- 
colored,  foul-smelling  stools,  owing  to  the  high  protein  and  fat  con- 
tent, and  the  very  small  amount  of  carbohydrate  present. 

Hereditary  Syphilis  and  the  Wassermann  Reaction. — Ernst 
Steinert  and  Emil  Flusser  {Arch.  f.  KinderheiL,  1915,  Bd.  Ixv,  Heft 
I-II)  give  the  results  obtained  from  the  observation  of  mothers  and 
children  in  the  University  Hospital  at  Prage  wuth  reference  to  heerdi- 
tary  syphilis.  The  value  of  this  material  consists  in  the  fact  that 
these  patients  are  under  observation  for  some  time  and  may  be 
repeatedly  examined.     The  mothers  come  ten  days  after  labor  with 
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their  children  from  the  maternity  into  the  clinic.  The  placentae 
have  been  examined  and  the  mothers  have  had  a  Wassermann  reac- 
tion before  labor.  The  children  are  repeatedly  tested  during  their 
stay.  If  the  clinical  or  serological  presence  of  syphilis  is  ascertained 
the  child  is  kept  in  the  clinic  for  four  months  and  is  followed  up  after 
leaving  the  clinic.  From  May,  1912,  to  Oct.,  1914,  2268  mothers  and 
2533  children  were  tested.  Of  the  mothers  4.06  per  cent,  had  a 
positive  Wassermann;  of  the  children  2.42  had  clinical  symptoms  of 
syphilis.  Of  the  children  2.29  had  positive  Wassermann,  and  of 
these  1. 8 1  had  clinical  symptoms.  Mother  and  child  both  showed 
positive  reaction  in  34  cases,  mother  alone  in  58,  and  child  alone  in 
24.  Negative  reacting  luetic  mothers  with  negative  reacting  chil- 
dren, clinically  healthy  numbered  12:  Negative  reacting,  evidently 
syphilitic  children,  from  negative  reacting  mothers  numbered  3.  .\11 
the  observations  made  are  carefully  tabulated.  The  authors'  con- 
clusions are  as  follows.  Of  the  children  examined  5.7  per  cent,  were 
clinically  or  serologically  luetic,  who  came  from  mothers  who  were 
neither  clinically  nor  serologically  luetic.  All  luetic  children  have 
luetic  mothers.  The  opposite,  that  all  children  of  luetic  mothers  are 
luetic  cannot  be  definitely  proven.  In  all  stages  of  syphilis  mothers 
can  produce  serologically  healthy  children.  The  earliest  stage  of 
syphilis  in  which  the  disease  passed  from  a  pregnant  mother  to  her 
child  was  seven  weeks  after  infection.  Of  the  floridly  infected 
mothers  in  the  second  stage  the  children  remained  clinically  and  sero- 
logically free  in  45  per  cent.  Of  five  children  whose  mothers  suffered 
from  tertiary  syphilis,  one  had  syphilis.  Hereditary  sv'philitic 
mothers  may  bear  luetic  children.  Mothers  who  have  latent  syphilis 
seldom  bear  children  in  the  florid  stage  of  syphilis.  Luetic  women 
may  bear  luetic  children  at  a  time  when  their  syphilis  is  neither 
serologically  nor  cUnically  evident.  In  hereditary  syphilitic  children 
the  Wasserman  reaction  is  present  often  before  there  are  syphilitic 
symptoms.  In  many  hereditary  syphilitic  cases  the  reaction  long  re- 
mains positive  in  spite  of  treatment.  In  the  nursing  period  syphilis 
may  give  no  symptoms  and  be  recognized  only  by  its  positive  re- 
action. Children  of  negative  reacting  mothers  may  have  no  symp- 
toms while  they  have  a  positive  reaction.  Children  with  florid 
symptoms  of  hereditary  syphilis  may  give  a  negative  Wassermann 
reaction.  Eighty  per  cent,  of  these  children  come  from  mothers  who, 
in  spite  of  evident  syphilis,  have  negative  reactions.  In  the  first  week 
of  the  puerperal  state  there  is  a  change  in  the  reaction.  The  pre- 
viously positive  reaction  may  become  negative,  or  a  previously  negat- 
tive  reaction  become  positive.  Positive  reactions  appear  in  the 
puerperal  state  in  women  who  show  no  evidence  of  syphilis.  The 
appearance  of  a  positive  Wassermann  in  nonluetic  children  is  sel- 
dom seen.  In  such  cases  the  reaction  soon  disappears  without  treat- 
ment. In  few  cases  of  acute  infection  in  infants  is  the  Wassermann 
positive. 
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